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ABSTRACT

KATHERINE MORENA MAGEE
FACULTY PERCEPTIONS OF CONFIDENCE WHEN ADOPTING 
HIGH FIDELITY SIMULATION FOR UNDERGRADUATE NURSING 
EDUCATION: A PHENOMENOLOGICAL ANALYSIS 
Under the direction of Susan S. Gunby, PhD

Nursing education is charged with the preparation of prelicensure nurses 

to provide comprehensive, competent patient care in an increasingly volatile 

healthcare delivery system. However, current nursing educational models are 

often not adequate to serve the needs of current nursing practice. This has 

resulted in a call for radical transformation in nursing education, through the 

adoption of new concepts, ideas, and innovations. High fidelity simulation (HFS), 

is one such innovation, and has been widely accepted in nursing education as an 

effective teaching methodology, offering realistic opportunities for students to 

practice nursing skills and develop a professional nursing identity. However, the 

efficacy of this innovation as a teaching strategy is often dependent upon the 

confidence with which faculty can deliver the benefits of HFS to achieve 

desirable student learning objectives.



The purpose of this qualitative study was a descriptive phenomenological 

analysis of faculty perceptions of how confidence as built and increased when 

adopting HFS within nursing curriculum. The participant sample was comprised 

of 12 full-time nurse educators, teaching in associate and baccalaureate 

programs. Through data derived from semi-structured interviews, five themes 

emerged; “Bring it On!”, Owning It, “A Lot of Acting", I Can Do This, and The 

Caring Piece. These five themes richly described participants’ experiences of 

increased individual confidence when integrating high fidelity simulation into 

prelicensure nursing curricula, and provided insights on how this innovation may 

be utilized to instruct not only the science but the caring art of professional 

nursing. Findings linked increased confidence with belief in the efficacy of HFS, 

obtaining both formal and informal training integrating and implementing HFS into 

curriculum, and the importance of realism to promote the development of caring 

behaviors. The findings suggested that while knowing the acknowledged best 

practices for teaching with high fidelity simulation is essential to teaching with 

simulation, possessing the confidence to fully utilize those best practices remains 

a vital component in unlocking the full potential of this innovation as a teaching 

and learning strategy specifically for nursing education.



CHAPTER 1 

INTRODUCTION TO THE STUDY 

This chapter presents the phenomenon of interest, states the purpose of 

the research study, and identifies qualitative research questions. Additionally, 

the significance of the study is presented. Assumptions and biases that were 

associated with this study are discussed. Additionally, terms pertinent to the 

research study are defined.

Identification of the Phenomenon of Interest

The phenomenon of interest for this qualitative study was the exploration of

faculty perceptions of confidence when adopting high fidelity simulation for

undergraduate nursing education. To discern the need for research about this

phenomenon, I explored the extant literature from a wide to narrow perspective.

Three main imperatives guided the explication of this phenomenon: (1) current

and future nursing practice environments; (2) the call for transformation in

nursing education; and (3) the challenges experienced by nurse educators when

adopting innovations which can be used to teach both the art and science of

nursing, specifically, high fidelity simulation.

Current and Future Nursing Practice Environments

Nurses, as the largest component of healthcare providers in the United

States, are facing rapid and volatile changes in their practice environments,

l
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which challenge providing the blend of art and science expected in the provision 

of excellent nursing care. Although these changes are the result of complex 

causes, there are four predominant factors most related to the delivery of nursing 

care. They are: the ongoing, and serious, shortage of qualified nurses (American 

Association of Colleges of Nursing [AACNJ, 2014a; Benner, Sutphen, Leonard, & 

Day, 2010); legislated healthcare reform (White, 2012); the impact of emerging 

healthcare technologies (Huston, 2013); and a focus on the integration of 

evidence-based practice (EBP) into healthcare services (Halm, 2014; Stevens, 

2013).

An extensive shortage of nurses has persisted since 1998, and is 

expected to become more critical in the next decade, as the demand for 

registered nurses increase while the pool of qualified nurses continues to shrink 

(AACN, 2014a). The primary causes of this shortage relate to an aging 

workforce, the attrition of nurses working in healthcare entities, and a low volume 

of newly licensed nurses to fill vacant full-time positions (AACN, 2014a).

Resultant impacts of this shortage of qualified nurses on the nursing practice 

environment are severe and far-reaching. According to the American 

Association of Colleges of Nursing (2014a), medication errors, sentinel events, 

and patient deaths dramatically increase with high patient-to-nurse staffing ratios. 

This is a less than optimal environment for experienced nurses to function 

competently, and creates an ordeal for novice nurses to provide safe, high quality 

patient care (Benner et al., 2010).
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The most significant legislative mandate to affect nursing practice was the 

passage of the Patient Protection and Affordable Care Act (ACA) in 2010 

(Institute of Medicine [IOM], 2010). This legislation was designed to: (1) increase 

healthcare access for an estimated 32 million Americans; (2) reform healthcare 

payment systems; and (3) shift healthcare delivery from acute care to ambulatory 

and primary care models (IOM, 2010; White, 2012). A significant impact of the 

ACA for the nursing profession is that it specifically allows nurses, especially 

those with advanced practice preparation, to practice to the full extent of their 

education and training in order to provide care for the anticipated increase in 

healthcare recipients (IOM, 2010; Kowalski, 2012). These sweeping legislative 

changes will require nurses to “step forward, lead, and actively participate in the 

redesign of health care” (White, 2012, p. 55). More importantly, it is clear that 

nurses must be adequately prepared, from the beginning of their professional 

practice, with the knowledge and education to accept this challenge.

The rapid emergence of healthcare technologies has profoundly affected 

both current and future nursing practice environments. Huston (2013) identified 

seven technologies which are changing clinical nursing practice: genetic and 

genomic testing; minimally invasive diagnostic tools; robotics; biometrics; 

electronic healthcare records; computerized physician/provider order entry; and 

clinical decision support. Nurses not only need to be both knowledgeable and 

competent in the utilization of these technologies, but take a leadership position 

in assuring the ethical implementation of the technologies when they are 

integrated into patient care.
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Another far-reaching change in the nursing practice environment is the 

decade-long movement to evidence-based practice (EBP). Evidence-based 

practice blends reliable research evidence with clinical expertise and patient 

preferences in order to achieve desired individualized health outcomes (Stevens, 

2013). However, continuing education of practitioners is vital to the sustainable 

benefits of EBP. Nurses practicing in clinical settings must be comfortable with 

the initiation, implementation, and outcome evaluation of research-based 

strategies as they are assimilated into the nurses’ role of caring and comforting 

patients (Halm, 2013; Stevens, 2013).

Nursing has long been considered both an art and a science, and this 

harmonious balance is most needed in nursing practice settings (Jackson, 2012; 

Jasmine, 2009). The evolving changes which are being experienced in the 

nursing practice environment have largely affected the “science” of nursing. The 

“art” of nursing -  the seamless blend of compassion, caring, and intuition within 

therapeutic nurse-patient relationships -  must also be acknowledged and 

supported as an essential component in the achievement of desired patient 

outcomes in the nursing practice environment (Benner et al., 2010; Jackson, 

2012; Jasmine, 2009).

Nurses face this plethora of expectations beginning the first day they 

practice as newly licensed registered nurses, and they continue to confront these 

expectations throughout the entirety of their career and advanced education.

They must be clinically competent, possessing both clinical skills and judgment to 

provide quality, safe care for increasingly diverse patient populations, be able to
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communicate effectively within multidisciplinary teams, and actively advocate for 

the wellness of patients and their families (Bambini, Washburn, & Perkins, 2009; 

Benner et al., 2010; Berragan, 2011). This requires thorough and meaningful 

prelicensure education which includes learning and applying nursing knowledge 

and science (Rodgers, 2005), developing practical skills and clinical reasoning 

(Guhde, 2010), and grounding individual nursing practices in caring, advocacy, 

and ethical comportment by developing and sustaining an intentional 

professional identity (Benner et al., 2010). Additionally, to maintain the best 

practices in patient care, it has been strongly recommended that nurses should 

participate in lifelong learning (IOM, 2010). This continuing education may be in 

the form of earning advanced nursing practice degrees, obtaining nursing 

specialty certifications, active participation in nursing associations, or 

participating in continuing education courses (Benner et al., 2010; IOM, 2010).

Despite this recognizable need, nurse administrators have voiced great 

concern about the adequacy of preparation new nurses receive to enter the 

complex and often chaotic sphere of current healthcare delivery (Benner et al., 

2010; Berkow, Virkistis, Stewart, & Conway, 2008; Theisen & Sandau, 2013). 

New nurses struggle to practice competently in several specific areas: the 

utilization of information technology, cultural awareness, basic nursing 

assessment (Berkow et al., 2008), communication, leadership, organization, and 

stress management (Theisen & Sandau, 2013), and critical thinking and clinical 

reasoning abilities (Benner et al., 2010). These deficiencies present a 

substantial risk to patients cared for by novice nurses, and burden practice



6

settings where nursing shortages have already stretched the limits of quality,

safe patient care. Benner and her colleagues (2010) stated it best:

New nurses need to be prepared to practice safely, accurately, and 
compassionately, in varied settings, where knowledge and innovation 
increase at an astonishing rate. They must enter practice ready to 
continue learning, often through self-directed learning that can be adapted 
to any site of practice, from school nursing to intensive care nursing, (p.1)

This requirement of thorough preparation for practice has resulted in calls from 

nursing and healthcare leadership for a major transformation of nursing 

education curriculum design, teaching methodologies, and the use of technology 

(Benner et al., 2010; IOM, 2010; National Council of State Boards of Nursing 

[NCSBN], 2009; National League for Nursing [NLN], 2009; Quality and Safety 

Education for Nurses [QSEN], n.d.).

The Call for Transformation in Nursing Education

Nursing education is charged with the preparation of both prelicensure 

nurses and graduate level nurses to provide comprehensive, competent patient 

care (Barnsteiner et al., 2012), including instruction in both the art and the 

science of nursing practice (Jasmine, 2009). However, it has been made clear 

that current nursing educational models are not adequate to serve the need for 

the future of nursing practice (Benner et al., 2010; Glasgow, Niederhauser, 

Dunphy, & Mainous, 2010). Leaders in nursing, healthcare, regulation, national 

organizations, and legislation have acknowledged there is a critical need for 

more contextual learning through broadened clinical exposure, learner-focused 

pedagogies, and wide and deep integration of research and theory to practice
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(Benner et al., 2010). In order to effect this transformation, nurse educators will 

need to adjust or abandon less effective pedagogies and experiment with new 

concepts, ideas, and innovations for preparing all levels of nursing students 

(Benner etal., 2010; Glasgow et al., 2010; IOM, 2010; NCSBN, 2009; NLN,

2006).

Innovation in teaching methodologies has been identified as an important 

element in achieving a transformative change in nursing education (Glasgow et 

al., 2010; Phillips & Vinten, 2010). Benner and her colleagues (2010) proposed 

that a critical goal of this call for innovation in nursing education includes the 

development of nursing-specific methods of teaching which thoroughly address 

both prelicensure and advanced practice preparation in the curricula. This has 

sparked considerable research focused on new educational and technological 

tools applicable to nursing education. Examples of these are web-based virtual 

e-learning communities (Cant & Cooper, 2014; Giddens & Walsh, 2009), flipped 

classes (Schwartz, 2014), distance courses (Jones & Wolf, 2010), clickers 

(Berry, 2009), and the use of high fidelity simulation (Jeffries, 2007), which was 

the focal innovation for this study.

Challenges Adopting Nursing Education Innovation

As research on the phenomenon of interest for my study progressed, it 

became apparent that innovations in nursing education, particularly high fidelity 

simulation (HFS), are important tools for improving the preparation of nursing 

students for both initial and advanced practice. Innovative educational strategies
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drive the movement toward increased contextual learning and improved 

integration of research and theory in nursing practice. However, faculty 

confidence in adopting innovations is subject to the confluence of both external 

and internal influences.

External influences. The external influences which may impact faculty 

confidence in adopting innovation are identical to those affecting other areas of 

nursing education: personnel shortage, untenable workloads, and scarce 

resources (AACN, 2014b; Ellis, 2013; Nardi & Gyurko, 2013). The ongoing cycle 

- in which a shortage of nurses in practice is driven by a low number of new 

nurses entering practice, which in turn is directly affected by the shortage of 

nurse faculty available to teach and graduate nurses for practice - has become 

an extremely critical issue, especially as nurses represent the largest sector of 

healthcare providers (AACN, 2014a; White, 2012). Additionally, the aging of 

existing faculty, academic burnout and attrition, decreased sites for hospital 

clinical placements, and intense competition among nursing programs for those 

clinical placements further contribute to stress in nursing education faculty 

(AACN, 2014b; Glasgow et al., 2010; Paulson, 2008). These external, often 

uncontrollable influences may impact the receptivity and confidence which nurse 

educators need to adopt new innovations in curricula. To combat these 

stressors, it has been proposed academic environments that support innovational 

behaviors promote the successful adoption of new teaching strategies 

(Hebenstreit, 2010). Further, formal and consistent faculty development has also 

been suggested to be a key ingredient to developing confidence in new teaching
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approaches; however, there is a limited amount of supporting research on the 

subject (Adamson, 2010; Gardner, 2014; Jansen, Johnson, Larson, Berry, & 

Brenner, 2009).

Internal influences. Internal influences are those which may dispose or 

confound an individual’s adoption of innovation (Rogers, 2003). Demographics 

and individual characteristics constitute these internal influences (Rogers, 2003). 

Demographics, such as ethnicity and gender, may impact an individual’s 

receptivity to innovate (Phillips & Vinten, 2010). Age and years of teaching have 

not been specifically studied as influences for adopting innovation; however, in 

several recent nursing education studies, the ages of the study participants were 

consistent with the reported national median age of nurse faculty (Goodrich,

2014; Roughton, 2013). According to Gardner (2014) and Phillips and Vinten 

(2010), this may imply that more experienced nurse educators may possess 

greater confidence in teaching and evaluating new strategies. Other individual 

characteristics which positively affect the willingness of faculty to adopt 

innovation are being a committed, lifelong learner (Rossetti & Fox, 2009), 

possessing increased levels of professional empowerment (Hebenstreit, 2010), 

comfort with new technologies (Starkweather & Kardong-Edgren, 2008), and 

frequency of experience, use, and practice of the innovative strategy (Davis, 

2012; Goodrich, 2014).

It is important at this point to identify what is meant by the adoption of an 

innovation. The adoption of an innovation is the result of an individual decision to 

fully implement the innovation as the best course of action available (Rogers,
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2003). Adoption takes place in the “decision stage” of the innovation-decision 

process “when an individual engages in activities that lead to a choice to adopt or 

reject an innovation” (Rogers, 2003. p. 177). Individuals tend to make an 

adoption decision soon after trying it, if the innovation has been shown to 

possess a certain degree of relative advantage, and then move more rapidly to 

the implementation stage of the innovation-decision process (Rogers, 2003).

Further, confidence as an internal characteristic must also be defined. For 

the purpose of this study, confidence means a consciousness or feeling of 

power, reliance, and certainty of a situation or circumstance (Merriam-Webster, 

2011). Confidence has been reported in educational literature as an important 

trait of effective teachers (Davis, 2012; Gardner 2014). However, nurse 

educators may experience varying levels of confidence in their ability to 

effectively integrate, utilize, and evaluate innovations such as high fidelity 

simulation, especially when it is commonly used as a substitute for clinical 

placement hours (Hayden, 2010; Jeffries, 2007; Jones & Hegge, 2008; NLN,

2009). Nurse faculty confidence, particularly when adopting educational 

innovation such as high fidelity simulation, has not been specifically studied.

The multiplicity of these influences demonstrates that nurse educators do 

not practice in a vacuum. They function within the organizational aims of nursing 

education, and articulate with the larger sphere of nursing practice, research, and 

administration. Rogers (2003) noted the level of an individual’s support of an 

innovation contributes to the success of that innovation within an organization. 

The ripple effect of a single confident nurse educator effectively using HFS to
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teach a group of students one salient concept of nursing may potentially affect 

future nursing practice, research, and administration in substantial ways.

High Fidelity Simulation in Nursing Education

Simulation-type tools have been used in nursing education for decades as 

a safe method of practicing the more task-driven nursing skills (Davis, 2012). 

Simulation involves role-play in order to rehearse newly presented nursing 

concepts, to reinforce older knowledge, or to remediate deficiencies (Jeffries,

2007). Clinical simulations have ranged in complexity from the simple use of 

oranges in preparation for giving injections to teaching complicated protocols for 

disaster preparation (Jeffries, 2007; Kardong-Edgren et al., 2008). Simulation is 

one demonstrated teaching and learning innovation that will continue to evolve in 

nursing education, and as such, will require nurse educators to evolve in their 

teaching practices as well (Benner et al., 2010; Hayden, 2010; Jeffries, 2005, 

2007, 2008; Jeffries & Rizzolo, 2006).

Three levels of simulation tools are widely utilized in nursing education at 

present. The first level, and least technical, includes task trainers, non- 

responsive body parts customarily used for practice of basic nursing skills, as 

when teaching students about aseptic urinary and intravenous catheter insertions 

(Jeffries, 2007). The second level, known as medium or low fidelity simulation; 

this level is comprised of a full human body manikin equipped with cues and is 

used to teach foundational nursing assessment skills such as those needed to 

discern variations in heart, lung, and bowel sounds via stethoscope (Jeffries,
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2007; Seropian, Brown, Gavilanes, & Driggers, 2004). High fidelity simulation 

(HFS) is the third and most technically complex level of simulation. High fidelity 

simulation uses electronic, physiologically responsive human manikins, which 

can mimic both common and uncommon patient care situations (Davis, 2012; 

Jeffries, 2007; Seropian etal., 2004).

It has been suggested that many styles of individual learning, whether 

visual, auditory, tactile, or kinesthetic, can be accommodated using high fidelity 

simulation (Jeffries, 2006, 2008). Students may “rehearse” safe patient 

encounters, utilizing newly learned clinical reasoning concepts, and follow that 

encounter through the entire nursing process (Curtin & Dupuis, 2007; Jeffries, 

2006, 2008). When HFS is integrated into curricula, it is usually organized as 

regularly scheduled, supervised, alternative clinical experiences in which groups 

of nursing students role-play patient care situations with specific clinical learning 

objectives (Jeffries, 2007). High fidelity simulation learning is commonly 

composed of four phases: prebriefing and role assignment, scenario 

participation, debriefing, and reflection on the nursing experience (Benner et al., 

2010; Jeffries, 2005).

High fidelity simulation learning has been widely accepted in nursing 

education as a viable, effective teaching methodology (Gore, Van Gele, Ravert,

& Mabire, 2012; Kardong-Edgren, Willhaus, Bennett, & Hayden, 2012), and 

recent studies indicate HFS has been implemented as a teaching strategy in over 

85% of nursing education programs in the United States, and has been used as 

a substitute for up to 25% of clinical practicum curriculum hours (Davis & Kimble,
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2011; Hayden, 2010; Hovancsek et al., 2009; Jeffries, 2007). The most recent 

nursing research supports the use of HFS as a substitute for a large portion of 

clinical practicum hours (Hayden et al., 2014). In their quantitative study of 660 

undergraduate nursing students, Hayden and colleagues (2014) found no 

significant differences in knowledge acquisition, clinical competency, critical 

thinking, readiness for practice, and NCLEX-RN pass rates between three 

groups of students receiving from 10% up to 50% of their clinical practicum 

requirement using HFS (Hayden, Smiley, Kardong-Edgren, & Jeffries, 2014). 

Further, in the second part of this study, findings reported from hospital nurse 

managers revealed these individuals were well-prepared for clinical practice as 

newly licensed nurses (Hayden et al., 2014). However, the researchers 

cautioned that these results were conditional upon the criteria used for the 

purposes of the study: all participating faculty members were formally trained in 

the best practices of simulation pedagogy and theory-based debriefing, and the 

study sites possessed adequate capital resources to provide the equipment and 

supplies necessary to create realistic clinical environments (Hayden et al., 2014). 

This suggests nurse educators build their confidence in utilizing HFS by fully 

understanding the educational theories and best practices that are foundational 

for teaching with HFS technology. This concept is supported by earlier research 

findings which have also stressed the need for thorough, intentional faculty 

development as a significant component in maximizing the outcomes of HFS as 

a teaching tool (Bentley & Seaback, 2011; Founds, Zewe, & Scheuer, 2011; 

Guimond et al., 2011, Hayden et al, 2014). Faculty training in the best practices
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and theories that guide HFS remains an important consideration in the overall 

efficacy of HFS within nursing program curricula (Hayden et al., 2014), 

particularly as the substitution of HFS for a portion of traditional practicum is 

predicted to increase (Hayden, 2010).

Nursing research on the advantages of HFS in nursing education has 

steadily increased over the past 15 years, with the preponderance of the findings 

focused upon the many benefits to students when it is successfully integrated 

into nursing curricula. It has been proposed that HFS laboratory sessions 

encourage knowledge acquisition (Gates, Parr, Hughen, 2012; Zulkosky, 2012), 

the development of clinical judgment (Alinier, Hunt, Gordon, & Harwood, 2006; 

Bambini et al., 2009; Bland, Topping, & Wood, 2011; Dillard et al., 2009; Guhde,

2010), and communication skills (Kiat, Naggamal, & Jonnie, 2007; Klipfel et al.,

2011). Additionally, HFS scenarios appear to augment student self-confidence 

by decreasing fears and anxiety in approaching direct patient care (Bambini et 

al., 2009; Blum et al., 2010; Jensen, 2013; Smith & Roehrs, 2009; Wolfgram & 

Quinn, 2012; Zulkosky, 2012). Seminal and current research studies have also 

acknowledged that HFS represents a shift in nursing education to a more 

student-centered teaching approach, blending interactive technology and 

teamwork within the learning environment (Howard, Englert, Kameg, & Perozzi, 

2011; Kaddoura, 2010; Lasater, 2006, 2007; Seropian etal., 2003, 2004).

When considering the benefits of HFS to student learning, the research 

also indicates the role embraced by nursing faculty is pivotal to the successful 

integration of this innovation into curricula, as well as the educational



preparedness HFS may help students to achieve (Jeffries, 2005, 2006, 2008, 

2016; McNeill, Parker, Nadeau, Pelayo, & Cook, 2012). Just as in the direct care 

clinical practicum, HFS scenario modules may engender emotional reactions as 

well as intellectual experiences for students, and nurse educators must be 

prepared to provide support for all types of student responses they may 

encounter. Undertaking the incorporation and maintenance of HFS effectively 

into curricula requires not only faculty time and effort, but a great deal of 

commitment to its expansion into a comprehensive, nursing-specific strategy 

(Brewer, 2011; Curtin & Dupuis, 2007; Seropian etal., 2003).

Making the transition from a traditional teacher-centered, didactically- 

oriented nursing education model can present challenges to the confidence of 

nurse educators at every level of experience. Resistance to change (Howard et 

al., 2011), technological intimidation (Starkweather & Kardong-Edgren, 2008), 

and time constraints (Adamson, 2010; Nehring & Lashley, 2004) have been cited 

as obstacles to faculty acceptance and utilization of HFS. Acknowledging these 

obstacles, leaders in simulation nursing education have developed resources 

and conducted research with the express purpose of supporting nurse educators 

who strive to integrate HFS effectively into nursing curricula.

In 2002, the International Nursing Association for Clinical Simulation and 

Learning (INACSL) was formed to provide research-based, supportive 

guidelines, teaching strategies, and networking resources for nursing faculty 

involved in developing HFS curricula in their institutions (INACSL, 2015a). 

According to the Association, “The mission for the International Nursing
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Association for Clinical Simulation and Learning is to promote research and

disseminate evidence based practice standards for clinical simulation

methodologies and learning environments” (INACSL, 2015b, para. 2). Growing

from a founding group of 41 in 2002 to over 1200 members in 2015, INACSL

offers support for nursing faculty members through resources such as

conferences, online simulation blogs, web-based faculty learning modules, and

publication of salient simulation research in INACSL’s peer-reviewed journal,

Clinical Simulation in Nursing (INACSL, 2015a). However, these resources are

only available in their entirety to individuals who remit annual membership dues,

which may limit access for many nurse educators.

Further reinforcement for nurse educators in their use of HFS arose from

the findings of a three year, national multi-site research project sponsored by the

National League for Nursing and the Laerdal Corporation. Beginning in 2003, the

purposes of this multi-phasic study was fourfold:

1) To develop and test models that nursing faculty can implement when 
using simulation to promote student learning; 2) To develop a cadre of 
nursing faculty who can use simulation in innovative ways to enhance 
student learning; 3) To contribute to the refinement of the body of 
knowledge related to the use of simulation in nursing education, and; 4)
To demonstrate the value of collaboration between the corporate and not- 
for-profit worlds. (Jeffries & Rizzolo, 2006, para.1)

Although this early study of HFS focused predominately on developing reliable

and valid instruments to assess student outcomes when taught with different

modes of simulation, it is worth noting ail faculty participants in this study

received specific training in designing, implementing, and evaluating HFS

scenario-based teaching. This suggests that adequate faculty preparation in the
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achieving desirable student learning goals (Jeffries & Rizzolo, 2006). Another 

important result of this project was the creation of the Nursing Education 

Simulation Framework (NESF), which has been recently revised as the NLN 

Jeffries Simulation Theory (NJST) (Jeffries, 2016; Jeffries & Rizzolo, 2006). The 

NESF/NJST has conceptualized the components and attendant factors involved 

in achieving desirable simulation learning outcomes (Jeffries, 2016; Jeffries & 

Rizzolo, 2006; Jeffries, Rodgers, & Adamson, 2016). The NJST, as the Nursing 

Education Simulation Framework, has served as a conceptual framework for 

several studies of HFS to theoretically illustrate the variables which influence 

student outcomes when using this teaching strategy (Davis, 2012; Jeffries,

2007).

In initially presenting the NESF in detail, Jeffries (2005) observed, “The 

process of teaching and learning using simulations in nursing is complex, multi

faceted, and challenging” (p. 102). She posed three important questions that 

teachers attempting to use innovations such as simulation must ask when 

approaching the design and implementation of high fidelity simulation into 

curricula. The first is to examine which teaching and learning practices with 

simulation contribute to positive outcomes. The second question is to assess 

what the role of the teacher is during the simulation teaching session. How the 

simulation design contributes to the overall teaching and learning experience 

constitutes the third question nurse educators must consider when utilizing high 

fidelity simulation (Jeffries, 2005, 2012). She suggested utilizing the NESF as a
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guideline would help nurse educators answer these questions as they designed, 

implemented, and evaluated HFS in nursing curricula (Jeffries, 2005, 2012). 

Further, Jeffries continued to recognize the importance of comprehensive 

educator preparation to the success of HFS, and created a program aimed at the 

continuing education of faculty facilitators (Jeffries, 2008). The program is 

characterized by the mnemonic “S.T.E.P.” which stands for Simulation Takes 

Educator Preparation (Jeffries, 2008). In presenting her revision of the NESF as 

the NLN Jeffries Simulation Theory, Jeffries (2015) acknowledged the original 

premises of the NESF, adding that the NJUST was refined, “along with the 

perspectives of nurses immersed in simulation activities, to create a work that 

can be an effective guide to implementation as well as future research” (p. 4-9). 

She recognized the need to continue to explore the roles and practices required 

to effectively implement simulation within nursing curriculum.

Other researchers have acknowledged the need for faculty development 

when adopting high fidelity simulation in nursing curriculum. To this end, ongoing 

support for nursing faculty using HFS has been augmented by the compilation 

and publication of the INACSL Standards of Best Practice: Simulation which 

offers detailed guidelines and strategies on each variable of the NLN Jeffries 

Simulation Theory and the simulation learning process (INACSL, 2013). Further, 

Taplay and colleagues (2014) proposed a seven-phase organizational process to 

more efficiently assist nursing faculty in adopting and incorporating simulation 

into undergraduate nursing curricula. Their theory explicates factors necessary 

to integrate simulation into curricula, and stratifies expectations for desirable
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program outcomes based upon the level of uptake and strategies the nursing 

faculty exhibits in the adoption of simulation (Taplay, Jack, Baxter, Eva, & Martin, 

2014). However, these research resources have not explored the influence of 

individual characteristics of teachers, particularly how confidence is developed, 

as a component of faculty preparation for the effective use of HFS as a teaching 

strategy.

I chose high fidelity simulation as the innovation for my study because it is 

not only widely used at present, but is predicted to increase in use in future 

nursing education curricula (Davis & Kimble, 2011; Davis, 2012; Hayden, 2010). 

Additionally, the literature substantiates the efficacy of high fidelity simulation in 

teaching nursing competencies (Hayden et al., 2014). This established potential 

of HFS to benefit student learning outcomes makes understanding nurse 

educators’ perceptions of their personal confidence when adopting this strategy 

especially important. The success of a teaching strategy is based not only upon 

educators’ knowledge of subject matter, but the manner in which topics are 

approached, and the confidence instructors feel integrating the strategy into their 

personal teaching style. Examination of this phenomenon is necessary and must 

extend beyond practical or logistical external influences confronted by faculty 

using HFS.

Research is necessary to gain insights about the internal factors which 

contribute to building and augmenting faculty confidence when adopting HFS for 

teaching not only clinical nursing skills, but also conveying the importance of the 

caring and comforting which are integral to the profession of nursing. Three
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high fidelity simulation as a teaching tool. Faculty confidence emerged as the 

greatest predictive factor for faculty satisfaction in student outcomes using high 

fidelity simulation (Davis, 2012), as a major attribute in faculty abilities to facilitate 

simulation sessions (Harder, 2011), and effectively use the equipment (Taplay et 

al., 2014). Although these findings have demonstrated the importance of faculty 

confidence in the use of high fidelity simulation, it also points out a notable 

paucity of nursing research on this phenomenon as well. Further, there has been 

no study on the experiences, attitudes, and perceptions of nursing faculty on the 

use of high fidelity simulation as a method of teaching not only the science, but 

the art of nursing.

Purpose of the Study 

The purpose of this descriptive phenomenological study was to explore 

nurse faculty perceptions of confidence when adopting high fidelity simulation in 

undergraduate nursing education. Focus was upon the experiences that have 

influenced faculty confidence levels in adopting high fidelity simulation to teach 

both the science and art of nursing.

Research Question 

The research question for this study was: What are the perceptions and 

experiences of undergraduate nursing faculty concerning their confidence when 

adopting high fidelity simulation for teaching both the science and the art of 

professional nursing?
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Conceptual Framework 

The conceptual framework for this study was comprised of the NLN 

Jeffries simulation theory (Jeffries, 2016) and the diffusion of innovations theory 

(Rogers, 2003). The NLN Jeffries simulation theory (2016) was used to orient 

the conceptual role of the teacher in the simulation teaching and learning 

process. The diffusion of innovations theory was utilized to explore the 

development of individual faculty confidence in the adoption of high fidelity 

simulation within the context of a definitive process (Rogers, 2003). Each are 

described and discussed for their salience to this study.

Nursing Education Simulation Framework Transition to Theory

The nursing education simulation framework (NESF) was originally 

evaluated for this study and was found to be congruent with the purpose of 

illustrating the role of the nurse educator using HFS. Jeffries (2005, 2007), in 

partnership with the National League for Nursing (NLN), developed and tested 

the NESF as a conceptual basis for explicating the relevant variables in 

simulation learning and their relationships. The NESF was based upon 

constructivist learning theory, which purports that new knowledge arises from the 

relationships between an individual’s existing cognitive skills, experiential pattern 

recognition, and sociocultural dialogues (Jeffries, 2005, 2007). High fidelity 

simulation is relevant to the acquisition of knowledge through these perspectives. 

There were four interdependent conceptual components of the NESF: teacher 

factors, student factors, educational practices, and simulation design
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characteristics, which articulate with the fifth dependent variable, student 

outcomes.

However, in 2016, based upon ongoing simulation nursing research 

findings, Jeffries refined the parameters of the NESF, and again in conjunction 

with the NLN, revised and enhanced the NESF as the NLN Jeffries simulation 

theory (Jeffries, 2016). While leaving the conceptual basis of the framework 

intact, Jeffries realigned the algorithmic flow of the simulation experience and 

renamed several terms to more accurately reflect current simulation research 

findings. Consequently, a complete evaluation of the revised NESF, now known 

as the NLN Jeffries simulation theory (NJST), was conducted and was found to 

provide the most comprehensive conceptual basis for the purpose of this 

research study. Subsequently, the NJST was substituted as the first element of 

the conceptual framework for my study.

The NLN Jeffries Simulation Theory

As previously stated, the NLN Jeffries simulation theory (NJST) was 

assessed and found to be more congruent with the purpose of illustrating the role 

of the nurse educator using HFS. Like the NESF, the NJST is grounded in 

constructivist learning theory, which asserts that new knowledge evolves from 

interactions between an individual’s cognitive skills, experiential pattern 

recognition, and sociocultural dialogues (Jeffries, 2005, 2007, 2012, 2016). The 

NJST is comprised of three interdependent conceptual components: background,
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design, and the simulation experience, which articulate with the fourth dependent 

variable, outcomes (Jeffries, 2016; Jeffries, Rodgers, & Adamson, 2016).

Background. This concept includes the theoretical basis for the simulation 

within the bounds of the nursing program curriculum, the stated goals and 

objectives of the simulation experience, and guidelines for preparation and 

implementation of the simulation scenarios. The concept of background also 

involves consideration of time, equipment, and other necessary resources 

required to effectively integrate simulation as a learning strategy throughout 

curriculum (Jeffries, 2016).

Design. The goal of this component is to define the structural parts of an 

effective simulation scenario. Five design features have been identified: clear 

objectives, fidelity level (amount of realism), the complexity of problem solving 

involved, how much student support will be provided during the scenario, and the 

focus of reflective thinking in the debriefing phase. The level of inclusion of each 

of these features is determined by the desired outcomes of the simulation activity 

(Jeffries, 2016).

Simulation experience and environment. The simulation experience is 

composed of character of the simulation itself, and the two-way, dynamic 

interaction of the participant with the facilitator and their educational strategies. 

This area characterizes the simulation experience as a collaborative, interactive, 

and experiential process between participant and facilitator conducted within a 

trusting environment. The quality of the simulation experience is established by
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suspend disbelief, engage, and accept the authenticity of the simulation scenario 

(Jeffries, 2016).

Participant. The role of the participant in the NJST is that of an 

independent, prepared, and motivated self-learner. Individual demographics, 

personality characteristics, and program level are considered elements of this 

component. Participants are the active variable in the framework, performing in 

the scenarios as nurses, family members, members of the intraprofessional 

healthcare team (physician, unlicensed personnel, social worker, etc.), or 

observers. Although participants must be apprised of the guidelines and learning 

objectives of the simulation, their responsibilities to the simulation experience are 

related to being active learners, making decisions based on their own knowledge 

and skillsets (Jeffries, 2016).

Facilitator and educational strategies. The role of facilitator through the 

dynamic interaction with participants is mediated by the abilities of the facilitator, 

in the form of their individual attributes and expertise in educational strategies, to 

make adjustments during the simulation experience which best meet the 

emergent needs of participants to achieve stated learning objectives. Individual 

attributes include skill, educational techniques, and level of preparation for the 

simulation experience (Jeffries, 2016).

Outcomes. This concept is divided into three areas: participant, patient, 

and system outcomes. Participant outcomes relate to both the personal 

reactions to simulation in terms of increased competence, self-confidence, and 

satisfaction with the simulation scenarios; as well as the level of learning which
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has taken place, determined by measurable changes in knowledge, skills, and 

attitudes. Patient and system outcomes refers to the positive consequences 

experienced by the future patients within healthcare systems of those nurses 

who have been educated using simulation in the curriculum (Jeffries, 2016).

The conceptual basis of the NJST, under its former designation as the 

NESF, has been utilized as a theoretical anchor for many nursing research 

studies (Jeffries, 2012; LaFond & Vincent, 2012). Most recently it has been used 

as a framework to analyze pertinent teacher demographics, faculty perspectives, 

and other relevant factors which influence teaching with HFS (Davis, 2012; 

Panunto, 2009). For my study, I deemed the NJST was an appropriate 

conceptual framework for theorizing the role of nurse educators using HFS as 

they interact with nursing students in the simulation experience, and how the 

development of confidence in using simulation impacted their educational 

strategies in the achievement of student learning outcomes.

Diffusion of Innovations Theory

The second element of my study’s conceptual framework is the diffusion 

of innovations theory (Dol). The Dol is a social theory which operationalizes the 

process of how individuals accept, adopt, and adapt to innovational change 

(Rogers, 2003). Developed by Rogers in 1962, the Dol was used to explain the 

process corn farmers moved through while adopting the use of an agricultural 

innovation (Rogers, 2003). The theory has been updated consistently since that 

time, with the latest version published in 2003. The Dol theory has been widely
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sociology, and medicine (Rogers, 2003). The Dol process has been used 

frequently in nursing education research, most recently to study the development 

of virtual communities for nursing education (Giddens & Walsh, 2009), the 

integration of genomics into nursing practice (Calzone et al., 2012), and to 

effectively create and embed simulation into nursing curricula (McNeill et al., 

2012; Oppenwahl, Lamanna, & Glenn, 2006; Starkweather & Kardong-Edgren,

2008).

There are four main elements in the Dol theory. It is a linear process by 

which (1) an innovation is (2) communicated through certain channels over (3) 

time among members of a (4) social system (Rogers, 2003). The first element, 

innovation, can be an idea, a practice, or an object that is perceived as new by 

an individual or community. It need not be new, per se, merely new to the 

individual or group involved. Characteristics of innovations are their relative 

advantage, compatibility with existing values and needs, complexity to 

understand and use, trialiabilty for experimentation, and the observability of 

results of the innovation (Rogers, 2003). Communication channels, the second 

element of the theory, are the method by which participants in the innovation 

create and share information. Interpersonal channels of communication are 

considered the most effective in diffusion of an innovation. Time, the third 

element of Dol theory, is the dimension which measures the innovation-decision 

process, from the first knowledge of the innovation to the individual’s confirmed 

adoption of that innovation. The final element of Dol theory is the social system.
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Social systems may be large or small; members may be individuals, groups, or 

organizations, engaged in accomplishing a common goal. The social system 

represents the limits the innovation will diffuse through from the beginning to the 

end of the process (Rogers, 2003).

The innovation-decision process is the actual progression of how an 

innovation is adopted, rejected, or reinvented by individuals within social systems 

(Rogers, 2003). It begins at the point of first knowledge of an innovation and 

ends with confirmation and adoption, rejection, or reinvention of the innovation 

over a measured time span. Time continuum, as an element of the process, is 

fluid; an innovation may diffuse very quickly or very slowly. The process contains 

five stages: (1) Knowledge, when the individual first introduced to the function of 

the innovation; (2) Persuasion, in which the individual forms a positive or 

negative opinion of the innovation; (3) Decision, when the individual engages in 

making choices to adopt or reject the innovation; (4) Implementation, when the 

innovation is put into use; and (5) Confirmation, when the individual makes a 

decision about the innovation and seeks reinforcement from the social system 

(Rogers, 2003).

There are three potential outcomes of the innovation-decision process 

(Rogers, 2003). They are adoption, rejection, or reinvention. Adoption is when 

the innovation is accepted and implemented fully in its original form. Rejection is 

the decision not to accept the innovation at all. Reinvention is a variant of 

adoption, however, it describes the degree to which an innovation is changed or 

modified by an individual in the process of adoption and implementation through
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their social system (Rogers, 2003). It has been shown that innovations diffuse 

more rapidly and are likely to be sustained changes when they can be 

reinvented. The three possible outcomes of the innovation-decision process 

become clear in the Decision stage, when it is most likely an innovation will be 

either adopted or rejected. In the later stages, usually in Implementation, early 

adoption may continue, which still may lead to late rejection, or the innovation 

may be subject to reinvention.

While the general aim of innovation is to create desirable social change, 

the consequences of innovation adoption in the Dol theory are considered to be 

dichotomous. Consequences may be classified as desirable/undesirable, 

direct/indirect, or anticipated/unanticipated (Rogers, 2003). The innovation- 

decision process functions to clearly determine, usually in the initial three stages 

of Knowledge, Persuasion, or Decision, the direction the consequences may take 

(Rogers, 2003).

For the purposes of this study, the Dol theory was used to explicate the 

process nurse educators experience in developing confidence in the use and 

adaptation of HFS within undergraduate nursing education. For my study, the 

elements of the Dol theory were adapted as follows: The innovation was HFS as 

it is used to teaching the science and art of nursing; time was the stage of the 

innovation-decision process in which the participants perceived themselves, and 

existed as a continuum; the communication channel was the interpersonal 

knowledge transfer which the nurse educator has been exposed to in terms of 

HFS; and the social system was the realm of nursing education where each
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nurse educator was an active member. I believe the Dol theory was integral to 

contextualizing the participant’s development of confidence in the adoption and 

adaptation of HFS as a method to effectively teach both the art and science of 

nursing.

Significance of the Study 

This study was significant because it added to the qualitative knowledge 

about the perceptions of confidence nurse educators have experienced when 

utilizing HFS to teach both the art and science of nursing. It examined, from an 

emic viewpoint, perceptions and experiences of the facilitators and barriers to 

innovation which nurse educators have encountered using high fidelity simulation 

within nursing curricula. Further, the findings illuminated insights and thoughts 

on the potential HFS holds for nursing education in the future.

As previously discussed, there has been a call for significant and radical 

transformation in nursing education in order to attain higher quality and safety in 

patient care through a more well-prepared and professional nursing workforce 

(Benner et al., 2010; Disch, Barnsteiner, & McGuinn, 2013; IOM, 2010). This call 

has given rise to innovations in curricula that translate more aptly with the needs 

of the current generation of nursing students and the healthcare environment in 

which they will begin their careers (Benner et al., 2010; Gore et al., 2012). Nurse 

educators have the challenge of blending these useful innovations to teach skill 

competencies while still guiding students toward nursing's trusted role as patient 

care advocate. However, this transformative summons has been hampered by
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several logistical obstacles including: a nursing faculty shortage that has mirrored 

the ongoing shortage of practicing nurses, declines in clinical practicum settings, 

and the safety issues posed by direct student-patient care on high-acuity, 

hospitalized patients (Kardong-Edgren et al., 2012; NLN, 2009; Weaver, 2011).

High fidelity simulation has emerged as one educational innovation which 

can meet both the call for changes in professional education and the preparatory 

needs of future nurses (Hayden, 2010; Kardong-Edgren et al., 2012). Further, 

the use of HFS has been advocated by nursing leadership in both practice and 

education as an important pedagogy in the development of patient care expertise 

and formation of professional identity (Benner et al., 2010; Gore et al., 2012; 

Hayden, 2010; Jeffries, 2007, 2016; NLN, 2003). The decision to incorporate 

learning experiences with HFS in clinical curricula has been based upon 

evidence in seminal research enumerating the multiple advantages simulation 

offers. Research strongly supports that HFS provides a safe, comfortable 

environment for practicing new nursing skills; scenarios can be repeated to 

achieve skill competence, and simulation scenarios can be created that not only 

demonstrate common areas of nursing care, but also circumstances that new 

nurses are not likely to see early in their practice (Alinier et al., 2006; Bambini et 

al., 2009; Blum et al., 2010; Schlairet & Pollock, 2010; Smith & Roehrs, 2009; 

Wotton, Davis, Button, & Kelton, 2010). In addition, it has been suggested that 

HFS facilitates the expansion of psychomotor skills, clinical reasoning, teamwork, 

delegation, and professional communication; these are essential ingredients in 

developing clinical judgment, which is pivotal to high quality, safe patient care
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(Benner et al., 2010; Lasater, 2006, 2007; Seropian et al., 2004). This type of 

learning may also translate to improved levels of individual competence, 

confidence, and perceptions of satisfaction with nursing concepts, which 

articulate into greater longevity in future nursing practice (Bambini et al., 2009; 

Blumetal., 2010).

High fidelity simulation has been utilized as a viable alternative to clinical 

practicum hours in various healthcare settings. This advantage to HFS is 

particularly pertinent in regions where clinical sites for undergraduate practica are 

scarce or highly competitive between nursing programs (Glasgow et al., 2010; 

Hayden, 2010). With 85% of nursing programs in the United States reporting 

some level of use of HFS, it is suggested that nursing education has made a 

substantial commitment to this strategy (Kardong-Edgren et al., 2012). Yet with 

all of the documented advantages to the use of HFS, there remain many 

unanswered issues, and a significant number of these concerns can be related to 

the confidence level faculty possesses in their ability to use HFS to its full 

advantage.

Eleven years ago, Jeffries (2005) initially presented the Nursing Education 

Simulation Framework, in part to address the role of the teacher in designing and 

implementing HFS in nursing program curricula. She stated, “Teachers may 

require assistance with simulation design, use of technology, and setting up the 

equipment for the activity, but they must be prepared and feel comfortable with 

the simulations they are using” (p. 98). In 2016, Jeffries, in partnership with the 

NLN, refined her framework into the NLN/Jeffries Simulation Theory and created
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a theory of simulation for nursing education. The role of the teacher as facilitator 

remained an integral role which requires skill, preparation, educational 

techniques, and the confidence in the knowledge of the simulation process in 

order to meet desired student outcomes (Jeffries, 2016). However, how the 

facilitator achieves this confidence with high fidelity simulation still had yet to be 

specifically identified.

Additionally, nurse educators need to be confident in their use of HFS as a 

strategy not only to teach science-driven nursing content, but also the caring 

actions required for initiating and sustaining trusting nurse-patient relationships. 

They must be certain of their ability to intentionally include the esthetic aspect of 

nursing in scenarios. Further, nursing faculty must be confident that the scenario 

role-play, the “game” of HFS, does not undermine the serious nature of 

professional nursing.

While research supporting the effective integration of HFS in nursing 

education has increased steadily over the past 15 years, the perceptions of 

faculty confidence in adopting HFS have not been studied, although educators 

are solely charged with the design and implementation of such innovations into 

curriculum (Hayden, 2010; Kardong-Edgren et al., 2012; NLN, 2009). As 

previously stated, the extant research has focused more broadly on the 

usefulness of HFS from the students’ perspective, as a tool for enhancing critical 

thinking skills, initiating clinical competence, diminishing fears, boosting self- 

confidence, and bolstering learning satisfaction. Although research has indicated 

confidence using HFS is the greatest predictive factor for faculty satisfaction in
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achieving student outcomes (Davis, 2012), there existed a significant gap in the 

literature about the confidence levels of nursing faculty in utilizing HFS to teach 

both the art and science of nursing.

High fidelity simulation is only as effective in achieving student outcomes 

as the design, implementation, and evaluation of the curriculum in which it is 

integrated (Jeffries, 2005, 2008). Further, this also requires faculty who are not 

only committed to HFS, but also have the confidence to implement it effectively 

(Jones, Reese, & Shelton, 2014). This requires the requisite institutional funding, 

time, and most importantly, formalized training in how to create and implement 

scenarios which can achieve desired student outcomes (Jones & Hegge, 2008).

It has been suggested the level of faculty preparedness is critical to the success 

of HFS learning outcomes (Jeffries, 2005, 2007, 2008, 2016; Jeffries & Rizzolo, 

2006; Taplay et al., 2014). Knowing the best practices for teaching with HFS is 

essential, but possessing the confidence to fully utilize those best practices is the 

key to unlocking the full potential of HFS as a teaching and learning strategy.

This study explored the facilitators, barriers, successes, and failures which have 

been encountered by nursing faculty as they built their confidence adopting HFS 

as a specific nursing education strategy. The proliferation of HFS in nursing 

education made examining this phenomenon a significant research goal.

Assumptions and Biases 

I identified several personal assumptions and biases which might have 

affected this proposed study. The first was that I believed nursing education and
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preparation for prelicensure students in order to be successful on the national 

licensure examinations. More importantly, these new nurses must be capable of 

providing safe, competent, evidence-based care to patients within the accepted 

scope of licensed, professional nursing practice. Further, I accepted that HFS 

has been demonstrated as a valuable nursing education strategy, which benefits 

the preparation of undergraduate nursing students for the rigors of current 

nursing practice. I assumed that nurse educators are important facilitators and 

essential to providing students with optimal learning while utilizing HFS. High 

fidelity simulation is a teaching strategy which continues to evolve in nursing 

education, and requires nurse educators to evolve in their practices as well.

I also held that the success of a teaching strategy was not solely 

dependent upon the educator’s subject matter knowledge, but also on the 

confidence instructors have about integrating the strategy into their personal 

teaching style. Nurse educators must have the confidence that by using HFS 

they are not only teaching science-driven nursing content, but also the caring 

required for initiating and sustaining trusting nurse-patient relationships. I also 

thought nurse educators must know and utilize the best practices for teaching 

with HFS in order to achieve the full potential of HFS as a teaching and learning 

strategy. I believed evidence suggesting that receiving uneven or inadequate 

formalized training in the theory and use of HFS might hamper the receptivity of 

nurse educators integrating HFS fully into curricula. This resulted in a range of 

confidence levels among nurse educators as they adopted HFS into their
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teaching style. Levels of faculty confidence were associated with, but not limited 

to, their age, years of working in a clinical practice or nursing education, and 

frequency of their exposure to new innovations.

Further, I thought HFS, as a teaching-learning strategy, enabled educators 

to teach both the art and science of nursing. I have experienced teaching clinical 

practicum, as well as HFS development and implementation, and I believed in 

the benefits of HFS within the context of these assumptions and biases.

However, despite acknowledging these assumptions and biases, I maintained 

the required openness of mind when collecting, analyzing, and reporting the 

qualitative data, regardless of what the findings purported.

Definition of Terms 

The definitions of terms, for the purposes of this study, are primarily 

derived from peer-reviewed nursing research and professional text sources.

They are as follows:

Adoption. The decision in the innovation-decision process in which the 

individual makes the conscious choice to make full use of the innovation as the 

best course of action available (Rogers, 2003). For this study, this represented 

the decision to adopt HFS to teach the art and science of nursing.

Communication channel. The method by which participants in the 

innovation create and share information (Rogers, 2003).

Confidence. A consciousness or feeling of power, reliance, and certainty 

of a situation or circumstance (Merriam-Webster, 2012).
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Faculty. For the purpose of this study, the term “faculty” referred to 

undergraduate level nurse educators teaching in associate degree and 

baccalaureate degree programs in nursing.

High Fidelity Simulation. A widely implemented nursing education 

teaching strategy used to achieve specific nursing program objectives by 

demonstrating procedures, practice decision making algorithms, and initiate 

critical thinking skills within the approved curricula (INACSL, 2013; Jeffries,

2012). This is accomplished through the use of electronic, physiologically 

responsive human manikins, in programmed role-play driven scenario formats 

that facilitate a high level of interactivity and realism for the learner (INACSL, 

2013; Jeffries, 2012).

Innovation. An idea, practice, or object that is perceived as new by an 

individual or group (Rogers, 2003). For the purposes of this study, the innovation 

was HFS as it is used to teach the art and science of nursing.

Nursing art. Nursing knowledge which focuses on caring, the ability to 

grasp inherent meanings in patient encounters, to skillfully choose and perform 

nursing activities, and to conduct nursing practice ethically (Meleis, 2012).

Nursing education. Student-centered, interactive, and innovative nursing 

programs and curricula designed to promote leadership in students, develop 

students' thinking skills, reflect new models of learning and practice, effectively 

integrate technology, promote a lifelong career commitment in students, include 

intra- and interdisciplinary learning experiences, and prepare students for the 

roles they will assume as registered nurses (NLN, 2006).
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Nursing science. Nursing knowledge which focuses on human responses, 

in both wellness and illness, which address the biologic, behavioral, social, and 

cultural domains of established empiric knowledge (McEwen & Wills, 2007).

Reinvention. The degree to which an innovation is changed or modified 

by the user as it is diffused through the individuals within their social system 

(Rogers, 2003).

Social system. The size of the system is not a factor of its function, it may 

be large, or small; the members may be individuals, groups, or organizations. 

However, all are engaged in accomplishing a common goal (Rogers, 2003).

Time continuum. The dimension which measures the innovation-decision 

process, from the first knowledge of the innovation to the individual’s confirmed 

adoption of that innovation (Rogers, 2003).

Summary

High fidelity simulation has been proposed as an important teaching 

innovation to answer the call for radical transformation in nursing education. 

However, HFS is only as effective as the nursing faculty who design and 

implement it in the curriculum, and evaluate the resulting student outcomes. This 

requires nurse educators who have the individual confidence in HFS to teach 

both the tangible, science-driven content necessary to nursing, as well as the 

intangible, caring intuitiveness that I consider the hallmark of excellent nursing. 

There was a paucity of nursing research that explicated faculty perceptions and 

experiences of confidence when using HFS to achieve this blend, and this
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phenomenon was the focus of this study. This chapter explained the significance 

of this study, defined study terms, and discussed pertinent researcher 

assumptions and biases.



CHAPTER 2 

REVIEW OF RELATED LITERATURE 

In this chapter, a review and discussion of the extant research pertinent to 

the phenomenon of interest will be presented. The qualitative exploration of 

perceptions and experiences of confidence in nursing faculty when adopting high 

fidelity simulation (HFS) was the focus of my study. The current and historical 

context in which HFS emerged as a teaching strategy for nursing education will 

be discussed, including a brief explanation of HFS methodology. The literature 

was examined to identify the current research findings about the impacts on 

nursing faculty when they use simulation in their nursing curricula. Gaps in the 

literature are explicated, as well as the inference derived from the literature which 

supported the rationale for proceeding with my study.

Context of the Study

Nursing is a complex profession. In her seminal research, Carper (1978)

described the knowledge nurses need to address the complexities of providing

nursing care when she stated:

Nursing depends on the scientific knowledge of human behavior in health 
and illness, the esthetic perception of significant human experiences, and 
a personal understanding of the unique individuality of the self and the 
capacity to make choices within concrete situations involving particular 
moral judgments, (p. 22)

39
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Nurses are described as advocates for patients and their families, and as the last 

line of defense between patients and the current healthcare delivery system 

(Benner et al., 2010). Achieving the expertise to accomplish these roles can be 

daunting to experienced nurses, and can be overwhelming to new nurses in 

practice.

Novice nurses in the 21st century face a plethora of challenges in a volatile 

environment as they enter their first positions as registered nurses: changing 

patient demographics and acuity levels; limitations in access to healthcare; ever- 

expanding use of technology (IOM, 2010; NLN, 2008); and ongoing shortages of 

nurses and financial resources (AACN, 2014a). Further, these rapid changes in 

healthcare delivery require greater focus on quality care and patient safety 

through the use of evidence and research-based methods in all areas of nursing 

practice (Quality and Safety Education for Nurses [QSEN], n.d.). Clearly, it is 

imperative for graduating nurses to be educationally prepared for the rigors of 

practice. However, studies have indicated many newly licensed nurses do not 

possess the skills or clinical judgment abilities to practice in a safe manner 

(Benner et al., 2010; Berkow et al., 2008; Theisen & Sandau, 2013). Therefore, 

nursing education must provide the level of preparation necessary for new 

nurses to practice safely and within their scope of practice, and to have 

confidence in their abilities and skills.

Nurse educators are faced with the challenge of providing educational 

preparation which aptly mirrors the realities of the nursing practice setting



(Benner et al., 2010: IOM, 2010; NLN, 2005, 2006, 2008), in spite of an 

academic environment experiencing myriad ongoing issues. The most serious of 

these issues are the national shortage of nursing faculty (AACN, 2014b), 

increasing requirements for content in curriculum, increased competition for 

clinical site placements among nursing programs, and wrestling with facility 

policy restrictions in the available clinical placements which result in inconsistent, 

disjointed patient care experiences for nursing students (Benner et al., 2010). 

Innovations, in the form of creative teaching strategies, relevant didactic and 

clinical curricula, and the increased use of educational technologies have been 

identified as important elements to overcome these current issues in nursing 

education and foster a well-prepared generation of new nurses (Benner et al., 

2010; NLN, 2015).

Over twenty years ago HFS emerged as a significant teaching innovation 

in nursing education, and it continues as an effective strategy for providing 

consistent, high-quality clinical preparation for prelicensure nursing students 

(Alinier, Hunt, Gordon, & Harwood, 2006; Bambini et al., 2009; Bland, Topping, & 

Wood, 2011; Dillard etal., 2009; Guhde, 2010; Harder, 2009). Although the 

development and implementation of HFS laboratories require a high level of 

commitment from institutional administration and nursing faculty (Jones, Reese,

& Shelton, 2014), teaching with HFS continues to increase in nursing education 

curricula, with 85% of nursing programs reporting some level of high fidelity 

simulation use as a substitute for a portion of clinical practicum hours (Hayden et
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al., 2014). However, it has been suggested that high fidelity simulation as a 

teaching strategy is only as effective as the nurse educators who design, 

implement, and evaluate the simulation scenarios (Jeffries, 2005, 2006, 2008, 

2016; Harder, 2009; McNeill et al., 2012); and that faculty training is critical to 

achieving satisfactory student learning outcomes (Jeffries, 2005, 2006, 2008,

2012). Although confidence has been reported as an important factor in how 

effectively faculty approach and use HFS (Davis, 2012), how individual nurse 

educators have perceived and experienced building the confidence to use HFS 

effectively as a teaching strategy have not been studied. This appeared to be a 

notable gap in the research on HFS as a prevalent, innovative teaching strategy 

in nursing education, and was the phenomenon that this study aimed to address. 

Historical Context of the Study

Simulation-type methods are not new to professional education. They 

have been used as effective methods for the instruction and practice of 

developing skills in many professions where individual proficiency relates directly 

to the safety of the population being served. Aviation and medicine have long 

histories of simulation use (Alinier et al., 2006; Harder, 2009; Wilford & Doyle, 

2006). Further, nursing education is no stranger to the efficacy of simulation to 

prepare new nurses, from the utilization of oranges for rehearsing injection 

procedures to practicing patient assessment through role play (Davis, 2012; 

Harder, 2009; Jeffries, 2012). However, while these rudimentary simulations 

have been employed in nursing education for decades, the past 20 years have
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seen a vast increase in the use of high fidelity simulation as a strategy for 

providing safe clinical practice experiences (Davis, 2012; Hovancsek et al, 2009; 

Jeffries, 2016; Sanford, 2010).

High fidelity simulation (HFS) is an innovation that has been embraced in 

the effort to transform nursing education, and was the focal teaching innovation 

in this study. As previously stated, it is widely used, with 85% of nursing 

programs in the United States reporting some level of high fidelity simulation use 

in their curricula (Hayden, 2010). The Institute of Medicine, National League for 

Nursing, and the Carnegie Foundation, in published studies and position papers 

called for greater innovation in nursing curriculum, and all have specifically 

mentioned high fidelity simulation as a powerful educational tool in preparing 

nursing students for practice (Benner et al., 2010; IOM, 2010; NLN, 2009).

High fidelity simulation provides both low risk patient care clinical 

experiences, and an effective substitute for direct care clinical placement hours 

(Hayden et al., 2014). In their large national study, Hayden and her colleagues 

(2014) substantiated that HFS can be effectively substituted for up to 50% of 

required clinical practicum hours. In that study, the clinical learning documented 

between student subjects in traditional clinical settings and those in the HFS 

laboratory settings were not statistically different (Hayden et al., 2014). Although 

these findings are important in further validating HFS as a viable teaching 

strategy for clinical nursing education, they are especially significant for nursing 

programs located in geographic areas where clinical placements are scarce
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(Hayden et al., 2014), or when there are limitations imposed by the clinical 

agencies on the level of patient care students can provide (Ironside & McNelis, 

2010),

The potential uses of HFS to teach and reinforce nursing education 

curricula are derived from three sources: through the relationships described in 

the Nursing education simulation framework/NLN Jeffries simulation theory 

(NESF/NJST), the physical simulation setting, and the simulation learning 

process supported by published standards of best practice. The creation of the 

NESF/NJST by Jeffries (2005, 2016) provided a conceptual model of the roles of 

teacher, student, and scenario as they relate to student learning outcomes. The 

equipment and setting of simulations contribute to the realism which stimulates 

and reinforces positive learning experiences, and the simulation process of 

prebriefing, participation, debriefing and evaluation gives structure to each 

scenario in the achievement of overall course objectives.

The Nursing Education simulation framework/NLN Jeffries simulation 

theory was created in response to “the need for a consistent and empirically 

supported model to guide the design and implementation of simulations and to 

assess outcomes" (Jeffries, 2005, p. 97). The framework can be used to design, 

implement, and evaluate simulation scenarios as an organized and uniform 

teaching strategy. The NESF has been used as a framework to guide many 

research studies of student learning gains when simulation is used as a learning 

modality (Davis, 2012; Horsley, 2012; Kardong-Edgren, Starkweather, & Ward,
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2008; Schlairet, 2011; Zulkosky, 2012); and the NJST will similarly guide future 

nursing education research with simulation.

The settings for most HFS takes place in a designated learning 

environment on campus, most commonly designed to reproduce the hospital 

setting (Medley & Horne, 2005). In the campus simulation laboratories (CSL), 

the simulation manikins are arranged in beds or chairs, depending on the 

scenario situation and the desired learning objectives (Rothgeb, 2008; Wagner, 

Bear, & Sander, 2009). Because of the time and financial resources required to 

initiate and maintain CSL, they may be used by a consortium of one or more 

schools of nursing, or shared with instructors and students from other 

professional healthcare programs (Bentley & Seaback, 2011; Halstead et al., 

2011; Metcalfe, Hall, & Carpenter, 2007). The high fidelity manikins used in 

these CSL mimic human physiologic conditions, and many models can be 

programmed to breathe, blink, perspire, speak, and have discernible heartbeats 

and pulses (Laerdal, 2015). This allows the instructor to alter normal range 

physiologic responses, such as respiratory and cardiac rhythms, to illustrate both 

normal function and chronic or acute pathologies (Jeffries, 2007, 2012).

Scenario programs can be created by the simulation instructors or be 

purchased commercially from equipment vendors (Gore et al., 2012; Laerdal, 

2015). A great advantage of HFS is that scenarios can directly align to course 

objectives and didactic content, allowing for greater reinforcement of conceptual 

learning. Instructors can control the development of the simulated scenario, and
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stop activity to adjust or explain nursing processes, which is not always possible 

in direct patient care clinical settings. Further, in addition to providing rehearsal 

time for basic nursing care, simulations can be designed to teach less common 

situations that students might not encounter in their educational program, but will 

be faced with as new nurses, such as trauma, codes, and sentinel health events 

(Jeffries, 2005, 2007, 2012).

In 2013, the International Nursing Association for Clinical Simulation and 

Learning (INACSL) published seven standards of best practice guidelines to 

provide a discipline-specific resource for faculty to design, implement, and 

evaluate the HSFL in the curricula of nursing programs. In 2015, two additional 

best practice standards, Simulation-enhanced interprofessional education 

(Decker et al., 2015), and Simulation design (Lioce et al., 2015) were included in 

simulation best practice policies. The high fidelity simulation process consists of 

four phases: statement of the participant objectives or prebriefing (Lioce et al., 

2013), facilitation of the scenario (Franklin et al., 2013), debriefing (Decker et al.,

2013), and evaluation (Sando et al., 2013).

Prebriefing is the process of the instructor explaining the general theme of 

the scenario, dividing students into small groups, assigning roles to each student, 

and answering any preliminary questions associated with the activity or the 

objectives (Meakim et al., 2013). Because realism is strongly desired in 

simulation to spur and reinforce learning, comprehensive prebriefing is important 

(Page-Cutrara, 2014). Scenario facilitation is the role play of the simulation
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scenario itself, keeping the interactions between student and simulated patient as 

realistic as possible (Meakim et al., 2013). Scenarios may be brief or lengthy 

based upon the desired learning objective; however, most scenarios are of short 

duration (Jeffries, 2005). While it is suggested that scenarios engage without 

interruption, a great advantage of simulation learning is the ability of the 

instructor to stop the scenario if a teachable moment presents itself prior to 

debriefing (Bland, Topping, & Wood, 2010). Debriefing has been identified as 

the most important phase of HFS (Gore et al., 2012). It is the time following the 

completed scenario when students may reflect on their experience, ask, and 

receive answers to pertinent conceptual questions, or have areas of concern 

thoroughly explained and connected directly to learning objectives. During 

debriefing instructors gain important insights about each student’s strength or 

deficiencies where individual improvement may be required, and also obtain a 

focused evaluation of how aligned the students are as a group, related to the 

desired course or program objectives (Gore et al., 2012; Meakim et al., 2013). 

The last phase of the HFS process is evaluation, which determines the success 

of the scenario in achieving the desired learning or behavioral objectives. 

Evaluations may be formative or summative; however, it is critical that the 

methods used to evaluate HFS depict the learning outcomes accurately 

(Adamson, Kardong-Edgren, & Willhaus, 2013; Davis & Kimble, 2011; Sando et 

al., 2013).



The preponderance of extant nursing research has studied the many 

benefits HFS affords to students, such as enhancing nursing knowledge 

acquisition (Gates, Parr, & Hughen, 2012; Schlairet & Pollock, 2010; Shinnick, 

Woo, & Evangelista, 2012), fostering clinical judgment (Dillard et al., 2009; 

Jensen, 2013; Lasater, 2006, 2007), developing self-confidence (Bambini et al., 

2009; Blum, Borglund, & Parcells, 2010; Hope, Garside, & Prescott, 2010; Smith 

& Roehrs, 2009), improving communication skills (Kiat, Naggamal, & Jonnie, 

2007; Klipfel et al., 2011), and promoting cultural awareness (Koskinen, 

Abdelhamid, Likitalo, 2008; Ruth-Sahd, Schneider, & Strouse, 2011; Simones et 

al., 2008). While the benefits of HFS for student learning have been researched 

in some depth, there is much less in the literature which focuses on the faculty 

experience of adopting, implementing, and, in some cases, adapting HFS for 

nursing education curricula. Research that examines HFS as a strategy to teach 

caring behaviors and establishing intuitive therapeutic relationships between 

nurse and patient, described as the “art” of nursing, is equally scarce 

(Eggenberger, Keller, Chase, & Payne, 2012). Moreover, there are no specific 

studies which examine faculty confidence when adopting HFS to teach the 

science and the art of nursing, although confidence has been identified as a 

significant predictor for faculty satisfaction with student outcomes using HFS 

(Davis, 2012; Harder, 2012).
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Synthesis of Literature 

To gather research for this review, a search of CINAHL, OVID, 

ScienceDirect, and the Health Source Scientific: Nursing Academic Internet 

databases was performed for the time range of 2000 to 2016. These resources 

were reviewed and limited to research studies in which faculty were subjects or 

participants, and high fidelity simulation was included as the phenomena of 

interest. Theoretical frameworks were utilized in less than half of the studies 

reviewed; this is consistent with much of the body of HFS research study (Davis, 

2012). The basic guidelines for the analysis and synthesis of these articles were 

derived from reliable textbook sources on methodology for the critique of nursing 

research (Galvan, 2006; Garrard, 2011; Polit & Beck, 2012; Streubert & 

Carpenter, 2011).

The preponderance of the research has concentrated on identifying the 

logistical facilitators and barriers associated with initiating, implementing, and 

sustaining HFS in nursing programs. Very few studies addressed the impact of 

individual faculty characteristics, such as confidence, on HFS use. There were 

no research studies found which examined HFS as a strategy to teach both the 

art as well as the science of nursing. The extant nursing research on faculty and 

high fidelity simulation was limited, and focused on three categories of findings: 

time concerns, administrative support, and faculty motivation.
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Time Concerns

Time as a factor related to the constraints faculty have experienced both 

developing and sustaining HFS within curricula, and integrating the HFS process 

into individual teaching strategies. In their seminal research on simulation use, 

Nehring & Lashley (2004) studied the integration of HFS in curricula, faculty time 

constraints, and the level of usage of what they termed human patient simulation 

(HPS). They observed that the amount of time available for faculty to learn the 

complexities of HPS was the greatest limitation to the effective use of HPS in 

curricula. This lack of time was most often associated with institutional budgetary 

issues. Although the faculty participants in this study were generally receptive to 

HPS, overcoming fears of technology and new methodologies, and concerns 

about the program levels best suited for HFS were also identified as significant 

barriers (Nehring & Lashley, 2004).

Jones and Hegge (2008) examined the specific amount of time required 

for faculty to plan, implement, and evaluate HFS in nursing curricula. They found 

faculty participants (N=75) perceived that significant additional time was added to 

their workload in order to adopt and maintain simulation in nursing courses, and 

that technical support was considered to be essential. This was confirmed by the 

actual time estimates described by the faculty participants; over half (55.2%) 

reported that it required 0.50 full time equivalent (FTE) faculty release time to 

effectively plan simulations; 44.8% of participants estimated that another 0.50 

FTE release time was necessary for implementation, and over 60% identified that
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0.25 FTE release time was required to evaluate the efficacy of the simulation.

The researchers concluded that faculty time factors must be considered and 

appropriately allocated when simulation is integrated into nursing program 

curricula (Jones & Hegge, 2008).

Time constraints also emerged as a common challenge among faculty 

subjects in a mixed methods study of both students and faculty during the 

implementation of HFS in an undergraduate program (Howard et al., 2011). 

Faculty participants perceived simulation learning positively related to the ability 

to match course content, introduce high-risk experiences to students, and 

enhance communication skills. However, the participants believed they were 

challenged by scheduling and time constraints in both student teaching time 

using simulation and faculty development opportunities with HFS (Howard et al.,

2011).

Administrative Support

The next finding category, which I designated as administrative support, 

included research findings that cited access to faculty education and 

development in HFS, availability of institutional financial resources, provision for 

dedicated release time, and the use of trained, designated simulation laboratory 

support as important elements of faculty adoption of HFS in nursing curricula. 

King et al. (2008) conducted a two phase non-experimental quantitative study to 

explore nurse educators’ use of HFS, and to evaluate the effectiveness of an 

educational intervention. The first phase consisted of an electronic survey of



faculty (N=34) related to their use and intentions to use HFS as a teaching tool. 

The researchers found in phase I that while the majority of faculty subjects (94%) 

believed HFS was an effective teaching strategy, the participants individually 

experienced negative attitudes in implementing HFS related to lack of faculty 

development tools in the form of instructional guides, release time, lab personnel 

support, and workshops. In the second phase of the study, 16 of the 34 

participants took part in an educational program that included the history of 

simulation use in nursing, scenario design and implementing, and effective 

debriefing and evaluation methods post- simulation. Pre- and post-surveys were 

completed by participants in phase II of the study. The phase II findings 

confirmed the findings in phase I, showing a significant increase in the mean 

attitude scores of faculty intent to use HFS (from 3.9 to 4.6 [SD=0.33]) after 

attending the specifically designed educational workshop. The researchers 

concluded that consistent administrative support was integral to increasing use of 

HFS as an individual teaching strategy (King et al., 2008).

The use of regional consortiums to best utilize available HFS resources 

was advocated in several studies. In a study by Jansen et al. (2009), the 

researchers found that although all faculty participants (N= 30) were interested in 

the incorporation of simulation into the curriculum, there were seven common 

perceived obstacles in achieving that goal. Four of the seven obstacles related 

to support that could be provided by the academic institution: training, space and 

equipment, funding, and staffing. It was suggested that as barriers were
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uncovered, so should solutions be developed. Suggested solutions to the 

obstacles were elucidated, such as the formation of nursing program simulation 

consortiums to share equipment and scenarios, to increase access to the 

technology while balancing the financial output required for implementing the 

technology (Jansen et al., 2009).

This solution was shared and successfully implemented in another study 

of HFS consortiums. In order to pool resources to improve the integration of 

simulation technology, a consortium was formed between four regional schools 

of nursing (Halstead et al., 2011). The goal was to accelerate faculty 

development and to create a shared pool of clinical scenarios. Over a three year 

period, 41 nurse educators were trained, and 53 scenarios were developed. 

Responses indicated faculty participants perceived a dramatic increase in self- 

efficacy in using simulation as a teaching strategy. This has led to an increased 

awareness of best practices in simulation, and the need for collaboration with 

colleagues in nursing education. Further, participants noted they were 

experiencing a liberating and challenging paradigm shift from teacher-centered to 

student-centered learning as a result of their consortium experience (Halstead et 

al., 2011).

McNeill et al. (2012) also supported the use of a consortium model. Their 

study examined four regional collaborating nursing education programs that 

combined resources to enhance faculty development of skills to more effectively 

integrate simulation into pre-licensure curricula. This was accomplished through
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monthly luncheon meetings, and an intensive six weeks of faculty development 

courses. Faculty reported high satisfaction in these workshop experiences and 

greater confidence in developing and implementing simulation scenarios (McNeill 

et al., 2012).

Adamson (2010), in her study of the facilitators and barriers to simulation 

integration, also determined that factors which facilitated HFS in curricula 

included thorough training, individual initiative, and administrative support. She 

found the significant barriers to integrating simulation into associate degree 

courses included lack of institutional support, time, and equipment. The findings 

noted that faculty perceived an imbalance between the initial investment in 

simulation equipment/ laboratories and ongoing funding to maintain them. The 

recommendations suggested to reduce barriers included increasing paid release 

time for simulation faculty development, and that more frequent budget reviews 

of simulation expenditures might assist in allocating funding more evenly 

throughout the simulation program.

The need for administrative support for funding and training was also 

identified in a large national study of 1,729 nursing programs conducted by 

Kardong-Edgren et al. (2012). This research confirmed the widespread use of 

high fidelity simulation in nursing education in both diverse population areas and 

all levels of prelicensure programs. They found simulation was being utilized 

most frequently to teach medical-surgical nursing practices, and the majority of 

the faculty subjects (81%) believed more simulation should be used throughout



55

course curricula. However, their findings also suggested that simulation is 

slowed by a lack of ongoing funding and support to increase faculty training on 

effectively designing and implementing HFS (Kardong-Edgren et al., 2012). 

Faculty Motivation

I used the words “faculty motivation” to describe the third category of 

research findings found in the literature. Faculty motivation relates to findings 

that relate to attitudes of nursing faculty which impacted their general receptivity 

to HFS. Three of the studies in this category explored faculty confidence as a 

factor in the effective use of HFS (Davis, 2012; Harder, 2011; Taplay et al.,

2014). The findings of these studies and their recommendations for further 

research, which are discussed in detail later in this section, were of particular 

assistance in developing the rationale for this dissertation study.

One of the first studies to examine the attitudes of faculty toward 

simulation was conducted by Akhtak-Danesh et al. (2009). They found generally 

positive faculty viewpoints on the use of simulation equipment and scenarios to 

support student learning, but at varying levels. They categorized these into four 

groups. Positive enthusiasts functioned as true champions of simulation for 

students in learning complex skills and relieving anxieties, and they recognized 

few barriers to simulation use. The second group, Supporters, viewed simulation 

as a strategic bridge for adaptation to the realities of nursing practice and also 

perceived few barriers to the methodology. Help Seekers, although very positive 

about simulation use, perceived many practical barriers to its integration in



curriculum, the main one being insufficient time and support for simulation 

use/maintenance. Traditionalists were the least certain about the value of 

simulation, and placed high value on direct patient contact, using simulation only 

as an enhancement to traditional clinical experiences; they joined the Help 

Seekers in acknowledging many practical barriers to efficacy of simulation. The 

researchers suggested that nursing programs reflected some of these attitudes, 

and understanding these diverse viewpoints within a faculty community might 

assist in formulating meaningful ongoing training (Akhtak-Danesh et al., 2009).

Miller and Bull (2011) conducted a qualitative exploratory study examining 

the influence of individual attitudes on the adoption of HFS in nursing education. 

Three themes emerged from their semi-structured interviews. The first theme, 

Simulation as a Separate Entity, depicted when participants regarded simulation 

outside of curriculum either as a new and exciting technique, a fad in nursing 

education, or as an “exclusive club” with only a restricted group of faculty allowed 

to access the equipment. This group had doubts on the permanency of 

simulation in nursing curriculum. The second thematic group was designated as 

Getting Political. Participants described by this theme believed the introduction 

to simulation was driven by the need to compete with other schools of nursing 

and for funding innovation within their institution, as opposed to providing higher 

quality education. The last theme, Academic Adaptation depicted the 

participants who reported challenges in “fitting” simulation into their teaching 

style, and experienced frustration with the level of faculty development offered to
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teach them the uses of simulation. The findings suggested that understanding 

the attitudes, support, and interest of nurse educators is central to the success of 

integrating simulation into program curriculum. They acknowledged there is 

considerable pressure to develop new innovations to better prepare students for 

practice, however, their findings demonstrated “the way nurse educators interpret 

the nature of and motivation for simulation has a direct impact on their readiness 

to adopt the technique into their teaching” (Miller & Bull, 2011, p. 245).

Two studies explored nurse educators’ level of comfort using HFS as a 

teaching strategy. Harder, Ross, and Paul (2012) discovered that although 

faculty participants expressed they were initially excited about simulation in the 

curricula, this was gradually replaced with feelings of inadequacy and dread 

when the individual was required to implement HFS in reality. Increasing their 

comfort in using HFS, through technical support and simulation workshops, 

exacerbated the feelings of inadequacy, which subsequently increased their 

ability to provide effective simulation instruction (Harder et al., 2012).

In another study of faculty comfort, the subjects completed surveys to 

determine their comfort level in using simulation, and their views of the 

usefulness of simulation learning (Jansen et al., 2009). The faculty participants 

took part in intentional simulation training sessions during one academic year, in 

the form of six, one hour-long video teleconferences, and one half-day workshop. 

Data were collected using surveys at the beginning and the end of the academic 

year. Although findings were not statistically significant, trends in the data
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pointed to greater comfort in the use and incorporation of simulation into nursing 

curriculum, increased confidence in creating and using scenarios, and increased 

perceptions of the usefulness of simulation to achieve course objectives with the 

increased knowledge derived from the training (Jansen et al., 2009).

Only three studies were discovered which specifically identified faculty 

confidence as a component of adopting HFS into nursing education. Harder et 

al. (2012) identified instructor confidence as a major influence driving faculty 

perceptions of their abilities to facilitate effectively during HFS. In this 

ethnographic study, findings suggested that instructor confidence, preparation, 

experience, and use of available resources (in this case a designated simulation 

lab operator) set the tone for accomplishing student learning objectives during 

simulation sessions (Harder et al., 2012).

In her mixed methods study of factors associated with the use of high 

fidelity simulation in nursing education, Davis (2012) reported her findings 

supported the significance of faculty confidence in HFS, which appeared in both 

the quantitative and qualitative results. In the quantitative strand, confidence 

emerged as the greatest predictive factor for faculty satisfaction in student 

outcomes associated with simulation learning. Further, Confidence in Using 

Simulation emerged as one of the qualitative themes, and responses to this 

theme cited increased experience, training, and ongoing information as key 

components of building faculty confidence in using simulation effectively to 

achieve student learning objectives (Davis, 2012).
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Taplay et al. (2014) also identified confidence as a factor of faculty 

adoption of HFS. This grounded theory study presented a seven-phase process 

commonly experienced by faculty in adopting and incorporating simulation into 

nursing curricula. They theorized the speed of moving through each phase, 

termed “the uptake,” either increases the integration of simulation into the 

program, or delays it. Faculty confidence level was found to be specifically 

related to the phase of Trialing the Equipment, which is the physical act of 

practicing on the equipment, and adapting it for use within the individual 

curriculum. Although this finding was a small piece of the larger theory 

construction, they proposed that greater confidence was derived from more 

exposure and use of the simulation equipment (Taplay et al., 2014).

Gaps in the Literature 

The existing research has focused predominantly on issues of time, levels 

of administrative support, and faculty motivation as they impacted nurse 

educators’ ability to effectively adopt HFS as a teaching strategy. There were a 

minimal number of studies which have focused on individual faculty 

characteristics, specifically confidence when adopting simulation as a teaching 

strategy, despite findings which have revealed the importance of this 

characteristic. Additionally, confidence when adopting HFS has not been studied 

specifically in the context of teaching both the art as well as the science of 

nursing. Further, much of the extant research has been atheoretical, and studies
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with theoretical underpinnings, using reliable conceptual frameworks, are needed 

to add to the trustworthiness and rigor of the findings surrounding this 

phenomenon.

Inferences for Current Study 

For this study, the phenomenon of interest was faculty perceptions of 

confidence when adopting high fidelity simulation in undergraduate nursing 

education. My study addressed the gaps uncovered in the literature. Using the 

descriptive phenomenological approach, I examined faculty perceptions and 

experiences using the Nursing Education simulation framework (Jeffries,

2012)/NLN Jeffries simulation theory (Jeffries, 2016) and the diffusion of 

innovations theory (Rogers, 2003) as the theoretical components of the 

conceptual framework. Further, I gained insights about the perspectives and 

experiences of faculty by examining how they used HFS to teach both the 

science and the art of nursing, and increased my understanding about how some 

faculty reinvented HFS strategies to adapt to the needs of particular students as 

well as their individual teaching styles.

Summary

The current nursing literature involving faculty and high fidelity simulation 

was reviewed and the findings of pertinent research were discussed. There was 

a scarcity of research focused upon nurse educator’s experiences teaching with 

high fidelity simulation. Although a few studies have identified the importance of 

faculty confidence when integrating an innovation into course curriculum, there is



a dearth of theoretically-based research on faculty confidence when adopting 

high fidelity simulation into nursing education curricula. My study addressed 

these gaps in nursing research literature.



CHAPTER 3 

METHODOLOGY

In this chapter, the research methodology, with its attendant rationale, will 

be explained. The details of the study, such as setting, participant profile, 

recruitment, protection of participants, and the manner of data collection will be 

presented. Further, this chapter will explicate the approach which was used for 

processing and analyzing the data, as well as the structure for ensuring the 

trustworthiness and rigor of the findings. Finally, a discussion of possible study 

limitations will be offered.

Research Method and Design 

The phenomena of interest for this study were the perceptions and 

experiences of confidence experienced by nursing faculty adopting high fidelity 

simulation (HFS) for teaching both the science and art of nursing. Qualitative 

research was the most appropriate means to address the purpose of this study. 

More specifically, the philosophy and method of descriptive phenomenology was 

the best approach for understanding the perceptions and lived experiences of 

nurse educators as they adopted HFS as a teaching strategy. As background for 

this choice of research design, the following is a brief discussion of the 

descriptive phenomenological philosophy, methodology, and suitability for certain 

types of nursing research studies.

62
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Phenomenology is both a philosophy and a research methodology. The 

initial development of phenomenology is attributed to the German philosopher 

and mathematician Edmund Husserl (Wojnar & Swanson, 2015). Husserl was 

intrigued by human consciousness, and he recognized some types of knowledge 

were derived from sources that could not be empirically discerned. He 

understood, through his studies, that knowledge grew out of individual, conscious 

perceptions of lived experiences (Husserl, 2014). Husserl defined 

phenomenology as “the science of essence of consciousness" (Smith, 2013, p. 

175). Phenomenology studies structures of consciousness as experienced from 

the subjective, first-person point of view, beyond mere sensations such as 

seeing, hearing, or touch (Smith, 2013). What renders the experience conscious 

is the awareness of the individual while living through or performing it. The 

richness and meaning of human experiences are formed through conscious 

individual perceptions, judgments, thoughts, opinions, and memories (Husserl, 

2014; Moran, 2005; Smith, 2013).

According to Husserl, the structure of these forms of experience is given 

meaning through intentionality, which is the concept that all consciousness is 

directly related to some “thing,” such as an object, image, concept, or idea, and 

the meaning, which is construed by the individual, is distinct from the actual thing 

itself (Husserl, 2014; Moran, 2005; Smith, 2013). When the meanings of 

experiential consciousness are found to be shared or common among individuals 

with similar experiences, it becomes a universal essence of that experience
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(Husserl, 2014; Moran, 2005; Smith, 2013). Husserl’s phenomenology 

philosophy laid the foundation for the work of later philosophers of 

phenomenology, metaphysics, and ontology, such as Sartre, Merleau-Ponty, and 

Heidegger (Lopez & Willis, 2004; Moran, 2005).

Husserl also recognized the need to develop phenomenology as a 

systematic discipline, with a well-defined domain and scientifically rigorous 

methodology (Smith, 2013). The descriptive phenomenological methodology is 

concerned with describing and analyzing first-person experiences, free of 

unexamined biases, with the goal of uncovering the essential forms and 

structures of consciousness as lived (Dowling & Cooney, 2012; Kleiman, 2005; 

Smith, 2013). The generally accepted method used by descriptive 

phenomenological researchers to achieve this goal is characterized by four basic 

processes. Two of these processes, bracketing and intuiting, are implemented 

continuously throughout the study. The two remaining processes, analyzing and 

describing, which also occur in tandem with one another, are systematic 

procedures for identifying the essences of the phenomenon under study from the 

raw data (Giorgi, 2009; Hamill & Sinclair, 2010; Kleiman, 2005; Moran, 2005; 

Smith, 2013; Streubert & Carpenter, 2011; Wojnar & Swanson, 2015).

Bracketing, also known as reduction or epochs, is derived conceptually 

from the mathematics function in which parts of an equation are separated. 

Descriptive phenomenological bracketing requires, in effect, that researchers 

separate themselves from their own preconceived suppositions, biases,
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judgments, and perceptions of the phenomena being studied throughout the 

course of the study, thus, data reflect only the essence of the participant's 

conscious lived experience. Although it can be difficult, if not impossible, to 

achieve total bracketing, the intentional effort by researchers to understand their 

personal biases and suspend their own realities will result in data, which 

accurately describe the desired essences of the phenomena from the first-person 

perspective of the participants (Hamill & Sinclair, 2010; Smith, 2013; Streubert & 

Carpenter, 2011).

Intuiting, like bracketing, is a continuous process where the researcher is 

immersed in the participant’s descriptions of the phenomenon. The researcher 

becomes an instrument of the interview process, and transcribes not only what is 

spoken but notes the impressions and feelings of the participants. When 

studying the data, intuiting involves repeated review of the transcriptions, in order 

to achieve the most precise meanings within the participant responses (Smith, 

2013; Streubert & Carpenter, 2011).

Analyzing in descriptive phenomenology begins at the point when data are 

being collected from study participants. The goal of analysis is the identification 

of the essence of the phenomenon from the raw data responses. The data are 

read for a sense of the whole, and then broken down into discriminate meaning 

units to gain insights on common features that exist within each participant’s lived 

experience (Giorgi, 2009; Wojnar & Swanson, 2015). Analyzing the data in this 

manner uncovers features of the lived experience that may be common to
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individuals who have lived that experience (Giorgi, 2009; Kleiman, 2005; 

Streubert & Carpenter, 2011). These common features are then synthesized into 

consistent, definitive structures of the participants’ experiences of the 

phenomenon. These structures represent the universal essences that describe 

the true nature of the phenomenon under investigation (Giorgi, 2009; Husserl, 

2014; Wojnar & Swanson, 2015). Describing occurs when the researcher 

understands and defines the common features revealed during data analysis. 

Using the synthesized data, the universal essences of the phenomenon between 

participants are uncovered. The lived experience itself, as described by the 

study participants, is the mainspring for capturing the essence of the 

phenomenon (Giorgi, 2009; Kleiman, 2005; Streubert & Carpenter, 2011; Wojnar 

& Swanson, 2015).

Amedeo Giorgi, a psychologist and follower of Husserl’s 

phenomenological methodology, further refined the basic processes of the 

phenomenological method. His rationale was to address the critical criterion for 

phenomenological research: to achieve as complete a description as possible of 

the experience the participant has lived through, and to understand the meaning 

of data solely on what has been presented by the participant as her or his lived 

experience (Giorgi, 2009). Giorgi (2009) expanded the phenomenological 

methodology into a more concrete method of data analysis which leads the 

researcher into the development of a “structure” (p. 199) of the participant’s 

experience, each with key constituent characteristics. Each individual participant
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structure, with attendant constituents, is analyzed in tandem with other 

participant structures in a sample to gain insights on the universal essence of the 

phenomenon being studied (Giorgi, 2009). Giorgi’s methods were utilized in this 

study to ascertain the universal essence of nurse educators’ experiences of 

developing confidence in adopting high fidelity simulation as a strategy for 

teaching the science and art of nursing.

Phenomenology has been described as a philosophically-based, 

systematic methodology for understanding human lived experience, and for 

adding to the knowledge of human nature that can be derived from those lived 

experiences (Giorgi, 2009; Munhall, 2012; Smith, 2013; van Manen, 1990). 

Nursing has been defined as a healthcare discipline, both an art and science, 

concerned with the health and healing of humans throughout the lifespan, 

through the use of specific nursing knowledge (Meleis, 2012). As both a 

philosophy and method of research, phenomenology offered the opportunity to 

satisfy the need for understanding and developing this necessary knowledge 

from nursing-related phenomena.

Rationale for the Research Approach

One of the identified domains of qualitative health research is the creation 

of knowledge which encompasses innovative techniques, strategies, and models 

for educational curricula in nursing (Morse, 2012). The goal of phenomenology is 

to focus on the essence or meaning of the lived experience, using individual 

participant descriptions to identify universal, experiential human concepts



(Morse, 2012). The purpose of my study was to explore nurse faculty 

perceptions concerning confidence when adopting high fidelity simulation in 

undergraduate nursing education, and to gain insights on the perceptions and 

experiences of nurse educators on the efficacy of high fidelity simulation for 

teaching both the science and the art of nursing. Teaching innovations, in this 

case high fidelity simulation as a teaching strategy, require not only faculty time 

and commitment, but the confidence of faculty in their ability to implement the 

innovation effectively. The premise of this study was that nurse educators might 

not be conscious of how their confidence using high fidelity simulation was 

developed over time. The descriptive phenomenological approach was a method 

of inquiry well-suited for this type of research. Interview questions were posed to 

participants to guide them in verbalizing their perceptions, thoughts, opinions, 

and experiences (Giorgi, 2009). The objective of this study was to uncover the 

essences of each participant experience and look for similar meanings and 

patterns among the participant sample within the scope of the study's 

phenomenon of interest.

Setting

The setting for this phenomenological study consisted of individual face- 

to-face interviews with nurse educators from two universities within the 

southeastern United States and six junior colleges in the western United States. 

Eleven of the individual interviews took place in private offices at participant
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campus locations, only one interview was conducted through an electronic 

session. All interviews were arranged at sites convenient for the participants.

Participants

Purposeful sampling was the primary recruitment strategy utilized for this 

study. This sampling approach is commonly used in phenomenological research 

design because it allows the researcher the opportunity to select participants 

consistent with the purpose of the study, who are representative of the desired 

study population, and who serve as rich sources of lived experiences pertinent to 

the phenomenon of interest (Munhall, 2012; Polit & Beck, 2012; Streubert & 

Carpenter, 2011). Therefore, the sample for this study consisted of full-time 

nursing faculty members who had a minimum of 12 months of teaching 

experience in an prelicensure nursing program with a clinical component, which 

included high fidelity simulation in the curricula, and which conferred a 

baccalaureate or associate degree in nursing upon completion. Further inclusion 

criteria included: the ability to read, write, and comprehend the English language, 

and they must have had personal experience using high fidelity simulation in 

nursing program courses. Participants were also required to be willing to take 

part in a face-to-face interview or have access to the technology for an electronic 

interview. Exclusion criteria included faculty who teach only in healthcare facility- 

based clinical practicum settings.

While purposive sampling was the primary method for recruiting 

participants, snowball sampling emerged as a significant secondary method in
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obtaining the required number of participants. Snowball sampling involves 

soliciting the earlier participants for referrals to identify additional individuals who 

may be eligible to join the study (Polit & Beck, 2012). There are both advantages 

and disadvantages associated with snowball sampling. The advantages are that 

it reduces the time spent finding and screening potential participants and it may 

facilitate a more rapid development of a trusting relationship between participant 

and researcher. The disadvantages of this method are that the sample may 

become too limited in variations of experience and demographics among 

participants, and the referral may create a sense of coercion in individuals to 

participate when they really did not wish to be involved (Polit & Beck, 2012). In 

the case of this study, the blend of purposeful and snowball sampling resulted in 

a rich variety of participants from geographically diverse locations.

Data Gathering

Data collection began after the appropriate approval from the Mercer 

University Institutional Review Board (IRB) was obtained (see Appendix A), and 

the necessary permission received from the one junior college site that was 

initially used for recruitment was received. The dean of the private university 

granted permission for the study and access to faculty via a signed letter. The 

dean and director of nursing from the primary junior college recruitment site 

granted verbal approvals for the study and faculty access following a personal 

interview with the researcher.



The sole direct method for recruitment of participants used by the 

researcher consisted of recruitment flyers posted in designated faculty areas 

according to the specific institutional policies at two institutional sites, the primary 

private university and the primary junior college. The recruitment flyer contained 

details of the study, the inclusion criteria, and my contact information (see 

Appendix B). Further participant recruitment was obtained through snowball 

sampling, where interested faculty members contacted the researcher directly by 

either email or telephone to volunteer for study involvement.

Initial recruitment of participants was anticipated to require one to three 

weeks, and in actuality lasted approximately two weeks. I kept track of 

participant contacts on a three column table, categorized by contact information, 

institution of origin, and interview schedule. It was not necessary to utilize 

secondary methods for sampling as saturation was reached with the sample size 

of twelve participants, which was obtained within the anticipated timeframe. A 

serendipitous balance of participants from the two recruitment sources was 

achieved through the blend of purposeful and snowball sampling. A highly 

diverse sample was achieved; seven participants were recruited from four 

Southeastern university systems and five participants were obtained from five 

geographically diverse Western junior college districts. One of the university 

nursing programs is part of a private university, another operates within a publicly 

funded state university system. The six college nursing programs are part of 

individual county junior college districts. The identification of these institutions



72

will not be specified within this dissertation document in order to maintain the 

confidentiality of the participants.

At the time of first communication with the interested individuals, I secured 

their contact information (telephone and preferred email), and arranged 

convenient dates, times, and locations for the interviews to take place. During 

this conversation, I discussed the aim of the research, my role as a doctoral 

student and sole researcher for this study, and answered any questions the 

individuals had regarding their study participation. The participants were 

informed there were no foreseeable risks involved as participants, a signed 

consent was required, and they could withdraw from the study at any time. The 

interviews began shortly after the initial contact with the participants. The final 

sample size consisted of 12 participants and data saturation was achieved. Data 

saturation was considered to be reached when the responses of the participants 

were not generating new information on the phenomenon of interest (Streubert & 

Carpenter, 2011); in my study this occurred at the sixth interview.

Before each interview took place, each participant was required to read 

and sign the informed consent for study participation. For interviews conducted 

in person, the informed consent was completed prior to the beginning of the 

session. For the one interview conducted electronically, I emailed the consent to 

the participant before the interview, and it was signed and returned to me via 

email as a printable PDF document prior to the scheduled interview.
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The collection of data, which accurately reflects the participant’s own 

individual reality, is at the core of discerning the essence of the phenomena 

under study (Converse, 2012; Giorgi, 2009; Pringle, Hendry, & McLafferty, 2011). 

Data gathering was accomplished through audio-recorded one-on-one, in-depth, 

semi-structured interviews with eleven study participants. One interview was 

scheduled as an electronic Skype platform session. For the sole electronic 

session, I attempted to use the Skype-platform Evaer video recording application 

which was designed to record the interview directly onto my laptop disk drive. 

Skype-driven Evaer is an application accessory which is capable of both video 

and audio recording of calls, allowing the capture of non-verbal responses, 

however, issues occurred because of limited band-width issues during the one 

electronic interview resulted in the recording of only the audio component of the 

session.

Assembling the preponderance of the data as face-to-face interview 

sessions allowed me to hear not only what was verbalized by the participants, 

but to gain access to the nuances of how and why the responses were made, 

through vocal inflection, body language, and position (Giorgi, 2009; van Manen, 

1990). This let the researcher maximize understanding of participants’ 

perceptions and experiences, and be able to describe them as richly, and 

accurately, as possible (Giorgi, 2009; van Manen, 1990). Bracketing by the 

researcher was a consistent process throughout the course of the study 

(Converse, 2012; Giorgi, 2009; Pringle, Hendry, & McLafferty, 2011). Further, I



74

utilized reflexive journaling throughout the data gathering phase to achieve the 

highest level of bracketing possible.

Data gathering in qualitative research involves integrating greater flexibility 

in participant interactions than in quantitative research, in order to allow 

responses to evolve naturally (Lincoln & Guba, 1985). Establishing a trusting 

relationship with participants was a necessary component of data gathering, as it 

was critical that participants feel comfortable expressing feelings, thoughts, and 

perceptions (Converse, 2012; Streubert & Carpenter, 2011). Toward that end, 

an interview guide was used to keep the session on topic, while still maintaining 

requisite flexibility to pursue lines of questioning unanticipated at the inception of 

the participant interaction, and to allow participants to express themselves fully 

(Polit & Beck, 2012).

Prior to beginning the interview session, I confirmed that informed consent 

had been read and signed, and collected individual demographic data (see 

Appendix C). The demographic data included: name; contact information; age; 

gender; race/ethnicity; highest level of completed education; certifications 

earned; institution of employment; and years of teaching in nursing education. In 

order to secure some demographic data, I also asked participants to self-rank 

their level of experience using high fidelity simulation, and choose the 

designations of either novice, advanced beginner, proficient, or expert. Once the 

interview began, an interview guide was utilized to provide both a beginning point 

for the session, and to lend structure and flow to the participant interaction (see



Appendix D). Interview questions were carefully worded in order to elicit candid, 

thoughtful responses from the participants. I memorized the broad, key 

questions of the study, in order to maintain eye contact and a relaxed interaction. 

Participants were told that I would be taking field notes discreetly during the 

interview. For this study, nursing faculty participants were asked to discuss their 

perceptions on the integration of high fidelity simulation in their curriculum. It was 

important for the researcher to listen carefully, and to have appropriate follow-up 

questions prepared. The interviews consisted of the following open-ended and 

probing questions:

1. Please tell me about your experiences using high fidelity simulation in 

teaching undergraduate students.

a. Tell me about your initial response when you were presented with 

high fidelity simulation as a new teaching strategy.

b. Describe the type of training you received in the use of high fidelity 

simulation.

c. Describe how comfortable you are with “technology” in general?

2. Share with me the level or degree of confidence you have now in using 

high fidelity simulation. Describe the first time or situation when you 

realized you were confident in using simulation in your teaching role.

a. What or who contributed to your increase (or decrease) in your 

level or degree of confidence?
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b. What do you believe should be done to help new nurse educators 

gain confidence in teaching with high fidelity simulation?

c. How did the education or training you received (if training was 

provided) affect your confidence in using high fidelity simulation?

3. What is the role of the teacher when using high fidelity simulation?

4. Please describe to me anything you modified from your original training in 

high fidelity simulation which made the simulation session easier for you to 

teach.

a. When did you realize you were confident modifying scenarios to 

better achieve student learning objectives?

b. Describe how you would modify scenarios as you became more 

confident teaching with simulation.

5. Share with me the challenges you encountered in teaching with high 

fidelity simulation.

6. Describe how high fidelity simulation can be used in teaching both the 

science and the caring art of nursing.

a. What has been your experience in synthesizing high fidelity 

simulation with direct patient care clinical instruction?

b. Could you describe how your confidence in teaching with HFS 

helped you to handle emotional responses by students when 

participating in a sensitive simulation scenario?
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7. Please share any other perceptions, additional experiences, or comments 

you have about your confidence when you were adopting HFS into the 

nursing program curricula or now in teaching with high fidelity simulation. 

Are there any additional “signature” experiences you would like to share 

when your confidence as a simulation instructor was best exemplified?

The duration of each individual interview was approximately 60 minutes. Polit 

and Beck (2012) recommended closing interviews on a positive note. All 

interviews concluded with a final query for closing thoughts from the participants. 

Additionally, I expressed my thanks for their time, insights, and for sharing their 

experiences. I offered, and all participants accepted, a stipend of $25 in the form 

of a VISA debit card, for their time and contribution to the study. There were no 

conflicts of interest involved in study funding, as I fully self-funded all monies for 

this original research project.

Protection of Human Subjects 

Upon dissertation committee approval of this study, Institutional Review 

Board approvals were applied for and obtained from Mercer University and all 

participating institutions and recruitment sources before the commencement of 

data collection. The application confirmed that all proscribed methods for the 

safety and confidentiality of the participants would be rigorously followed. 

Participants had full written disclosure of the purpose and use of the study 

findings, were given ample opportunity to have any questions answered, and 

were made aware that their identity and the confidentiality of their responses



would be rigorously protected. As previously discussed, participants were 

required to give individual signed, informed consent prior to participation in the 

research; they were informed this included the opportunity to withdraw from the 

study at any time. Informed consent for the sole electronic interview was 

achieved through email prior to the interview taking place. A coding system for 

the purpose of identification of the participants and their responses was used in 

this study. The participants were informed of this system and were asked to 

select their own pseudonym for use during the course of the study, and each 

selected a name unrelated to their own. There was no duplication of 

pseudonyms, each participant chose a unique name. The pseudonyms were 

used on demographic information sheets, field notes, interview transcriptions, 

and all other documentation related to the dissertation data.

Confidentiality

Confidentiality was strictly maintained during the course of this research

study out of respect for the participant’s identity and personal perceptions and

experiences, and as part of the development of a trusting relationship between

participant and researcher. As Polit & Beck (2012) stated:

A promise of confidentiality is a pledge that any information participants 
provide will not be publicly reported in a manner that identifies them, and 
will not be accessible to others. This means research information should 
not be shared with strangers nor with people known to participants unless 
participants give explicit permission to do so. (p. 162)

Several steps were initiated prior to data collection so the participants in this

study were assured of the confidentiality of their participation. First, I informed
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participants of all steps taken to assure the confidentiality of their identities and 

the data from their responses. As previously discussed, a coding system using 

participant-selected pseudonyms was implemented prior to beginning the 

interview process. These pseudonyms were used to distinguish the participant’s 

demographic data, interview narratives, and finished transcriptions, as well as 

any subsequent documentation or computer files generated during the course of 

the study.

Initial recruitment materials with real names and contact information were 

stored in a locked file cabinet in my home office, and remained there for the time 

period mandated by the IRB at Mercer University. They will be destroyed, along 

with all other identifying dissertation materials, at the designated time. Access to 

documents containing genuine identifiers were restricted to me and the chair of 

the dissertation committee. I personally transcribed ail audio-recorded interviews 

and the one Skype-mediated audio interview into Word document files. These 

Word documents were duplicated and stored on my laptop hard drive, an 

external hard drive, and two jump drives to assure no accidental loss of data 

materials. No voice recognition program was used to transcribe the audio 

recordings. All products of data collection, including audio recordings, 

transcriptions, and the hardware used to process it, were kept in a locked cabinet 

in my home office.

Once the transcriptions were completed, I checked for identifiers of any 

kind, such as but not limited to the individual participants, academic institutions,
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nursing programs, and names of colleagues or staff members. I substituted the 

word redacted in brackets for these identifiers, as follows: [redacted].

Participants were informed that these research data, which will have no 

identifying content, will be used for scholarly presentations and publications.

Data Processing

Data processing of interview responses included transcription, synthesis 

of researcher notes, and the appropriate safeguards and storage of the data. For 

this study, the audio-recording method was used. For the audio-taped 

interviews, two audiotape units were utilized for the interview, as a safeguard in 

case of equipment failure, as recommended by qualitative research experts (Polit 

& Beck, 2012; Streubert & Carpenter, 2011).

Eleven participant sessions were conducted as face-to-face, digitally audio 

recorded interviews. Due to travel distance between the researcher and one 

participant, it was necessary to conduct one video-taped recorded interview, and 

the video-recording was attempted using the Skype electronic platform with the 

Evaer application, which was designed to record the session directly onto my 

laptop hard disk drive. This video method was tested prior to the interview, 

where the researcher initiated a short video test call to the participant prior to the 

interview to determine if connectivity permitted a clear video and audio recording. 

Unfortunately, after several attempts, it was discovered that internet band width 

between researcher and participant was insufficient to support the video 

component, and only the audio portion of the interview was able to be recorded.
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Following the completion of each interview, the data were labeled with the 

identifying pseudonym and date, transported securely, and deposited into a 

locked cabinet until the time of transcription. I scheduled the individual interviews 

so there was sufficient time to make additional field notes and a personal journal 

entry after each session. Additionally, I listened to the recordings as soon as 

possible after each interview had taken place, in order to note any further nuance 

or detail of the interview as accurately as possible.

The recordings were transcribed verbatim by the researcher personally, 

allowing full immersion into the data. Each transcript was verified for accuracy 

via proofreading while I listened again to the audio-recording, validating the 

content of the typed transcription. The finished transcription pages were 

formatted into two columns: one with the double spaced verbal transcription, the 

second for the handwritten transcription of interview notes, leaving space for 

coding and the identification of themes and subthemes. Once transcribed, 

completed copies of the transcriptions were made and distributed: two paper 

hardcopies, one electronic document stored separately on two jump drives, and 

another electronic document for the dissertation chair who received the 

transcribed narratives via email attachment. Further, a comprehensive copy of 

all interview transcripts was stored on an external hard drive, and stored in a 

secure area in my home office.
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Data Analysis

Data analysis began in the data collection phase. It has been suggested 

that it is the researcher, not the participants who drives the phenomenological 

analysis (Giorgi, 2009; Kleiman, 2005). Analysis is a deliberate active, hands-on, 

and interactive process (Polit & Beck, 2012; Streubert & Carpenter, 2011). The 

appropriately prepared qualitative researcher immerses herself or himself in the 

interview process, identifying significant statements, meanings, patterns, and 

nuances of the lived experience when listening to each participant. Interview 

notes taken during and after the session also assist in forming a direction for 

analysis of the data. The goal of analysis is to seek common and essential 

relationships between each participant's unique lived experiences within the 

context of the phenomenon under investigation. However, once the interview 

data are transcribed, a structured approach to analyzing the data must be 

employed to ensure the consistency, and accuracy of the study findings (Giorgi, 

2009; Polit & Beck, 2012; Streubert & Carpenter, 2011).

For this study, I employed the procedural steps described by Giorgi (2009) 

to analyze transcribed data. As in the data collection and processing phases, my 

prevailing attitude for data analysis was continual, conscious bracketing and 

intuiting in order to gain immersion in the reality of the phenomenon from the 

participant’s point of view (Giorgi, 2009). Giorgi (2009) made the following 

statement about the researcher’s role in data analysis:

The participant focuses on the situation as lived from her perspective, the
researcher focuses on what the participant was aware of and actually lived
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to the extent that such factors reveal themselves. Descriptions reveal 
more than what the describer is aware of, and that is one reason the 
method works, (p. 181)

I utilized the three concrete steps, and their attendant strategies, 

recommended by Giorgi (2009) for uniform descriptive data analysis. I will state 

at this point that personally transcribing each participant interview greatly 

enhanced performing these steps of analysis. Experiencing the visual, auditory, 

and kinesthetic act of transcription allowed me as the researcher to be fully 

immersed in the raw data as the analysis progressed.

The first step was to read the data to obtain a sense of the whole 

experience from the participant’s words and nonverbal cues, and then reread the 

transcripts to confirm the sense of the reductive descriptions. After the audio 

recordings were transcribed, I conducted a first reading of the data corpus, and 

gained a richer initial awareness of the participant’s responses (Giorgi, 2009). 

Field notes taken during the interview, as well as journal reflections were inserted 

into the transcriptions at this time.

Following the first reading, the next step was the second reading. The 

purpose of this reading was to discriminate the participant interviews into units of 

meaning, by breaking down lengthy descriptions into their constituent parts 

(Giorgi, 2009). In this reading, the data were studied carefully to ascertain shifts 

and nuances of meaning in participants’ descriptions of the phenomenon, and 

these were notated as meaning units in the margins of the transcriptions (Giorgi, 

2009). I employed first and second cycle coding, in the form of a word or short
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phrase, during the second reading, in order to concisely capture patterns and 

similarities within the data (Saldana, 2012).

The third step was to transform the units of meaning into consistent 

thematic expressions, and synthesize these expressions into a specific or 

generalized descriptive structure of the experience. This final step was a method 

of understanding why diverse individual perceptions, with their attendant 

concrete details, can belong to the same phenomenon (Giorgi, 2009). Multiple 

cycles of coding were conducted in order to facilitate the identification of 

emerging themes and subthemes within the data; this led to descriptions of the 

universal essences of the phenomenon (Saldafia, 2012).

The last step involved transforming the meaning units into descriptions of 

the phenomenon under investigation. This was a lengthy and time consuming 

process, and the most important criterion in this step is that the researcher 

describes meaning as precisely as possible (Giorgi, 2009). To accomplish this, 

the researcher was required to “dwell with the data” (Giorgi, 2009, p. 132) to find 

the “desired expression” (p. 132) of the meaning units in order to accurately 

ascertain the essential structures of the phenomenon (Giorgi, 2009). Reflection 

by the researcher was a key activity during this step. The resultant unifying 

themes and subthemes formed the essential structures of the phenomenon 

across the sample of participants, and defined the generalized descriptions of the 

phenomenon of interest (Giorgi, 2009, Polit & Beck, 2012).
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Trustworthiness and Rigor 

Maintaining trustworthiness and rigor throughout a qualitative study 

required conscious effort and the use of a planned, consistent strategy on the 

part of the researcher (Giorgi, 2009; Lincoln & Guba, 1985; Morse, 2012). The 

reasons are twofold: first, to present an accurate representation of the 

participant’s perceptions and experiences (Streubert & Carpenter, 2011), and 

second, to assure that the value of the findings have been achieved through 

consistently applied qualitative methods by the researcher (Giorgi, 2009; Lincoln 

& Guba, 1985; Morse, 2012). Because qualitative research is concerned with the 

intimate, human aspects of a phenomenon (Morse, 2012), the trustworthiness 

and rigor of the findings cannot be expressed in the statistical paradigm of 

reliability, objectivity, and validity, as in quantitative research studies (Lincoln & 

Guba, 1985). However, through scrupulous adherence to established criteria for 

valid and rigorous qualitative research, findings will accurately represent the 

phenomenon being studied (Morse, 2012). Sandelowski (1993) stated it best, 

“Trustworthiness becomes a matter of persuasion whereby the scientist is viewed 

as having made those practices visible and, therefore, auditable; it is less a 

matter of claiming to be right about a phenomenon than of having practiced good 

science" (p. 2).

In order to achieve standards of trustworthiness and rigor analogous to 

those in quantitative research, an established process must be employed to 

maintain consistency in handling the data (Giorgi, 2009; Lincoln & Guba, 1985). I
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incorporated criteria suggested by Lincoln & Guba (1985) and Giorgi (2009) as 

strategies for achieving trustworthiness and rigor in this study. Four criteria were 

utilized to develop consistent trustworthiness and ensure inherent rigor in this 

research project: credibility, transferability, dependability, and conftrmability. 

Credibility

Credibility consists of two aspects, according to Lincoln & Guba (1985); 

they are the methods used to demonstrate the accuracy of the findings, and the 

method in which the data were handled. It has been suggested that credibility in 

qualitative research is comparable to internal validity in quantitative research, 

and is the linchpin for establishing trustworthiness and rigor in qualitative inquiry 

(Lincoln & Guba, 1985). The methods I used to demonstrate credibility were 

prolonged engagement, persistent observation, and triangulation. These 

activities greatly increase the identification of credible findings (Lincoln & Guba, 

1985).

Prolonged engagement was the activity in which the researcher sought to 

understand the scope of the phenomenon, in this case, nurse educators teaching 

in the sphere of nursing education. One of the goals of prolonged engagement 

was to build a trusting relationship with the participants based upon that 

understanding and knowledge of the phenomenon. For this study, the contextual 

knowledge was built through both personal experience in nursing education and 

the extensive literature review accomplished for this project. The trusting
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relationship was formed through contact with participants during their recruitment 

and the interview sessions.

Persistent observation assisted the researcher in ascertaining the depth of 

the phenomenon under study. This activity was concerned with identifying the 

most relevant characteristics and elements of the phenomenon, focusing upon 

them, and exploring them in detail (Lincoln & Guba, 1985). In this study, the 

interview questions, which were crafted with salience in mind, guided the 

exploration of confidence in the adoption of HFS in nursing education.

Triangulation was the third activity used to establish the credibility of the 

findings, in this case through the collection of data from more than one source 

(Lincoln & Guba, 1985; Streubert & Carpenter, 2011). I interviewed twelve 

participants recruited from nine diverse academic institutions using both 

purposeful and snowball sampling techniques. Further triangulation of data was 

achieved through the participation of my dissertation committee chair in coding 

and theme identification, and the committee members during debriefing on the 

research process.

According to Lincoln & Guba (1985), member checking is considered to be 

an important process in achieving credibility. They stated that it is crucial to the 

accurate analysis of individual intentionality that participants review their 

responses. However, Giorgi (2009), rigorously contests this activity, arguing that 

asking the participants to evaluate the meaning of their responses exceeds their 

role as participants, and can materially alter an accurate description of the
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essence of the phenomenon. I have chosen not to include formal member 

checking as part of the process of ensuring trustworthiness and rigor, instead I 

asked for clarifications of specific participant responses within the interview 

sessions as necessary.

Transferability

This referred to the extent that the data findings may be used, or have 

meanings in different settings with other groups of participants, and loosely 

parallels external validity in quantitative research (Lincoln & Guba, 1985).

Lincoln & Guba (1985) suggested the use of thick description, by parsing out the 

relevant from the irrelevant in the analysis of the participant’s responses, aids in 

establishing transferability. This is done by providing the level of description 

needed to allow other researchers to reach conclusions on the phenomenon 

which transfer to other areas of inquiry. Further, to maximize transferability, 

purposive sampling should be employed in order to provide “the widest possible 

range of information for inclusion in the thick description" (Lincoln & Guba, 1985). 

For this study, both purposive sampling and the use of thick description were 

employed to ensure transferability.

Dependability and Confirmability

Dependability referred to the ability of the study to be replicated using the 

same methodology, timing, and conditions. It is the qualitative analogy of 

reliability in quantitative research (Lincoln & Guba, 1985). Confirmability 

indicated the objectivity of the data and that it truly reflects the voices of
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participants without researcher bias or motivations (Lincoln & Guba, 1985). For 

both of these criteria, the audit trail is the major source for establishing both 

dependability and confirmability of the findings. All aspects of this study’s design 

and methodology were meticulously recorded through the researcher’s journal, 

progress notes, the participants’ transcriptions, and the coding process used for 

data analysis.

As previously stated, it was the goal of this research is to present findings 
which are accurate and representative of the data collected. Further, it was 
important that the findings of this study could be used or cited by other 
researchers with confidence (Lincoln & Guba, 1985; Morse, 2012). By employing 
these established methods consistently throughout the process of the study, I 
have achieved both trustworthiness and rigor in the findings which not only 
satisfy this goal, but also present, “qualitative work which is both descriptively 
sound and explicit, and interpretively rich and innovative” (Polit & Beck, 2012, p. 
584).

Limitations

I carefully considered the study design, sampling scheme, data collection, 

and analysis procedures to best match the stated purpose and research 

questions of the study. Potential limitations might relate to the relatively small 

sample size, and that several participants were recruited from the same 

institution. It has been suggested that due to the nature of qualitative research, 

findings can be unpredictable and, in any study, may move in unplanned, 

unexpected directions (Streubert & Carpenter, 2011). Every effort was made to 

identify and minimize the potential limitations as they might have impacted this 

study.



Summary

This chapter has described in detail the methodology which was employed 

for this study of faculty perceptions of confidence when adopting high fidelity 

simulation in undergraduate nursing education curriculum. The appropriateness 

of the research approach, the rationale for that approach, and participant 

sampling have been discussed. The selection of the Giorgi method of data 

gathering, processing, and analysis has been delineated as the process of 

choice for this study. The importance of the integrity, trustworthiness, and rigor 

in research methodology have been explicated. Finally, the parameter of 

potential study limitations was presented.



CHAPTER 4 

PRESENTATION OF FINDINGS 

In this chapter, the findings of this descriptive phenomenological study are 

presented. Descriptions of the data management and analysis are discussed in 

detail. Information about the coding cycles, and the themes and sub-themes that 

emerged from the data, are provided with defining verbatim participant 

quotations. The evolution of the data management and analysis explicates how 

this study effectually portrayed nursing faculty perceptions of confidence when 

adopting high fidelity simulation in undergraduate nursing education. This 

discussion of findings includes insights on themes and subthemes using 

description of participant narratives, researcher reflections through study 

journaling, and a concluding synthesis statement.

Data Management and Analysis

Data Management

Before beginning the scheduled participant interviews, I determined that I 

would personally transcribe the recordings produced from data collection. As the 

primary researcher, I believed this the most efficacious method to fully immerse 

myself in the data in order to yield the deepest understanding of the phenomena 

of interest. Each digital interview recording was transferred from the recording
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device as an MP3 file to my personal laptop, with an additional copy saved on an 

external hard drive. I then transcribed each digitally taped recording into a Word 

document, which was formatted to facilitate coding (Saldafla, 2012). The Word 

documents were then printed and organized in a binder to facilitate the 

commencement of coding. A copy of each transcribed verbatim interview was 

submitted to my dissertation committee chair. All electronic versions of the 

transcriptions were saved on both my personal laptop and an external hard drive 

and were stored in a locked cabinet in my home office.

Maintaining participant confidentiality during data management was 

accomplished through the use of pseudonyms selected by each participant prior 

to the interview session. These pseudonyms were used as the sole identifiers 

throughout the data management and analysis process. The participants’ actual 

name and contact information were written on their individual demographic 

information forms, and this source was kept in a locked cabinet in my home 

office.

Data Analysis

As previously discussed in Chapter 3, the procedural steps described by 

Giorgi (2009) were used to analyze the transcribed data. As in data collection 

and management, my prevailing attitude for data analysis was continual, 

conscious bracketing and intuiting in order to be immersed in the reality of the 

phenomenon from the participant’s point of view (Giorgi, 2009). For data 

analysis, I used the procedures described by Giorgi (2009) and coding processes
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suggested by Saldana (2012). Each interview recording was transcribed and 

analyzed in the order in which they were given. First and second cycle coding 

(as described by Saldafia) were completed on the first six interviews before the 

following six were completely transcribed.

Three concrete steps and strategies recommended by Giorgi (2009), were 

utilized for descriptive phenomenological data analysis. Personally transcribing 

each participant interview greatly enhanced performing these steps, by allowing 

me as the researcher to be fully immersed in the raw data even before formal 

analysis began. The first step was to read the data to obtain a sense of the 

whole experience from the participants’ words and nonverbal cues. After the 

audio recordings were transcribed, I conducted this first reading of the data, and 

made preliminary jottings of analytic ideas and thoughts, guided by Saldafia’s 

(2012) process. At this time, I also inserted my field notes taken during the 

interview, as well as any journal reflections into the transcription documents.

Following the first reading, the next step was to perform a second reading. 

The purpose of this reading was to situate the participant interviews into units of 

meaning (Giorgi, 2009). I employed both descriptive and in vivo methods for first 

and second cycle coding. Descriptive coding uses a word or short phrase to 

describe the basic topic of a portion of data; in vivo coding uses the verbatim 

words of the participant to describe the phenomenon of interest (Saldafia, 2012). 

Both of these coding methods functioned, during the second reading, to 

concisely capture patterns and similarities within the data (Saldafia, 2012).



The third step was transforming the units of meaning into consistent 

thematic expressions and to synthesize these expressions into a specific 

descriptive structure of the participants’ perceptions, in order to understanding 

why diverse individual perceptions belonged to the same phenomenon (Giorgi, 

2009). This last step involved transforming the meaning units into descriptive 

themes and subthemes of the phenomenon under investigation. Reflective 

thought by the researcher was noted as a key activity during this final step. The 

result was the identification of five themes and eleven subthemes which formed 

the essential structures of perceptions of confidence by nursing faculty when 

adopting high fidelity simulation to teach the art and science of nursing.

The discussion of study issues and review of transcripts, including 

preliminary jottings, coding, and themes/subthemes identification was 

accomplished between the researcher and dissertation committee chair through 

regularly scheduled telephone conferences. The researcher and committee chair 

then thoroughly compared and considered their individual coding results for 

similarities during each conference session, which provided an audit trail and 

peer review, and thus, enhanced the rigor of the subsequent study findings.

Descriptive Phenomenology

As previously detailed in Chapter 3, the descriptive phenomenological 

method was best suited to the purpose of this study. The descriptive 

phenomenological methodology is concerned with describing and analyzing first- 

person experiences, free of unexamined researcher biases, with the goal of



uncovering the essential forms and structures of consciousness as lived by the 

participant (Dowling & Cooney, 2012; Giorgi, 2009; Kleiman, 2005; Smith, 2013). 

The goal of data analysis in descriptive phenomenology is the identification of the 

essence of the phenomenon from the raw data responses, revealing features of 

the lived experience that may be common to individuals who have lived that 

experience (Giorgi, 2009; Kleiman, 2005; Streubert & Carpenter, 2011). This 

lived experience, as described by the study participants, is key in capturing the 

essence of the phenomenon (Giorgi, 2009; Kleiman, 2005; Streubert &

Carpenter, 2011; Wojnar & Swanson, 2015). The purpose of my study was to 

explore nurse faculty perceptions of confidence when adopting high fidelity 

simulation in undergraduate nursing education, and to gain insights on the 

perceptions and experiences of nurse educators on the efficacy of high fidelity 

simulation for teaching both the science and the art of nursing. Integrating high 

fidelity simulation as a teaching strategy requires not only faculty time and 

commitment, but the confidence of faculty in their ability to effectively use it as a 

teaching strategy across nursing curricula. One of the assumptions of my study 

was that nurse educators might not be fully conscious of how their confidence 

using high fidelity simulation was developed over time. This was why I 

determined the descriptive phenomenological approach was a method of 

research inquiry best suited for my study. Interview questions guided the 

participants in verbalizing perceptions, thoughts, opinions, and experiences when 

adopting high fidelity simulation as a teaching strategy. Uncovering the 

essences of each participant’s conscious, lived experiences and finding similar



96

meanings and patterns among a group of participants defined the goal of 

phenomenological research and its suitability for this study.

Discussion of Findings 

The purposive sampling inclusion criteria were met by all participants.

The participants in this study were 12 registered nurses employed for more than 

12 months full-time as nurse educators in the Western and Southeastern United 

States. All participants were nurse educators currently teaching in prelicensure 

nursing programs; six participants teach at universities which confer a 

baccalaureate degree in nursing, and six teach in community college settings 

which confer an associate degree in nursing. Further, the resultant participant 

sample was from ten geographically diverse academic institutions in the Western 

and Southeastern United States. All reported their race as Caucasian. There 

were eleven females (92%) and one male (8%) in the participant sample, which 

approximately reflects the percentage ratio of females to males within the general 

population of registered nurses in the United States (United States Census, 

2013). The mean age of the participant sample was 51.2 years, which is slightly 

younger than the average age of 55 years currently reported for the population of 

nurse educators in the United States (American Association of Colleges of 

Nursing, 2014b). Educational levels among participants were split evenly, six 

participants had earned a master’s in nursing degree (MSN), and six participants 

had either a doctor of nursing practice (DNP) or doctor of philosophy in nursing 

(PhD) degree. Table 1 illustrates the pertinent participant demographics
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collected prior to the interview sessions. Eleven participants possessed one or 

more specialty certifications: Certified Healthcare Simulation Educator (CHSE); 

Certified Nurse Educator (CNE); Family Nurse Practitioner (FNP); Certified 

Critical Care Registered Nurse (CCRN); Registered Nurse, Board Certified (RN- 

BC); or Registered Nurse Certified, Obstetrics (RNC-OB). All participants were 

either formally or informally designated as the simulation coordinators for their 

nursing program, responsible for both designing and running simulation sessions, 

and some instances, for coordinating funding for the simulation equipment and 

laboratory staffing needs.

Table 1

Participant Demographics (N=12)

Demographic___________ N_________Observed Range______M ean_____
Gender

Female
Male

11
1

Age 42 - 58 years 51.2 years

Length of Time as a 
Nurse Educator

4 - 28 years 14.3 years

Education Level
MSN
DNP
PhD

6
5
1

Certifications
CHSE
CNE
FNP
CCRN
RN-BC
RNC-OB

5
4
1
2
1
1
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The result of data analysis was the emergence of five themes: “Bring It 

On!”; Owning It; “A Lot of Acting”; I Can Do This; and The Caring Piece. A total 

of eleven subthemes were discerned. Each theme and subtheme served to 

illuminate the evolution of confidence these nurse educators experienced 

adopting and using high fidelity simulation to teach both the science and the art 

of nursing.

Following is a discussion of these five themes and subthemes, and their 

associated subthemes. Verbatim quotations by participants are used to illustrate 

the themes and subthemes. An outline of themes and subthemes is presented 

below, and a detailed examination and discussion of the narratives follows.

THEMES AND SUBTHEMES

1. “BRING IT ON!”

a. Early adopters, continued champions

b. Loving simulation

2. OWNING IT

a. Becoming proficient

b. Teacher as facilitator

3. “A LOT OF ACTING”

a. Producer and director

b. Pretending

c. Breaking the 4th wall
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4. I CAN DO THIS

a. The confidence braid

b. Keeping it simple

5. THE CARING PIECE

a. Not just a mechanical doll

b. Teaching and giving empathy 

Theme One: “Bring It On!"

The theme “Bring it on!” describes the enthusiasm, eagerness, and 

confidence all of the participants expressed about their involvement with high 

fidelity simulation (HFS). Roxie authored this theme phrase when asked what 

her initial response to HFS was by saying, “Bring it on! I agreed with it, urn, 

thought why not? I was not scared of it.” Most replies were similarly exclamatory 

and fervent when participants were asked not only about their first response to 

HFS, but their continuing dedication to expanding the use of high fidelity 

simulation as a teaching strategy in nursing education. Their accounts painted a 

vivid picture of excitement and passion for high fidelity simulation. Two distinct 

subthemes emerged from this theme: Loving simulation and Early adopters, 

continued champions.

Subtheme: Loving simulation. This subtheme embraced all of zestful, 

eager, and passionate replies by the participants when asked about their initial 

and continued reactions to HFS. Most participants expressed they experienced 

an immediate, positive response to the use of simulation to teach nursing
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curriculum, however, the reasons varied among participants. Lucy stated

explicitly, “My initial reaction was very, very positive, I thought it was awesome.”

She remarked this was because in nursing “a wrong move changes very quickly

not only your life but other people’s lives”; she stated that high fidelity simulation

allowed students to actually practice what they were expected to do with their

patients in clinical. Roxie posited that simulation "would give us an opportunity to

complement clinical in a way that clinical can’t -  with the standardization of it, the

repeated exposure, the urn, whatever kind of patient you want." Pat declared her

affirmative response was after seeing a simulation performed in a conference

setting, explaining,

But the thing with sim and me, was that I went to a conference and saw it 
in action, because if I had just been told simulation -  uh, yeah -  but to see 
it in action, to see students talk about what it meant to them - 1 was 
SOLD.

Judy’s response when asked about her initial response to HFS was grounded in

her background teaching advanced cardiac life support (ACLS): “I was all in, right

from the beginning. I really did not have any hesitation and that really stems

from ACLS. If I were not an ACLS instructor for such a long time, I think I may

not have bought in.” Wildcat and Jean both expressed their love of HFS because

it is fun, innovative, and creative; Jean described this feeling;

And I love it. I think it is so much fun. I love the creativity that you can do 
with it. I have been a nurse for a long time so I think it is wonderful we 
have this tool to use that the students can think critically while they are in 
a safe environment. I love it.
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Although little research has been conducted on faculty attitudes to high 

fidelity simulation, Akhtak-Danesh, Baxter, Valaitis, and Sproul (2009) did identify 

similar enthusiastic responses by faculty in their qualitative study. Themes 

described as Positive enthusiasts and Supporters, were associated with faculty 

responses which fully recognize the benefits of simulation, and perceived few 

barriers to integration into nursing curriculum. While they suggested that a 

positive attitude about simulation enhanced the likelihood of successful 

integration of HFS within nursing programs, these characteristics were not 

associated with a specific faculty attitude, such as confidence. However, the 

nature of the participant responses to simulation in my study might suggest that 

unreserved enthusiasm may be a component which leads to greater confidence 

in implementing simulation into curriculum, as concluded by Chunk when she 

remarked, “You know, I think it is because I LIKE IT, and I think you have to like 

simulation to do it well.”

Subtheme: Early adopters, continuing champions. This subtheme arose 

from both the verbatim portrayals by several participants as “early adopters," as 

well as descriptive phrases which alluded to the participants viewing themselves 

as such. The championship encompassed in this subtheme is associated with 

the current role of all participants as either formal or informal simulation lab 

coordinators or directors, with daily involvement in the planning or 

implementation of simulation in curriculum. Most study participants have been 

involved with simulation for many years, at one or more nursing programs.
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Shelley was the first participant to identify herself as an early adopter in her 

institution:

I instantaneously saw the value in recreating real life environments, but in 
a safe, simulated environment. I was a fairly early adopter of using high 
fidelity sim in our facility . . .  so we have really been using high fidelity sim 
consistently since 2009.

Eve also described her early experiences both adopting and championing

simulation for her nursing program:

So we were really, sort of, early adopters I guess you could say and, urn, it 
was our nurse anesthesia program that really had the funding and got the 
simulators in, and we had to sort of buddy up with those faculty members, 
‘cause we didn’t teach in that program, we taught the ADN students, to 
say ‘Hey, when you’re not using the simulators, can we use the 
simulators?’ . . .  sort of to really get the program, sort of, off its feet. And 
so I was more really excited, but more frustrated, because I had to 
convince other people this would be a good thing to do.

Judy depicted her involvement with simulation as beginning over 10 years ago,

remarking,

It actually started, my experience with simulation started when teaching 
Basic Life Support and Advanced Life Support, and so I think that was one 
of our most humble forms of simulation. And then moving that into the 
skills lab.

While Roxie related her migration over a 17-year period, from graduate student 

to simulation champion, as:

So, I started as a graduate assistant in the late 90s in 1999 right out of my 
master’s program at [redacted], utilizing simulation, and the manikins were 
cumbersome, no, they were very cumbersome, and we had some basic, 
very rudimentary scenarios, more a skills-based focus, high-level task 
trainer, if you will, nothing too specificated. So that’s where I started, urn, 
my interest or experience with simulation. And then when I came to 
[redacted] in 2008, when we began a more structured, simulation 
program, we were just getting a new renovated program out of the box, 
and so there were some teaching opportunities at the graduate assistant 
level, we had some experience prior to my arrival, but in 2008 we had
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some more funding, and we got a Laerdal Sim Man, and he was a little 
more easy then the Meti Man we had before in my graduate program. So 
I think the previous faculty who had done simulation didn’t really like that 
experience, so I hadn’t had that experience and so I was a good one to 
get the manikin out of the box and get going with it.

Another participant, Cleo, characterized his early adoption of simulation as more

of a conversion, in which his unwillingness to give up clinical time to implement

simulation was countered by the realization of the learning potential of simulation

as a strategy. He began by saying,

I’m going to have to say it goes back probably 12 years ago when we 
were first starting to get into using high fidelity . . .  I was one of those that 
was totally against giving up clinical days. Nursing is about dealing with 
people in the hospital, I was not willing to give up any of my clinical days 
to play with a doll.

However, not long after this, Cleo began implementing simulation and he 

experienced the true benefits of simulation to his students. He described it this 

way:

I finally broke down and said okay, we will take one day out of the 
semester to go over [simulation]. And we did and it wasn’t until I was 
working with fourth semester students and we had them running some 
simulations and one of them was a code, just a simple code - and 
watching the students, 4th semester students, fumbling around with a 
simple code. And then we debriefed and we talked about it and 
everything; and then during the preceptor shift, one of the student’s 
patients coded. And all the feedback I got back from the preceptor was 
how well she responded in the situation and so I sat down and talked to 
the student about it and she said, ‘[redacted] it was just like what we did in 
the lab.’ And I was just like, ‘Oh, gosh. Playing with dolls DO [sic] work!’

These participants typify what Rogers (2003) categorized in diffusion of

innovation theory as early adopters. They are innovative, integrated into their

local social system (in this case faculty in a prelicensure nursing program), and

continue to build the respect and influence they have earned as early adopters
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by continuing to champion simulation, through innovation and increased 

ownership of the technique. The characteristics which emerged from theme one 

led to the identification of the second theme in this study.

Theme Two: Owning It

The enthusiasm and ambition that the study participants brought from their 

initial participation in simulation led to perceptions of ownership in their continued 

evolving confidence using simulation as a teaching strategy. The nurse 

educators in my study all described a multi-faceted and continuous educational 

journey to hone their use of high fidelity simulation, and defined what they 

recognized as their distinct role as a teacher utilizing simulation. Eve explained 

her need for simulation training, “I started to seek out those individual training 

things on my own for me to become an expert.” These perceptions of “owning” 

their confidence in simulation through proficiency and their own role as simulation 

teacher shaped the two identified subthemes, Becoming proficient and Teacher 

as facilitator.

Subtheme: Becoming proficient. This theme encompasses the 

educational journey taken by all of the study participants to develop their 

expertise and confidence in successfully planning, designing, and implementing 

high fidelity simulation in their curriculum. Prior to the interview sessions, I asked 

each participant to self-rank their expertise in high fidelity simulation (See 

Appendix C); two-thirds of the groups ranked themselves as “proficient.” As the 

interviews progressed, the data indicated this proficiency was intentionally and
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rigorously pursued. Formal and informal training in simulation theory and

processes, self-initiated participation in online simulation education, attendance

at conferences, and years of practicing the strategy characterized participants’

pathways to proficiency. Levels and types of training varied among participants;

but all expressed an intentionality to develop confidence in their own proficiency,

not only to make the simulation scenarios effective learning devices for

themselves and the students they teach, but to add something to the body of

simulation knowledge as well. Tina explained her informal training was, “On the

job training is what I received, it was mainly on the job, which was fine . . .  this

was how I learned and how I trained my faculty.” Lucy vividly described her

experiences learning simulation as an “apprenticeship”:

There were certain guidelines and urn, it was more of an apprenticeship ... 
So, to me, I am from a small town, and it’s kind of like your dad was a 
plumber, and so you are going to be a plumber, and you kind of walked 
around, you didn’t have the original knowledge but got it through sharing, 
that’s what it was like.

However, most of the study participants reported completing some level of formal

training, through attendance at simulation-focused conferences, national

simulation associations, or vendor-sponsored events. JLo illustrated her ongoing

and comprehensive training:

Initially when we purchased the manikin, I just went to the vendor training, 
which actually was a full immersion, the first training I went to was up in 
[redacted], which is the home base for Laerdal in the United States, and ..  
. as part of the purchase, you get a two or three-day training up there, so 
that was my first real training, going back -  how many years have we 
been here? -  probably 10,12 years ago, at least. Since then, it has been 
vendor training and a lot of conferences, both participating in them, 
presenting at them, helping develop conferences, and just going to them.
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Roxie also described a blend of self-initiated informal and formal training with

faculty colleagues:

It was more tinkering on my own, picking up what I could from the faculty I 
was with. But I would say that when I got forward with my second phase 
of sim, when it began in 2008 when I came on board as a faculty member 
to lead and do curriculum design and that kind of thing, that was much 
more formal, it came out of the industry, our manikin manufacturer 
sponsored a couple days training, I went down to a center and had the 
manikins and reps there to teach us about the manikin functioning. And 
then there was another phase of training where they sent a rep to us, 
which was a larger group of faculty for training on the manikins.

Eve similarly defined her blended training experience:

I really worked with the director of the sim center, and so that's when I 
took, like I did all the online NLN modules in simulation, I started going to 
different conferences, so I started to seek out those individual training 
things on my own for me to become an expert, they weren’t something 
that was part of our faculty development overall... I did it on my own or I 
didn’t do it at all type thing . . .  so that's how I chose to do it.

Although the literature is scarce, several studies supported simulation training,

whether it was formally planned or informally self-initiated, as it increased the

ability of nurse educators to effectively integrate high fidelity simulation both as

an individual teaching technique and as a component of their program curriculum

(Akhtak-Danesh et al., 2009; Harder, Ross, & Paul, 2012; Jansen et al., 2009;

Miller & Bull, 2011). The perceptions of the participants in my study supported

these findings, and also linked greater faculty confidence as an outcome of

evolving proficiency in the use of simulation. Further evidence of this confidence

was suggested by the high proportion of simulation-specific certification in this

study’s participant sample. Forty-two percent of the participants of my sample,

by virtue of their ongoing, rigorous work becoming proficient in simulation have
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successfully earned specific certification as healthcare simulation educators.

Becoming a certified healthcare simulation educator (CHSE) is recognition by the

international Society of Simulation in Healthcare (SSH) of expertise in simulation

knowledge, skills, and accomplishments. To date, this certification has been

granted to only 700 healthcare professionals worldwide (SSH, 2016).

According to several participants, proficiency in simulation, and the

confidence it engenders, was also related to the ability to “speak the language" of

simulation. Judy explained this when asked about her education and training:

I think it makes all the difference if you can speak the language. I think 
there is a language, a jargon, there are firm beliefs in things I value about 
simulation and that comes directly from the education that I received.
100% — directly. Even the little things urn you know attending 
conferences. I think that there is huge value in that. There is value in that 
networking. I think that doing the CHSE. Having the . . .  doing a review 
session, you really get perspective on what is important to people who are 
decision makers in sim. So I think all that is HUGELY influential in my 
confidence and a lot of it is language based. I can speak the language.

Subtheme: Teacher as facilitator. The second subtheme of Teacher as

facilitator, which emerged tangentially to the pursuit of proficiency, involved the

participants’ identification of their role as “teacher” as they gained confidence

within the realm of high fidelity simulation instruction. Most of the participants in

this study immediately defined their role as that of “facilitator." This role was

described as encompassing all of the dynamic interactions between the nurse

educator and the students during simulation instruction. Chunk described her

role as, “W o w . . .  I would say probably facilitator. I ask a lot of questions. I

don’t answer them. I want the student to learn how to answer their [sic] own
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questions.” Jean echoed this perception about enhancing student learning by

facilitation when she said:

Facilitating their learning by turning it around, being there to answer 
questions and guide them but make them think, what is going on? What 
would you do next? Just being there with that knowledge as a backboard 
for students to bounce ideas off of. Make it all work together.

The participants universally described a learning process suggested by

researchers in the area of educational theory, in which the real value of the

knowledge transfer from teacher to student is not solely based upon

comprehension of the subject matter, but substantiated by the learner’s ability to

use the knowledge to make solid, reasoned judgments and actions from that

knowledge (Shulman, 2004). This is accomplished by a transformation,

reflection, and adaptation of the knowledge by the student themselves, where the

teacher acts as guide (Shulman, 2004). Tina described this beautifully as “I am

visible but yet invisible.” Roxie further expanded this idea of guidance,

inventively terming it as being “the guide on the side” throughout every simulation

session:

Then when the learner gets there, it’s about observing the experience, 
seeing how the equipment performs, how the student performs, urn, how 
you perform! Am I just really the guide on the side? And just helping to 
facilitate this experience during the simulation? Hope so. Trying not to 
drive it so it is a different experience from one group of students to the 
next. . .  that it’s tight and, similar in experience as we can make it. Then 
in the debrief side, being the guide on the side, helping the students to 
have some self-realization, providing an opportunity for reflection, be it a 
video playback or a journal-type guided reflection entry that the student’s 
going to do, but really helping to foster and support that learning 
experience.
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The NLN Jeffries simulation theory defines the facilitator as one who responds to

perceived student learning needs by adjusting the simulation scenario in situ,

using the facilitator’s expertise, her or his repertoire of educational strategies,

and the student learning objectives for the simulation to orchestrate the

adjustments (Jeffries, 2016). Cleo described this dynamic interaction with

students, and humorously recounting how he intuits and reacts to what each

student needs from the simulation:

I see myself in the whole simulator type role. In being more of a facilitator 
on guiding them in the right direction to get what I want from them. Putting 
them into situations that will hopefully cause them to be a little 
uncomfortable, okay? But not so uncomfortable that we can’t learn from 
the experience, and I like pushing them. Like I tell my students, I will push 
you until you squeal like a pig and then I’ll push you a little bit more, you 
know, but once you start squealing real loud, I’ll back off.

The statements by participants supported constructs of both current simulation

and educational theory regarding the teacher’s role as a facilitator. Confidence

has been suggested to play an important part in the effective facilitation of

student learning (Harder et al., 2012). Judy validated this when she concluded:

There are a lot of ways to think about what our role is in simulation, so if 
you are asking about how to facilitate . . .  my confidence is increased 
when urn . . .  I am an observer and I don’t feel the need to say anything 
ever if that is the kind of sim I am running.

Theme Three: “A Lot of Acting”

The third theme which arose from the data associated confidence 

adopting simulation with elements of the theater, both for instructors and 

students. Chunk observed, “You know it takes a while for the students to know 

how to talk to a manikin. Like they are a real person. A lot of acting goes into it.”
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The data were replete with theater and performance-driven terms such as 

scripts, direction, cues, roles, staging, modeling, and pretending. This theme 

consists of three subthemes, Producer and director, Pretending, and Breaking 

the 4th wall.

Subtheme: Producer and director. This subtheme emerged with 

participants’ rich descriptions of the multi-faceted role required to create effective 

simulation planning, design, and implementation within the nursing curriculum. 

Participants in both large and small simulation laboratories reported similar 

characteristics in their positions regardless of their job title. JLo stated it 

succinctly when she explained the operation of her large simulation laboratory,

“ . . .  we do a ton of simulations, thoroughly integrated into the curriculum - we do 

everything - we program, we write, we create, we moulage, we do it all.” Eve, in 

a small simulation laboratory, explained her role in a similar vein, “I have certain 

objectives and goals and things . . .  there is simulation in every clinical course ...

I have my finger in everybody’s sims.” The breadth of the role as producer and 

director was often related to available resources, such as funding or staffing 

specifically for simulation. Some study participants functioned as both technical 

and content experts, while others maintained one purpose, either as a content- 

driven creative producer or as the hands-on-technical simulation expert; 

however, all participants spoke in some measure to the complex nature of their 

directing function in simulation sessions. This complexity was associated with 

their confidence in both giving and reading student cues during simulation 

sessions. Judy noted that “learning triggers and cues" were integral to helping
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time to discuss the clinical decisions the students made during the simulation

session. Pat also explained her use of debriefing in response to student cues

ascertained during simulation:

I think for me the students really are clear in how they respond, or don’t 
respond, to the patient’s cues, and not the physical assessment cues, but 
the psychosocial, the verbal cues. So if there’s a really clear disconnect 
there, at debrief we talk about that.

Subtheme: Pretending. Pretending evolved as a subtheme within the 

theme of A lot of acting. The confidence of the participants to navigate through 

the pretense essential to effective simulation developed in two areas, maintaining 

realism in scenarios, and suspending student disbelief enough to achieve 

desirable learning outcomes. All participants reported that maintaining realism 

was important and a significant challenge to their confidence delivering 

simulation scenarios. Pat explained, “I still deal with students who are resistant, 

who verbalize quite clearly this is not real to me, this is not real and I can't make 

it real.” Chunk depicted her perception of confidence to preserve realism this 

way:

I think the realism part is important because I want them to recheck the 
blood pressure every 5 minutes you know every 3 minutes and we have 
all kind of monitors you know big screens above the bed that shows the 
vital signs. And then we can talk about how quickly they change ... you 
know. . .  and they can see i t . . .  I guess it’s the realism the students have 
to buy into though . . .  I think. If they don’t feel that I’m confident, I don’t 
think they are going to be as confident.

Shelley stated emphatically,

The greatest challenge is making it real. And I hate the term ‘pretend,’
‘just pretend’ that the oxygen works when equipment malfunctions, or if we
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don’t have the right supplies, or the right equipment or if the patient isn’t 
moulaged correctly. That is one of my biggest frustrations when it comes 
to simulation.

She overcame some of this frustration by devising strategies to increase the

realism of the scenario through rehearsals prior to the simulation sessions,

changing the appearance of the manikin itself to better reflect the gender or age

involved in the scenarios, and developing greater technical expertise. For Roxie,

evaluating and modifying scenarios consistently was crucial in maintaining the

realism in simulation:

I would say, one thing would be tightening up the scenarios, making them 
as tight as they could be, so that they are efficient, realistic, and I think 
that that came, comes, with time. Those scenarios we created in 08, 
we’re still using, have been modified one hundred times, in the meanwhile. 
Is it still a hypoglycemic, diabetic patient? It sure is, patient named the 
same, he sure is, but the way that scenario is programmed and runs, and 
the equipment that we give the students, all of that has been, it’s under 
constant evaluation.

The second element of the subtheme Pretending involved the confidence

participants had encouraging students to suspend disbelief during their

simulation experiences, in order to maximize the benefits of the scenarios.

Shelley expressed her experience:

So when I see the students vested in the simulation, that becomes more 
valuable for me as far as an educator when they can just jump into the 
simulation right away as opposed to trying to ‘Okay, this is just pretend, 
but I’ll just make the best of it.’ Those that are immediately engaged in the 
simulation are the thing that increases my confidence.

Eve described this as having more to do with guiding the students through the

simulation strategy:

We try really hard, so initially when they are first exposed to it, it’s the 
plastic environment and things look sort of different, and it’s the laughing
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and giggling, and the oh, we’re not going to take this seriously kind of 
thing, and I think you sort of let them have a day where you go, okay, and 
sort of say I’m drawing a line in the sand sort of thing, going forward, these 
are the expectations for professionalism while you’re in here. These are 
your real patients.

Many participants agreed that by urging the suspension of disbelief, particularly 

during scenarios with sensitive content, then it was also a faculty responsibility to 

protect students as well. Pat stressed the importance of confidentiality by saying, 

“I think, [redacted] really oriented us to this, about what happens in sim lab, stays 

in sim lab\ and so at the beginning of every one we say that." Lucy also noted 

this responsibility when dealing with sensitive scenarios, such as those involving 

death and dying:

Some people do go to the very end of the scenario, doesn’t matter how 
many people are upset, I don’t agree with that, and I don't think you would 
see that the Society of Simulation in Healthcare or INACSL would agree 
with that either. You have to think about. If you are asking these people 
to suspend disbelief, and to really buy into what you are doing, you have 
to protect them.

Subtheme: Breaking the 4th wall. Breaking the 4th wall referred to a 

specific theatrical technique in which the actor leaves his or her character and 

speaks directly to the audience; this technique is also known as direct address 

(Brown, 2012). This is based on the concept that a theater has four walls, three 

which confine the actors to the play, and the fourth wall comprised of the 

audience members within the theater. The inference drawn in the data was that 

students in simulation are playing their designated parts in the simulation 

depicting life events, and faculty are directing the action, and can choose to 

either maintain or break the fourth wall. Judy described how she maintained the
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fourth wall in the context of orienting her students to simulation, “We do have to

train them on the principle, fourth wall, that this is real . . .  don’t talk about it; do it

. . .  there is some teaching. We talk about suspension of disbelief.” Shelley also

alluded to insisting on maintaining the fluidity in the four walls:

I don’t teach during the simulation. I will redirect. So I’m not the type of 
person that will stop and talk about this scenario and step out of the room 
and let the scenario continue. When I have met my objectives, I will stop 
and go into the debriefing and then we will debrief. So, during the 
scenario I will direct if I need to . . .  to refocus someone if they are going 
way off on a tangent. Or I will call the scenario, if I cannot pull them back.

However, some participants do elect to break the 4th wall during simulation, to

explore an important “ah-ha” moment that emerged from the scenario. Lucy

described this experience with a student who was caring for a patient who died in

simulation and was faced with telling a relative about the death:

It only got to crying once in a while, but when it did it was so profound 
because it hit them that they were going to have to tell people, and how do 
we do this? And they would come out of character and ask how are we 
going to do this, we have to talk about this and we would.

Eve also spoke of intentionally breaking the 4th wall by stopping the action of the

simulation to discuss a critical point, “It’s like, “Stop - freeze, nobody move,

what’s wrong with this picture? (laughs), or what’s great about this picture? You

know, and then now let’s move forward.” Using this theatrical device emerged

as an important tool for participants to teach both task-driven and the caring

behaviors of nursing practice.

The theme A lot of acting, and its attendant subthemes which analogize

simulation with theatrical techniques and devices, is scarcely mentioned in

nursing research. Only three research articles were found which compared
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simulation to a theatrical production, and examined the benefits of this 

comparison. Paige and Morin (2013) conducted a literature review in which they 

delineated two types of cueing during simulation: conceptual cueing which 

provides instructional support and reality cueing which helps students fully 

interpret their learning objectives during simulation sessions. The use of both 

types of cueing were noted in the participant narratives of my study.

In their white paper, Whitman & Backes (2014) discussed the importance of role 

direction by simulation faculty. They suggested that well-designed simulation 

roles elicit increased student engagement in the simulation and enhanced 

learning outcomes. The descriptions of participants in this study also confirmed 

the importance of faculty as the “director" of the simulation “production.”

An ethnographic study of paramedic simulations revealed that acting 

ability may be the most difficult aspect of simulation learning. Even in the 

presence of well-designed scripting, casting, and rehearsal, the suspension of 

disbelief can be problematic for students (Taylor, 2014). This assertion was 

supported in my study, and was directly related to the confidence with which the 

participants approached the adoption of simulation, as typified by Shelley when 

she explained, “The things that increased my confidence, would be student 

learning and engagement, and their ability to suspend the disbelief that you know 

that this is a plastic doll and can make believe it is a real person.”
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Theme Four: I Can Do This

The data revealed this theme as an important component of faculty 

confidence in the adoption of simulation as teaching strategy for nursing 

education. The theme was described by nurse educators as the realization that 

not only had they embraced simulation, but they were capable and competent to 

effectively achieve the desired student learning objectives of the curriculum. Eve 

illustrated this theme when she related the first time she recognized her 

confidence with simulation, “It really took about the first couple of scenarios for 

me to say, I made the right decision, I can do this - 1 know what I’m doing." This 

theme emerged as the participants noticed they gained confidence in their role 

as simulation educators, and recognized it as an amalgamation of training, 

ownership, performance, and proficiency in simulation as a teaching strategy. 

Wildcat remarked, “I guess I am a quick learner, in the sense of, like if I can do it,

I can reciprocate and do it again.” / can do this was characterized by two 

subthemes, The confidence braid and Keeping it simple.

Subtheme: The confidence braid. Gaining confidence in simulation 

education was described by participants as an integration of their knowledge 

bases as nurses and educators. Roxie brought this theme to life when she 

explained:

The first time I felt confident. . .  I see it as a braid -  the first part is the 
technology bit, is the technology reliable, is it dependable, is the scenario 
tight for what you are trying to say to the students, that’s one piece. The 
next piece comes from repetition, the more you do it the more you can 
anticipate what’s going to happen, not always, but most, and you know 
how to handle it -  if the manikin goes down, well can I make any type of 
meaningful learning experience out of this, and kind of work around it.
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And then, the last piece is the educator piece, the longer you’re in it the 
more comfortable you become.

All participants related their evolving or evolved confidence in simulation as an

interwoven product of technology, repetition, and experience.

Although described in varying degrees, the participants portrayed a

general comfort level with technology as a whole, and that their involvement in

simulation only increased their natural abilities in this area. Shelley illustrated

this when she observed, “So sometimes when we are able to finesse the

technology and suspend the chest movement, for example in our 3-D manikin, so

that they could really listen to lung sounds.” Many participants described

technology as a useful educational tool that requires manipulation by the

educator for best results. Roxie explained this concept:

I think that maybe in nursing ed we get tripped up on technology and it’s 
this thing that it’s just about the technology, and it’s really not! Technology 
is, it’s a way of delivering the information, you know, so, just the same as 
a book, it isn’t anything great unless someone brings that book to life, you 
know, clinicals aren’t great unless someone is helping you . . .  it’s a tool.

The second component of the confidence braid described the confidence

gained through repetition of the simulation scenarios. Repetition, according to

the participants, was the opportunity to perform ongoing evaluation of the

scenario design, structure, and significance to learning outcomes. Judy

beautifully described this process, which for her began in debriefing sessions:

Number one it is a very rich, deep conversation at that moment with them, 
but it also determines how I approach the future. So I learn from listening 
to them. And what worked and what didn’t work. I am analyzing the sim.
I am evaluating the sim. But I am also evaluating their learning. I'm also 
seeing where they are level wise; I am also seeing where they are 
environment wise, what influences they have external and internal. And
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that listening really makes me a better educator. It makes me more 
effective.

Wildcat described the repetition of scenarios as the opportunity to understand 

different student responses, and make adjustments to the scenario based on that 

feedback:

I was concerned about whether, if I would get bored because I was 
running a lot of the same simulations, and then I found that every team of 
students reacts differently, and always has a different response, and that 
was so neat for me - 1 didn’t expect that, I guess.

The third part of the confidence braid was that confidence depended upon

the experience level of the educator. The participants in this study may be

considered as experienced faculty, with an average across the sample of 14.3

years in nursing education. Three important points were noted as they described

their evolving confidence in their experiences as an educator. The first was that

participants depicted their own learning style was crucial to their confidence with

teaching simulation, and Lucy vividly illustrated this:

I thought it [simulation] was awesome, because as I said if I can do it, 
touch it, lick it, smell it, hold it, work it out, I can, I do much better, I very 
much see myself as a puzzle type person, I want to see bits and what it 
means to me.

Tina mirrored this statement when she explained, “I’m a person that, who has to 

look at and play with it and do it - kinesthetic. The words don’t’ mean much to 

me. I mean, I have to experience it.” The second point that was made by 

participants as they discussed their increasing confidence was that, regardless of 

the length of time they had been working with simulation, there was always 

something more left to leam about this innovation. Roxie said it best when she
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emphatically described this ongoing learning process, “Almost debrief yourself 

the same way you debrief the scenario. Being an expert is not a PERIOD.” 

Further, all study participants agreed the initial recognition of their 

confidence in simulation took a span of time they described as a range from 12 

months to 4 years. This time period appeared to be dependent on the number of 

simulations conducted each semester, and the level of integration of simulation 

into their particular nursing program curriculum. The third point noted in the 

educator experience area of the “braid” was that the confidence of the seasoned 

simulation educator allowed for greater flexibility and spontaneity during 

simulation. The words flexibility, on the fly, and tweaking were consistently used 

by participants to describe the modifications, or reinventions, they felt confident 

making as their expertise in simulation increased. Roxie explained the tweaking 

process as identifying what needed to be changed after simulation took place, by 

asking salient questions such as, “Is it the fidelity of the scenario? Is it the pre

brief of the scenario? Was it the debrief, did something come out there that ‘oh, 

THAT’S how that is getting interpreted,” requiring a tweak.’” Other study 

participants echoed Jlo’s method of changing the simulation based on what 

students needed at the moment:

I guess, now, my confidence, as far as the simulations and creating them, 
is very high . . .  I haven't had a lot of time to do a lot of re-programming, so 
we do a lot of the stuff on the fly, we do the majority of it on the fly.

Cleo’s attitude was similar when he explained about making adjustments to

scenarios during simulations in order to provide greater individualization for the

particular group of students involved: “So that is where I got used to just going on
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the fly.” Flexibility may also be associated with having the confidence to react in

the moment to unexpected occurrences in simulation, as described by Chunk,

Now I think I can handle most situations with ease and I don’t still get 
stressed. I used to really get stressed the night before you know about 
what was going to happen, but you know simulation is really on the fly and 
different things happen each day you know.

The analogy of a braid provided essential insights on the dynamic weave of

factors which inspired confidence in the participants delivering simulation as a

learning strategy. The extant nursing literature, while scanty, did speak to

technical expertise (Taplay et al., 2014), time for repeated exposures (Jansen et

al., 2009), and educator knowledge and support (Harder et al., 2012) as

constituents of building confidence utilizing simulation for nursing education.

Subtheme: Keeping it simple. This subtheme described an exciting and

paradoxical outcome of the confidence gained by faculty adopting simulation for

nursing curriculum. Nearly all participants expressed that as their confidence as

simulation educators grew their design and implementation of simulation

scenarios migrated from complexity to simplicity. Participants described their

early experiences in simulation often included too many elements and too much

detail, which tended to confound reaching the scenario’s defined learning

objective. However, as their confidence increased, these participants realized

the need for clear-cut, simple scenario design. Eve described her initial transition

toward simplicity:

I guess initially to feel like I’ve got to use every piece of, every bell and 
whistle that this scenario has in it, and realizing that sometimes you do 
and but most of the time you don’t -  and that’s okay.
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Lucy characterized her experience as, “We start with the rules, and then we can

get a little crazier from there.” Shelley explained, “One of my biggest challenges

early on to grow my confidence in simulation was to basically keep it simple.”

Chunk stressed that she observed greater simplicity enhanced student learning,

Because you know sometimes if it is too complex and you have too many 
objectives, the student is not going to learn. I think the simpler, you know, 
the shorter and let the scenario flow the way the students carry it; they 
learn more.

Roxie related her experience honing and simplifying scenarios to boost realism 

by asking, W hat can we do to make the experience as real as it can be, but also 

eliminating some of that extra stuff, that’s just getting in the way?” And Judy 

associated greater simplicity with her expertise as a simulation educator when 

she reflected, “So I do think that idea of simplification is important, and that is 

probably a way to think about how I have evolved in my development and 

delivery of simulation.” This subtheme was a very strong thread within I can do 

this. Further, this relationship of increased confidence with greater simplicity in 

simulation teaching has not been explored in the literature to date.

Theme Five: The Caring Piece

The final theme, The caring piece, evolved from that part of my study’s 

purpose which explored the connection between faculty confidence and utilizing 

high fidelity simulation to teach the caring art of nursing. All participants 

recognized the connection that linked their confidence to the ability to branch into 

the less task-oriented, caring aspects of nursing practice. Judy remarked, “I think 

that simulation is a fabulous time to have them make connections . . .  not only
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from a pathophysiology medical model/nursing process standpoint, but from a

connection with the interpersonal.” Two subthemes emerged from this theme,

“Not just a mechanical doll” and Teaching and giving empathy.

Subtheme: "Not just a mechanical doll.” In this subtheme, the participants

depicted their successes and difficulties encouraging the development of caring

nursing practices with high fidelity simulation. The participants reported their

confidence in achieving this objective could be challenging when students were

unable to focus on the manikin as a real person. Chunk gave this example:

I had a situation where a student was a mother of a child. She was 
supposed to be the family member being a mother. And she sat 10 feet 
away from the bed, you know, and I had to go in there and say, ‘You 
know, this is your son. He is three years old and he is not breathing. You 
need to go up there and act like he is your son, go touch him, go calm 
him.’ So I think that is where the art is. I’m seeing, you know, we have 
students that memorize things for a test and they don’t know how to go up 
and calm a person.

Shelley described an experience when she observed both success and difficulty

in developing caring behaviors within a single scenario:

I did run a simulation where I had a Mormon patient who, that wanted a 
prayer prior to surgery and it was an interesting response in terms of the 
students not stopping the task to care for the patient the majority of the 
time, but one or two of the students would stop and pray with the patient 
and come up with a prayer. So I can see that some students can see the 
caring part of it much easier while some students cannot get over that it is 
a mechanical doll.

The subtheme Not just a mechanical doll also elicited descriptions in which 

participants stressed the importance of simulation in the intentional development 

of professional identity as a nurse. Judy explained this:
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I think simulation provides the opportunity for students to really think about 
who they are as people, who they are as nurses, who they are in the 
professional world. It helps orient them and situate them -  situational 
awareness.

Eve also illustrated how she encouraged professionalism by becoming the voice

of the patient in simulations:

I can ask a lot of questions as the patient, from interacting with a lot of 
patients in the 27 years I’ve been a nurse, so you know, I’m probably not 
going to ask them something so off the wall, that a patient wouldn’t ask -  
and I tell them that, I say, That’s something that realistically this patient is 
going to say to you.’ Then they get in clinical and they realize, oh my 
gosh, she was exactly right, this is exactly what they are saying, so it gave 
me time to sort think, mmm, how would I frame my answer, and how 
would I frame my answer to the question?

This type of simulation teaching strategy constitutes what nurse researchers

have called formation of professional identity, where nursing students, through

intentional, guided thought and reflection, team to use specific nursing

knowledge to care for the vulnerable, and very real, person they will eventually

face in the hospital bed (Benner et al., 2010).

Subtheme: Teaching and giving empathy. This second subtheme evolved

from participant experiences intentionally teaching and giving back empathy to

encourage and build upon the development of the inherent caring behaviors

desirable in professional nursing. Study participants verbalized that teaching

empathy was deeply enmeshed in the empathy demonstrated by the nurse

educators themselves. Lucy described her reaction to students who were openly

emotional following a particularly sensitive scenario, “If people started crying, we

stopped the scenario, and immediately went to debrief. Because the point was to
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have empathy and an epiphany, it was not torture.” Judy told of intentionally role

modeling the empathy she brought to her own nursing practice:

So I always find myself with my hand on the patient. . .  touching the 
patient and I even talk a little bit as we do things, while I am accessing [an 
intravenous line], I am touching their arm, and that touch is something the 
students have picked up on. I think that how we engage in that simulated 
environment with them, they’re watching every little thing we do. So I am 
always very intentional with those little moments and I will intentionally 
embed them, because I think it is one way to show them caring and to 
make sure that it is on their radar.

Jean also spoke of this empathetic knowledge transfer involving touch .

Well, it’s so funny. I am so hands on when I am working as a nurse. So, 
when I was helping in the skills lab in the fall, I was standing there next to 
the manikin and it’s my habit reach over and take their hand. Hold their 
hand, rubbing their arm. One of the students noticed and said you are 
actually treating this like a real person and I said you have to do that. You 
have to put yourself in that mindset.

The idea of teaching empathy and compassion, and the role these qualities play

in the realities of nursing practice, was also described by Lucy, when she related

this story of a home health simulation, and being faced with dealing with student

emotions as they contemplate their own responses as nurses:

You talk about emotions during a simulation? We had one scenario, that 
several of them would get emotional, but one that really sticks out in my 
mind was that we turned the lab into a home, we bring in a recliner, and 
we bring in little rugs, and there were two that we would do, one was an 
assessment and a follow-up, and we had like, plastic cockroaches in the 
bed with the patient because we wanted them to figure out about that.
And some of them would squeal when they turned back the covers, 
because, like plastic cockroaches they do look real. Afterwards in 
debriefing, because these were homecare scenarios for senior students, 
after the initial squeal, they would come back in, they were so awesome, 
go right back into form and they would go, ‘Oh, I see a little something, let 
me get this away from you’, or ‘Do you have a lot of bugs at your house?’ 
And to try and talk about the end on debrief they would get so upset, and 
say, ‘I don’t know what I’m going to do, it’s just dawning on me that this 
could happen,’ and we would have really good conversations about that.
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Chunk vividly described a similar experience:

Sometimes a situation comes up . . .  like for instance if I have a patient 
with a lung cancer and so now I throw in there [saying] ‘Am I going to die?’ 
If I’m the patient and I want the student to be able to respond to a patient 
asking ‘Am I going to die?’ And I first they start saying ‘Oh, no, no, you 
are not going to die.’ And we talk about that, and I ask, ‘Is that how you 
answer a patient question like that using therapeutic communication?’
And they say, ‘No’ and I say, ‘Ok, let’s talk about a better way to respond 
to ‘Am I going to die’?’

These experiences emphasized the powerful role of nursing faculty in

transferring the concept of caring to nursing students, and the required

confidence with simulation to effectively teach the art of nursing. These

narratives stressed the need for faculty to assess the potential for emotional risk

in the simulation scenarios, to protect the emotional security of students during

and after the sessions, and to role model the empathy they are hoping to develop

in students throughout their nursing education. As Jean remarked, “When you

show compassion to them, I think that translates to what they are seeing in the

skills lab and in the clinical and everything too.”

There were, however, some concerns expressed about the ability to teach

empathetic or caring responses using high fidelity simulation. JLo questioned

whether empathy could be intentionally taught, saying, “But I think caring

behaviors are very hard to teach . . .  other than to constantly role model it,” and

Roxie articulated fears that intentionality about caring was not being built into

scenarios enough when she said, “I don’t know that we do that very well...

making sure that the thread of caring is there.”
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Most participants viewed this "caring piece” to be a relatively untapped 

area for growth in simulation for nursing education. The literature was limited on 

the concept of intentionally teaching empathy or caring using high fidelity 

simulation. Studies were found which focused on enhancing empathy in nursing 

students, presented in the context of providing end of life care simulation 

teaching (Smith-Stoner, 2009; Venkatasalu, Kelleher, & Shao, 2015), however, 

there is a general paucity of research on intentionally teaching empathy for 

foundational, prelicensure nursing students using high fidelity simulation.

Synthesis Statement 

The data revealed numerous consistencies in the perceptions and 

experiences of participants describing the evolution of their confidence adopting 

high fidelity simulation to teach the art and science of nursing to prelicensure 

nursing students. The findings were congruent with the conceptual framework 

designed for this study. Participant descriptions of adoption and continued 

championship of simulation were consistent with Rogers’ innovation-decision 

process (2003) as delineated in Chapter 3. Further, the majority of the nurse 

educators in this study defined their role as teacher in simulation as a facilitator, 

which conformed exactly with the role of the facilitator as defined in the 

NLN/Jeffries simulation theory. The data revealed themes that inferred 

confidence adopting simulation is a marriage of internally-driven components and 

externally manifested elements.
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The internally-driven components were apparent in participants' rich 

descriptions of enthusiasm and love for simulation as a teaching strategy, and 

how this positive approach helped increase their confidence using it effectively. 

Further, participants strongly expressed the sense of ownership they felt about 

their simulation program and its success in preparing student nurses for eventual 

entry into practice. The participants clearly explained the need for specific 

training in simulation teaching, and their similar journeys to proficiency through 

both informal, self-paced training as well as the intensive formal training offered 

by vendors and simulation organizations. The nurse educators in this study 

described the realization of their earned proficiency and were able to vividly 

portray the combination of technological know-how, time, and simulation 

experiences which gave rise to the expertise which best benefits students.

There were three external elements manifested consistently by study 

participants which marked their confidence with simulation education. First, the 

nurse educators in my study understood the importance of simplicity in simulation 

delivery as a key factor in achieving defined student learning objectives. Second, 

participants illustrated that their growing confidence accounted for their enhanced 

ability to playact, to become part of the simulation experience in order to help 

students reach the desired learning goals. Finally, participants realized that with 

confidence in implementing high fidelity simulation came the added awareness of 

the importance of intentionally teaching the caring art of nursing within the 

design, planning, and implementation of simulation scenarios.
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The nurse simulation educators in this study also acknowledged the 

volume of hard work required to develop their confidence and personal expertise, 

to garner support from colleagues and academic administrators in order to 

sustain the simulation program, and to effectively teach simulations on a day-to- 

day basis. They depicted their satisfaction and joy when they not only observed, 

but knew that student learning had taken place, and that they were an integral 

part in educating a future generation of nurses. Simulation, as presented in the 

participant’s own words, was fervently communicated as an exciting, interactive 

strategy with limitless creative possibilities for nursing education.

Summary

This chapter presented the research findings of this study. It detailed the 

processes used for data management and data analysis, and included 

discussion of the study findings, describing the five themes, with substantiating 

verbatim quotations from the participants. The themes were “Bring It On!”; 

Owning It; “A Lot of Acting”; I Can Do This; and The Caring Piece. Eleven 

subthemes were identified that supported these themes, and were fully 

explicated. Finally, a synthesis statement was offered to summarize study 

findings.



CHAPTER 5

DATA SYNTHESIS, CONCLUSIONS, RECOMMENDATIONS

This chapter presents a discussion of the synthesis of the study data, the 

conclusions drawn from the participant narratives, and recommendations for their 

use in nursing education. The significance of the study to the body of nursing 

research is described, and recommendations for further research are offered.

The researcher’s final reflections conclude the chapter.

Data Synthesis

The phenomena of interest for my study were the perceptions of faculty 

confidence when adopting high fidelity simulation for undergraduate nursing 

education. The research question for this study was: What are the perceptions 

and experiences of undergraduate nursing faculty concerning their confidence 

when adopting high fidelity simulation for teaching both the science and the art of 

professional nursing? The perceptions and experiences described by the study 

participants comprehensively answered the research question, emerging into the 

five distinct themes: “Bring It On!’’; Owning It; "A Lot of Acting”; I Can Do This; 

and The Caring Piece.

The nurse educators who participated in this study shared vibrant lived 

experiences about developing and increasing the confidence to effectively plan, 

design, and implement high fidelity simulation as a teaching strategy within their

129
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nursing curriculum. Despite a diversity of locations and nursing program types, 

the study participants enthusiastically described parallel journeys to confidence in 

applying simulation into both their nursing curricula and personal teaching style. 

These lived experiences served to clearly delineate the phenomenological 

structures of the study’s phenomena of interest.

A synthesis of the themes and subthemes derived from the data suggests 

that increasing confidence in the use of high fidelity simulation is both 

intrinsically, intentionally obtained and extrinsically manifested in consistent 

aspects. The first theme, “Bring it on!" revealed participant characteristics of 

enthusiasm, creativity, and openness to innovation. They vividly described their 

excitement learning about and being given the opportunity to work with high 

fidelity simulation. Participants related stories of overcoming difficulties being 

early adopters of simulation, of literally getting the simulation equipment, as 

Roxie put it, “out of the box” and eventually, in some cases over many years, 

integrating simulation throughout their nursing program curriculum. The 

participants in this study literally love simulation as a strategy for educating 

nursing students to be more comprehensively prepared for the volatile and 

demanding healthcare environment they will enter as novice nurses.

When they spoke of how they expanded both their confidence and 

competency as educators using simulation in the theme Owning it, participants 

proudly described their highly planned and very deliberate continued education in 

high fidelity simulation. This included acquiring the knowledge of all areas of 

simulation theory, design, implementation and evaluation. All of these nurse
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educators spent countless hours learning and developing their expertise with 

simulation through formal and informal training, conferences, researching and 

writing scenarios, achieving specialized certification, and by facilitating students 

through session upon session of simulations. The participants described the 

abilities gained through confidence in simulation in the themes “A lot of acting” 

and I can do this. In “A lot of acting" participants recounted the comfort with 

which they used techniques of the theater to achieve their student learning 

objectives. The narratives were replete with thespian wording and actions. The 

nurse educators spoke of their responsibilities producing and directing 

simulations, of encouraging students to effectively suspend their disbelief and 

enter the realism of simulation to rehearse their developing roles as registered 

nurses, and utilizing a theatrical device to promote specific learning, to fully 

maximize teachable moments during simulation.

The epiphanies depicted in the theme I can do this captured when 

participants became fully aware of their confidence utilizing high fidelity 

simulation, and their ability to effortlessly manipulate it as a technique to achieve 

student learning outcomes. They acknowledged their expertise, and yet they 

maintained that there was still much left for them to learn as simulation 

educators. Within this theme, confidence was reported as a weave of 

technological know-how, repetition, constant evaluation, and experience gained 

over time. The participants specified that the journey to perceived confidence 

ranged from 12 months to 4 years. Further, the recognition of their confidence in 

simulation educational strategy also meant they could rapidly adjust scenarios to
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individualize and fully meet students’ learning needs. As Cleo and several others 

described it, doing simulations “on the fly.” Additionally, the realization of 

confidence conveyed by participants in I can do this was that simplicity, rather 

than complexity, in simulation scenario development was the key to effective high 

fidelity simulation student learning.

The final theme of my study was The caring piece, in which participants 

eloquently explored their perceptions and experiences of confidence utilizing high 

fidelity simulation to specifically teach the caring art of nursing. The nurse 

educators told stories of their successes and difficulties utilizing simulation to 

stimulate development of their student’s professional identity as nurses. This 

was accomplished in part by faculty setting specific expectations for student 

professionalism and, in Eve’s words becoming, “the voice of the patient.” 

Participants spoke of using caring practices from their own experiences as 

nurses during scenarios to model caring behaviors, particularly in how to 

establish therapeutic relationships, the use of caring touch, and modeling the 

empathetic responses appropriate to the art of nursing.

The clarity and power of the participant narratives more than adequately 

addressed the research question of my study. The enthusiasm and zeal which 

these nurse educators bring to their simulation education programs was 

abundantly evident. The parallel course of each participant’s journey to 

confidence adopting and utilizing simulation provided valuable insights on 

recommendations for both nursing education and further research.
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The conceptual framework for this study, the NLN/Jeffries simulation 

theory (NJST), and the diffusion of innovations theory (Dol) were supported by 

the data narratives. The NJST describes the facilitator-participant relationship as 

a “dynamic interaction” (p. 41) in which “the facilitator responds to emerging 

participant needs during the simulation experience by adjusting educational 

strategies” (Jeffries, 2016, p. 41). Participants in this study consistently 

identified their role as teacher in simulation as a facilitator, and their interactions 

with students were depicted as individualized and dynamic. Further, they 

described that as their confidence in utilizing simulation increased so did their 

ability to employ the array of educational strategies they had amassed, 

throughout specific training as simulation educators, to make adjustments to 

simulation sessions, both during the scenarios themselves, and later, when the 

simulation sessions were evaluated for alignment with course and curriculum 

objectives.

The descriptions recounted in the participant narratives conformed to the 

elements of the Dol theory innovation-decision process, which defines the 

progression of how innovation is adopted, rejected, or reinvented by individuals 

in a social system. Many of the nurse educators in my study identified 

themselves as early adopters of simulation as an innovation in nursing education. 

Further, all participants described their wholehearted and continued 

championship of high fidelity simulation within their nursing programs. The 

innovation-decision process also delineates that the continuum of the adoption of 

an innovation might include reinvention, which describes the degree to which an
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innovation is changed or modified by an individual in the process of adoption and 

implementation through the social system (Rogers, 2003). Reinvention occurs 

when there is a high degree of expressed ownership in the innovation, and the 

innovation can be implemented as tool with broad applications in its setting 

(Rogers, 2003). Ownership and adaptation of the innovation was strongly 

correlated in my study data. High fidelity simulation, the innovation in my study, 

engendered a very high degree of ownership by the participants, who also 

described adapting creative modifications or reinvention, within their simulation 

programs to achieve desirable student learning objectives.

The rich descriptions provided by the participants on the evolution of their 

confidence adopting and utilizing high fidelity simulation supported the available 

extant research focusing specifically on faculty experiences within simulation 

education. The themes identified in this study were congruent with the three 

categories of findings discussed in Chapter 2: time concerns, administrative 

support, and, particularly, faculty motivation. Time, though suggested in the 

research as either a barrier or concern (Jones & Hegge, 2008; Nehring &

Lashley, 2004), was described in my study as an essential component of 

participants’ increased confidence in using high fidelity simulation. The second 

category, administrative support, was described in the literature as an important 

element in faculty adoption of high fidelity simulation in nursing curricula (Jansen 

et al., 2009; King et al., 2008). Although the nurse educators in my study did not 

specifically discuss the importance of administrative support, the commitment of 

administrative resources was implied, as all participants taught with high fidelity
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simulation in funded campus-based simulation laboratory settings. It is in the 

third category of existing research, faculty motivation, that the synthesis of data 

findings for this study provide congruent support. Findings in the literature 

stressed the importance of faculty confidence using simulation, and my study 

corroborates this assertion, especially in reinforcing the findings of Davis’ (2012) 

mixed methods study, in which confidence emerged as the greatest predictive 

factor for faculty satisfaction in student outcomes using simulation.

Significance of the Study 

The purpose of this descriptive phenomenological qualitative study was to 

explore nurse faculty perceptions of confidence when adopting high fidelity 

simulation in undergraduate nursing education. Focus was upon the experiences 

which have influenced faculty confidence levels in adopting high fidelity 

simulation to teach both the science and art of nursing. Using the 

phenomenological approach, the nurse educator participants were able to 

describe their lived experiences building confidence using high fidelity simulation 

in nursing curriculum, to teach both the science and the caring art of nursing 

practice. Through the documentation of the narratives given by these nurse 

educators, current extant research focusing on simulation nurse educators was 

validated, and new areas for investigation uncovered. Further, the themes that 

were identified illuminated insights and thoughts on the potential high fidelity 

simulation holds for nursing education in the future.
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As previously discussed, there has been a call for significant and radical 

transformation in nursing education in order to attain higher quality and safety in 

patient care through a more well-prepared and professional nursing workforce 

(Benner et al., 2010; Disch, Barnsteiner, & McGuinn, 2013; IOM, 2010). This 

call gave rise to innovations in nursing curricula that resonant more appropriately 

with the needs of current generation nursing students and, more importantly, the 

healthcare environment in which they will begin their careers (Benner et al.,

2010; Gore et al., 2012). Nurse educators have taken the challenge of blending 

the use of innovations to teach skill competencies while still guiding students 

toward nursing’s traditional role of caring and advocacy. These innovations are 

critical as nursing education faces the challenges of faculty shortage, declines in 

clinical practicum settings, and the safety issues posed by direct student-patient 

care on increasingly high-acuity, hospitalized individuals (Kardong-Edgren et al., 

2012; NLN, 2015; Weaver, 2011).

High fidelity simulation has emerged as an educational innovation that can 

meet both the call for changes in professional education and the preparatory 

needs of future nurses (Hayden, 2010; Kardong-Edgren et al., 2012). This has 

been supported by a plethora of nursing research which supports the benefits of 

high fidelity simulation for nursing students in achieving desirable student 

learning objectives which result in more fully prepared novice nurses (Bambini et 

al., 2009; Benner et al., 2010; Blum et al., 2010; Gore et al., 2012; Hayden, 2010; 

Jeffries, 2007, 2016; NLN, 2003). Yet, with all of the suggested student 

advantages of using high fidelity simulation in nursing education, there remained
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many unanswered questions in the literature about the faculty experience as a 

simulation educator. Sparse research suggested that confidence might be linked 

to the ability of faculty to use high fidelity simulation to its fullest advantage 

(Davis, 2012; Harder et al., 2012; Jansen et al., 2009). Further, I believe that 

nurse educators need to be confident in their use of high fidelity simulation as a 

strategy not only to teach science-driven nursing content, but also the caring 

actions required for initiating and sustaining therapeutic patient relationships.

Discovering how the nurse educator achieves confidence using high 

fidelity simulation to teach both the science and the caring art of nursing seemed 

integral to understanding the full range of the advantages of simulation as an 

innovation in nursing education. To date, the perceptions of faculty confidence 

adopting high fidelity simulation as a teaching strategy had not been specifically 

studied, although nurse educators have been solely charged with planning, 

designing, and effectively implementing this innovation into their curriculum 

(Hayden, 2010; Kardong-Edgren et al., 2012; NLN, 2009). This study was 

significant because the findings have addressed a substantial gap in the 

literature regarding the importance of faculty confidence plays in the integration 

of high fidelity simulation in nursing education, presented in the words of nursing 

simulation educators themselves.

The journey to confidence adopting high fidelity simulation was richly 

described in the interview narratives as a combination of both intrinsic 

characteristics and extrinsic manifestations. The intrinsic personal 

characteristics exhibited by these individuals were enthusiasm, engagement, and



commitment to what they term as “sim,” as it related to providing excellence in 

nursing curriculum. They described an openness to innovation which allowed 

them to be creative, to reinvent the technology of simulation to best suit their 

own, and the students’ needs. Participants vividly illustrated the satisfaction they 

felt when they recognized their confidence was strong enough to be flexible, to 

run simulations “on the fly.” The passion they felt for their simulation scenarios 

was infectious; they painted a picture for the researcher to grasp the potential of 

high fidelity simulation for nursing education through their eyes, as an exciting 

and limitless method to prepare nursing students for the realities of nursing 

practice.

The extrinsic manifestations displayed by participants described to 

intentionally build confidence were both impressive in scope and surprisingly 

consistent experiences throughout the study sample. These nurse educators 

portrayed the intentionality of their early adoption and championship of simulation 

within their own academic setting, of their enjoyment in being the “go-to” 

simulation expert, either formally or informally. They recounted a substantial 

dedication to maintaining and increasing their ownership and proficiency in 

simulation through ongoing education, and through active involvement in 

professional associations and networking pursuits. All participants strongly 

acknowledged the importance of their role as facilitators during simulation, and 

explicated that their confidence allowed them to act as the voice of the patient, so 

students could effectively enter into the “reality” of practicing excellent nursing



139

care. They told stories of role modeling their own nursing practices, so that 

students could embrace the caring behaviors that would define their developing 

professional identities as nurses.

Understanding the characteristics of evolving confidence adopting 

simulation, and the activities they generate to sustain an integrated high fidelity 

nursing simulation program, defined the significance of the findings of my study. 

While understanding the acknowledged best practices for teaching with high 

fidelity simulation is essential, possessing the confidence to fully utilize those 

best practices is vital to unlocking the full potential of this innovation as a 

teaching and learning strategy. The proliferation of high fidelity simulation in 

nursing education made examining this phenomenon a significant research goal. 

This study explored, analyzed, and synthesized the perceptions and lived 

experiences which have been encountered by nursing faculty as they built their 

confidence adopting high fidelity simulation as a specific nursing education 

strategy. Further, I believe the findings have uncovered new knowledge, 

supported extant research, and suggested several areas for future study.

Implications and Recommendations for Nursing Education 

The consistency of the perceptions and experiences described in my 

study findings suggest that implications and recommendations for nursing 

education arising from these findings are both universal and feasible. The main 

implication for nursing education is that confidence is a key factor in both faculty 

adoption of high fidelity simulation, and in the process of maintaining an
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integrated, outcome-specific simulation program within nursing curriculum. 

Understanding the components of building confidence, and the time required to 

achieve it, is of value not only to nurse educators who are new to simulation, but 

for faculty already engaged in simulation, who may be unsure of how to increase 

their confidence in the simulation process. Further, for those engaged in 

designing professional development for nurse faculty may also benefit from the 

insights on increasing confidence from the simulation training resources 

explicated in this study.

Another implication for nursing education is that confidence in adopting 

and implementing simulation is a blend of intrinsic personal characteristics and 

extrinsically manifested attributes. The qualities of enthusiasm, openness, 

curiosity, and dedication required to achieve simulation expertise were evident in 

the verbalizations and affects of all the participants of this study, suggesting 

these qualities may have contributed to evolving confidence implementing 

simulation as a strategy within their individual teaching styles. It is also 

suggested that these characteristics should be considered by nurse educators 

considering involvement in simulation, or when selecting simulation laboratory 

team members.

Other important recommendations for integrating high fidelity simulation 

into nursing education curriculum were gleaned from this study. The crucial 

importance of simulation-specific faculty education verbalized in the participants’ 

narratives underscores the need for a standardized rubric-based training model 

for simulation faculty to follow in their academic settings. Simulation laboratories
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represent a significant and ongoing financial commitment for academic 

institutions, and comprehensive training of simulation faculty was suggested by 

the findings to be vital to the success of the simulation program.

Another recommendation stemmed from the strong thread that simulation 

faculty must possess the confidence to keep simulation scenarios simple to best 

achieve desired student outcomes. Study findings strongly suggested that 

simulation program scenarios should be regularly evaluated and consistently 

updated to assure adherence to course objectives and desirable learning 

outcomes. The study findings also clearly advocated providing emotional 

protection for students in all phases of the simulation sessions. This requires 

considering the student body demographics and backgrounds when planning 

strategies for dealing with individual reactions to potentially emotional or sensitive 

simulation scenario content. A final and important recommendation for nursing 

education generated from study findings was to increase the inclusion of caring- 

specific scenarios into simulation curriculum. Participants articulated the 

valuable potential for using high fidelity simulation to intentionally teach empathy 

and caring behaviors, however, this is an area that has not been fully explored in 

the research nor intentionally integrated into nursing simulation curriculum.

Implications and Recommendations for Future Research 

There exists a general paucity of nursing faculty-focused high fidelity 

simulation research. There are many gaps in the literature waiting to be filled, 

thus recommendations for future research in this area are abundant. Future
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simulation from the perspective of personality type and demographics. Further, it 

seems apparent that research and development of standardized training 

methodologies and evaluation tools for nursing simulation educators requires 

additional investigation so that high fidelity simulation may be taught more 

consistently across nursing programs. The art of acting and the use of theatrical 

techniques in high fidelity simulation is a research area that has been virtually 

unexplored, but was so richly described by my study participants that I feel it 

could be an important phenomenon to examine. And finally, but certainly not 

least in importance, is that future research must include inquiry into the 

intentional teaching of empathy and caring behaviors utilizing high fidelity 

simulation. Nursing students require an outlet to practice becoming caring 

nurses and advocates, to try on the mantle of their developing professional 

identity, and high fidelity simulation is an excellent venue to explore for this 

purpose.

Researcher’s Final Reflections 

Over the past 20 years, I have loved being a nurse, but I am never as 

happy as when I am teaching the science and art of my beloved profession to 

eager, dedicated, and passionate prelicensure students in the simulation lab. I 

also deeply believe that high fidelity simulation is a fabulous tool which allows 

students to “practice” being real nurses. However, it is also tool that requires 

commitment by faculty in order to be confident enough to experiment, to stretch
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their simulation know-how, in order to more effectively prepare nursing students 

for future practice in the very real world of healthcare delivery. When I reflect 

upon this dissertation study and my interaction with the participants, I feel the 

same enthusiasm, excitement, and joy expressed by these nurse educators as 

they shared their experiences teaching nursing students using simulation, and 

described their satisfaction in the confidence they had worked so hard to 

achieve. I have learned so much from listening to them. Their words and 

feelings have been a revelation, and validation, for me as a nursing simulation 

educator, and it is my hope that what has been revealed in this study will give 

insights and ideas to my simulation colleagues to further improve the utilization of 

this strategy as we prepare a new generation of nurses for practice.

Summary

This chapter offered a synthesis of the themes and subthemes which 

emerged in this study of faculty confidence when adopting high fidelity simulation 

for prelicensure nursing education. Implications specific to nursing education 

were presented, and recommendations for future research were posited. The 

researcher’s final reflections concluded this chapter.
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NURSE EDUCATORS -  
PLEASE SHARE YOUR EXPERIENCES!

You are invited to participate in my doctoral* research study which will 

explore nurse faculty perceptions of confidence when adopting high fidelity 

simulation in undergraduate nursing education. If you are a full or part-time 

nurse educator, with at least 12 months of undergraduate teaching experience 

and use high fidelity simulation as a component of your program curricula, your 

expertise is needed to understand the experiences which have influenced your 

confidence using simulation to teach both the science and the art of nursing.

You will be asked to participate in a 60 to 90 minute interview which will be 

audiotaped. Personal information will not be included in the transcription of the 

audio recording. Interviews will take place in a private, quiet location which is 

convenient for you. If you are interested please contact:

Katherine Magee, RN, MSN at 770-354-7898 or email me at 

Katherine.Morena.Magee@live.mercer.edu 

‘ Dissertation research title: Faculty Perceptions of Confidence when Adopting 

High Fidelity Simulation for Undergraduate Nursing Education: A 

Phenomenological Analysis

mailto:Katherine.Morena.Magee@live.mercer.edu
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Demographic Information
Pseudonym
Name
Contact Information Email

Phone
Gender
Age
Race/Ethnicity

Highest education level
Nursing-related certifications
Institution of Employment
Faculty Title

Years as a Nurse Educator
Level of Experience with HFS Novice

Advanced Beginner
Proficient
Expert
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The following interview questions, and follow-up probes, were used to guide the flow of 
the sessions and to focus the interviews on pertinent topics. Depending on the 
participant responses, all questions were or were not explicitly asked.

The basic demographic information consisted of: (1) age; (2) gender; (3)

race or ethnicity; (4) highest educational level achieved; (5) certifications

obtained; (6) type of nursing program and degree conferred; (7) years teaching in

nursing education; and (8) self-ranked experience level using HFS. These

queries were asked in the initial few minutes of the interview, and noted on the

demographic sheet (see Appendix C) and in my individual interview notes. The

interviews continued with the following open-ended and probing questions:

1. Please tell me about your experiences using high fidelity simulation in 

teaching undergraduate students.

a. Tell me about your initial response when you were presented with 

high fidelity simulation as a new teaching strategy.

b. Describe the type of training you received in the use of high fidelity 

simulation.

c. Describe how comfortable you are with “technology” in general?

2. Share with me the level or degree of confidence you have now in using 

high fidelity simulation. Describe the first time or situation when you 

realized you were confident in using simulation in your teaching role.

a. What or who contributed to your increase (or decrease) in your 

level or degree of confidence?

b. What do you believe should be done to help new nurse educators 

gain confidence in teaching with high fidelity simulation?
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c. How did the education or training you received (if training was 

provided) affect your confidence in using high fidelity simulation?

3. What is the role of the teacher when using high fidelity simulation?

4. Please describe to me anything you modified from your original training in 

high fidelity simulation which made the simulation session easier for you to 

teach.

a. When did you realize you were confident modifying scenarios to 

better achieve student learning objectives?

b. Describe how you would modify scenarios as you became more 

confident teaching with simulation.

5. Share with me the challenges you encountered in teaching with high 

fidelity simulation.

6. Describe how high fidelity simulation can be used in teaching both the 

science and the caring art of nursing.

a. What has been your experience in synthesizing high fidelity 

simulation with direct patient care clinical instruction?

b. Could you describe how your confidence in teaching with HFS 

helped you to handle emotional responses by students when 

participating in a sensitive simulation scenario?
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7. Please share any other perceptions, additional experiences, or comments 

you have about your confidence when you were adopting HFS into the 

nursing program curricula or now in teaching with high fidelity simulation. 

Are there any additional “signature” experiences you would like to share 

when your confidence as a simulation instructor was best exemplified?


