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Attachment C

Barriers to participation in simulated learning by undergraduate students. 
CPN: Barwon South West Region
1. Background

The using simulation for multidisciplinary learning opportunities project commenced at Western District Health Service (WDHS) on the 1st June 2012 with the appointment of a Simulated Learning Coordinator for two days a week. The target audience was undergraduate students of all health disciplines.  Our goal was to provide one simulated education session per month suitable for interdisciplinary staff.  
2. Problem / Drivers 

We experienced much difficulty in engaging medical and allied health students or staff to attend.  Despite talking to them personally several times in the lead up to the session, they often didn’t turn up on the day.  

Another issue was debriefing sessions were often very quiet as the undergraduate students, especially those from nursing, had so little clinical experience and even lectures/theory on the subject that they really couldn’t offer much feedback.

3. Arriving at a solution 

Improving engagement
It became apparent very early on through written feedback forms that the bigger the group the more intimidating and less conducive to good learning.   The nursing staff appreciated when medical staff or students were there so they could interact with them on a professional level. Medical student clinical educators were asked to roster the students to attend.  This worked for a couple of sessions but still participation rates were very low.  

How to facilitate a more satisfying/learning debriefing session? 
Several comments made in feedback was that they would like to see the session done ‘right’, that is, the correct way, as always the session had some errors through it due to student’s lack of knowledge, confidence.  Towards the end of the project a simulation of the ‘right way’ was run to demonstrate the correct procedure for undertaking skills and managing the situation.
4. Implementation process
The sessions were kept small, only those participating or having a role were targeted to attend. The sessions were not made open to everyone.  The clinical educators were informed and encouraged to roster their students to attend and advise the Coordinator of numbers so that a plan could be developed for the scenario.  Feedback was more positive – not so intimidating, enjoyable and more learning achieved within the smaller groups. 
The Coordinator contacted the allied health manager and asked when there were undergraduate students attending WDHS – 2 students only (one OT and one physio overlapping placement).  A session applicable to allied health was organised for that time.  There was no educator for allied health staff within the region.
To maximise the learning opportunities with debriefing, after the students had had their discussion, suggestions were made by the coordinator about what they potentially could do, or think about for next time.  For example, if a diabetic patient is vomiting, confused, and feels sick, they could potentially do a blood sugar level first, rather than ring the doctor and ask for an antiemetic.
5. Outcomes
Due to these difficulties we did not meet our target of one interprofessional session per month. A total of six sessions were run. However many more sessions were run, where only one discipline participated, using simulated learning.  If attendance is to be encouraged, compulsory participation needs to be incorporated into the universities’ curriculum.  This was discussed with the university representatives on the steering group.  However, students are currently required to complete a certain number of hours on clinical placement dealing with real patients, and not in simulation, which they do at university already.
6. Barriers 

Barriers to the project included:

· poor participation by disciplines other than nursing;
· remote and rural location, travel time for people attending from elsewhere, 1-2 hours could be lost each way in attending sessions;
· no compulsory requirement to attend as part of their curriculum
· low numbers of undergraduate allied health students that have placement in smaller rural hospitals

7. Future Directions 

The future direction and success of simulated education can only be achieved with cooperation from the tertiary sector in making the sessions compulsory for students to attend or some form of recognition for their attendance.  Until such time, participation rates are likely to be low.  This issue impacts on curriculum design and course accreditation, and is much bigger than what can be achieved at the local level.
The role of the simulated patient will develop and expand.  Students are interested and commented on how much better it is to have a real patient rather than a manikin in the sessions.
8. Further Information 
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