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Introduction

Higher Education Institutions (HEI's) have investadigh fidelity clinical simulation
centres incorporating all three areas of the peraipse pathway. It is suggested clinical
simulation contributes to increased patient sadeiy is therefore encouraged in
undergraduate operating department practice (OD&ses (College of Operating
Department Practice [CODP], 2011). A search ofliteeature, however, fails to uncover
studies of the effectiveness of clinical simulationhe field of operating department
practice. Studies from medicine and nursing egisiit from the perspective of the students’
experience and the lecturers’ delivering the sitma The reapproved Diploma of Higher
Education Operating Department Practice resulteédanntroduction of clinical simulation in
the first term whilst the classroom instruction eened unchanged. Therefore a comparison
can be drawn between the cohort with classroomuatsbn only and the following cohort

that received the blended theory and simulatechiegr

For this study, the student selection processcliheal placements, and the mentors
supporting students were identical for both coh@thermeneutic phenomenological
approach was employed to explore the clinical mshfmerceptions of any differences in the
students’ preparedness to undertake clinical metnd their application of Higher Order
Thinking and the Skills of Higher Order Thinking@ISHOT) between the two student
cohorts (not individual students). The producthoé study includes recommendations for
development of clinical simulation within the pgr@rative critical care pathway and it’'s
integration through the use of the HOTSHOT taxonoong perioperative signature
pedagogy (Beckwith, 2018). Dahlberg, Dahlberg agdtidm (2008) assert that the
hermeneutic phenomenological approach requiregietsonal interaction within the

lifeworld’ setting in which strong emotions mayregealed while expressing thoughts and
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ideas important to them. Although the researchtipresvas benign, such strong emotions
could emotional distress and therefore in the &fftor do no harm, plans were to terminate

the interview and provide support for the intervesw

Ethics

Ethical approval of this study required an intrecakamination of the proposed study
participants. The aim was to reveal the perceptodiibe lead clinical mentors who are key
members of the perioperative clinical team. Eael idinical mentor in this study holds a
professional registration in a perioperative rokes three years postqualification experience,
and has undertaken mentorship preparation foruppast of professionals in practice
training at an academic level of 6 or 7. These [anical mentors oversee all aspects of the
students’ clinical placements for the two yeartheir course giving them the perspective
required to have an informed perception.The aithefstudy was to acquire the lead clinical
mentors’ perceptions of the preparedness of twaestiicohorts (not individual students) to

autonomously engage with clinical practice at thmpof registration.

The study met the criteria of the Health and SoCele Information Centres (2012)
guidance, therefore National Health Service (NH8ical approval was not required.
However, ethical approval was sought and grantam the host university ethics committee.
Submission to this panel considered possible polweamics between the researcher and
proposed participants. This was addressed in thenmation sheet given to all participants

before informed consent was requested.

The participants were drawn from multidisciplin&gckgrounds and therefore the study was
compliant with the Royal College of Nursing (20@®)d Health and Care Professions
Council (2017) guidelines.Furthermore, permissiamf senior managers in each hospital

trust was sought and granted. Each participant gdwemed consent to be interviewed.

Methodology

The research methodology for this study is phenatogry. Within the world of
phenomenological research sits hermeneutics (Q€d4). This branch of research affords
the researcher the opportunity for personal quesigpof that which is being researched, the
depth and breadth of the researcher's emersiohataesearch is at their own discretion

(Gray, 2014). Tacit meanings are teased out ofi#tie through the use of personal
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experience, juggling arguments for and againstgsions, the result of which is to create a

synthesis of understanding which grows out of tine&n experience (Gray, 2014).

Research model development

Burton-Jones (2007) explains that a methodologipptoach to research should provide
some structure and focus to the research processtd straying from the task at hand.
Therefore, it was necessary to create a bespokarasmodel (figure 1). It was evident that
the initial stage required the construction ofitiigal theoretical model based upon the
chosen methodology. Subsequently a literature wegigEckwith, 2018) was undertaken and
interview development began. Following Bowling’®(®) suggestions, much consideration
was given to the development of the interview farmeach as structured or semi-structured
interviews and the actual interview questions terapts to align with hermeneutic

phenomenology.

tical model

AL e The Research Process an Qverview
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Indicative data collection
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2. Development of the categories
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Figure 1
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The lived experience, data by another name

Dahlberg, Dahlberg and Nystrom (2008) disclosed thigection to "data gathering"” as it
suggests a conscious choice, as when one is pitlkiwgrs. The premise of gathering data is
that the subjects’ utterances inform what datacerded, whereas the phenomenological
approach of the reflective lifeworld research maeées upon an understanding of the
lifeworld (Dahlberg, Dahlberg & Nystrom, 2008).tims research, the lifeworld is the object’
which becomes something tangible which can be decband analysed. The
phenomenological approach of the reflective lifeldd@mesearch model, with its interwoven
researcher, subject and textural data conceptsldrats itself to my research question and
will inform the data collection. A traditional ph@menological school of thought holds that
validity is a technical term that means “...this measgy instrument measures what we think
it measures ..." (Punch, 2009, p. 246) Therefmas was taken to assure that interview
guestions aligned with the research question.

Due to previous experiences as a student, a mamdran operating department practitioner,
it was clear that this author was an ‘insider redea’. This brought about concern for the
‘insider-outsider’ dichotomy that could create asand influence the results of the study
(Gray, 2014). However Chavez (2008, p. 481) astieete are advantages to the insider
researcher as they are more likely to “...understahadognitive, emotional, and/or
psychological precepts of participants as well@sspss a more profound knowledge of the
historical and practical happenings of the fiel@’here was a realisation that this author
understood the nuances presented in the partisipatgrviews. To be an effective insider
researcher required the creation of emotional Kicgta@and transparency which was achieved

through the application of reflexivity (Chavez, 300

Data collection instruments
Having reviewed the theories surrounding data cbtia, consideration was given to the

guestionnaire. Whilst the questionnaire is congider standard for phenomenological
research, it can be one dimensional. It was deditkgtda one dimensional asynchronous
approach, whereby a question asked and an ansvesr was too restrictive for thisresearch
guestion. It was acknowledged that free-text ans\Wwitisome of these restrictions, however,
not to the extent desired for this study. Telephioterviews were considered with two-way
interaction and where answers given could leack® lmes of enquiry. But expressions and
body language would not be seen, thus valuablevdati#éd be lost. Further consideration was
given to technology enhancement of the telephoteeview, for example SKYPE™ or
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Facetime™, to add personal interaction and vishaéovation thereby adding a third
dimension. Whilst an improvement, it was still sptimal in that the interviewee would be
compartmentalised. This compartmentalisation wqldde restrictions on the
phenomenological reflection required in that theesrcher must engage in textual emersion
with the requirement to go beyond what is seenteaild, placing answers into emotional
and atmospheric context (Van Manen, 1997; Moustdl@84; Punch, 2009). This would add
a fourth dimension to the data and a texture asfthass to the results. It was concluded that
face to face interviews would be the method of cloi

When examining the interview process, Dahlberg,|Derg and Nystrém (2008) state
"...interviews are considered collaboratively prodiioarratives: a mutual product of
researcher and informant.” Punch (2009) draws aiton (2002) to define three main types
of interview: informal conversational interview,rgggal interview guide, and standardized
open ended interview. Punch (2011) explains thabRa (2002) work had been informed by
Minichiello et al (1990) whose Continuum Model (figure 2) categeti;terviews by the
degree of structure involved. Because the essdrtbesastudy is the lead clinical mentors’
perceptions, the interview questions must leadnbtiguide, the interviewees. Otherwise,

one can lead the interviewee to water, but theytmieside how much to drink.

/ The continuum model for interviews

Focused or semi structured

Structured interviews . . Unstructured interviews
interviews
<€ >
Standardized interviews In depth interviews In depth interviews
Survey interviews Survey interviews Clinical interviews
Clinical history taking Group interviews Group interviews
Oral or life history interviews

g

figure 2



E-Leader Bangkok 2018

Interviewing is commonly understood to be askinggjions and the receiving answers,
therefore the structure of the interview questisrismportant. Problem solving is not an
artefact of phenomenology, phenomenological questseek meaning, in the context of this
study the meaning is the clinical mentor’'s peraaggiof simulation, higher order thinking
skill, and the correlation of these with the colmminparisons (Punch, 2009; Van Manen,
1997).

Punch’s (2009) outline of interview questions hbeen adapted to suit this study as can be

seen in figure 3.

/ A structure for interview questions

1. Understanding the language and culture of the respondents
(the perioperative world has a culture all of its own)

2. Gain trust
(the interviewees will be discussing their personal beliefs and maybe criticising the students)

3. Collecting empirical materials
(I must collect usable data, we could talk for hours, and none of it be relevant to the study)

Adapted from (Punch, 2009. pp.148)

__4

figure 3
Moule (2015) offers flexibility in the transcripticof the interview as researchers chose
between handwritten and electronically recorde@sidnh contrast, Punch (2009) associates
highly structured interviews with the use of preed@nswer sheets, but suggests that open
ended interviews be tape recorded, video recorddda noted by hand. Dahlberg, Dahlberg
and Nystrom (2008) are adamant that interviewsdrestribed verbatim, emphasising that all
nonverbal data should be included, such as peabsidence, coughing, crying and
hesitations, concluding that research data is aess than the research situation. It was
decided to record these semi-structured intervieewsmoved to consider how to engage with

this data.
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Isolating Thematic Statements
Van Manen (1997) developed the concept of isolatiegnatic aspects of a phenomenon

within text through a three stage process capturédure 4.

/ Isolating thematic statements

1. The wholistic [sic] or sententious approach:
(What sententious phrase may capture the fundamental meaning or main significance of the text as a whole?)

2. The selective reading approach we listen to or read a text several times and ask;
(What statement(s) or phrase(s) seem particularly essential or revealing about
the phenomenon or experience being described?)

3. The detailed line-by-line approach;
(What does this sentence or sentence cluster reveal about the phenomenon being described?)

(Van Manen,l)

figure 4

Phenomenological Reflection Structure for this Stug

The reflections contained herein were formed fréaesnents made by the participants as the
convention of phenomenology requires the conteth®interviews is the participants’
reflection of the phenomenon.Having reviewed thexditure informing the area of research, it
was concluded that no one method of interpretiegéfiections affords a structure for this
study. Therefore a hybrid approach for this reflecinterpretation was implemented (figure
5).

Does clinical simulation stimulate Higher Order Thinking
and the Skills of Higher Order Thinking in Medical Education?
Hermeneutic Phenomenological Reflective Model

Isolating thematic statements

1. A line-by-lineapproach;
This approach requires that each sentence be read carefully searching for phrases that ‘stand out’ selecting sentences or parts
thereof which a theme then them.

a. Consider each with respect to signi for iption of the (reflecting on the data).

b. Record all relevant statements.

. Relate and cluster the invariant meaning units into themes.

d. Synthesize the invariant meaning units and themes into description of the textures of the experience this will include verbatim

examples.
e, Construct a textual-structured description of the meanings and essences of my experience (reflecting on the data).

2. From the verbatim transcript of the experience of each of the other interviewees (clinical mentors) complete the steps a
through e.

(Van Manen, 1987; Gray, 2004; Moustas. 194}

/

figure 5
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Hermeneutic Phenomenological Reflection

For clarity and anonymity, pseudonyms for the lelatcal mentors were used when theming
participants’ reflections (figure 6). The groupsbfidents that had no exposure to simulation
was Cohort 1 and the group of students with simada¢ngagement was Cohort 2.
Participants’ verbatim quotes were used to reVtest true essence and square brackets were
used to denote additions for clarity. A code haanbaevised to identify quotes from the
transcripts, for example, ‘Frank (P.3:L35)’ denadties statement comes from Frank’s

transcript page 3, line 35.

/ Interviewee pseudonyms and given colour codes

Interviewee 1 Margaret

Interviewee 2 Phoebe

Interviewee 3 Esther

Interviewee 4 Frank

Interviewee 5 Julian /
figure 6

Theme 1: proactive and prepared

Interviewees identified that students in Cohorthibge without simulation experience) were
reluctant to participate and required more encamant, whilst students in Cohort 2 (those
who had engaged with simulation) demonstrateddisdizsted and proactive attitudes and
behaviours. A study, revealed through the liteeteview, concurs with this finding as
Alinieret al. (2006) compared and contrasted two student granggound that the students
exposed to simulation outperformed in their assesssrand clinical practice compared to
those students with no simulation experience. fiferénce from the interviewees’
comments below is that students who have engaggdimation know what is expected of
them, are more motivated, are less likely to pretimate, and have the confidence to take

ownership of their educational needs and aspiration

"... 1 think they’re more proactive. You're workinghvthem and then
they're, they're offering to go and do stuff andythl know, they go in, they

get it prepared for the case and then obviouslcaree in and check
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everything, but they just seem, on the whole —riheyore prepared.”
Phoebe (P6:L2)

"They are just a lot more organised overall, andve. meet up, and he just
tells me what he needs to do and every now anddgast check that he’s
done what he’s supposed to, and he hBsbebe (P6:L2)

"For the second year&ohort 1Jmy experiences were ... almost like more
spoon-fed in terms of attention to detail, in tewhseminding them things
had to be done a certain wayrtank (P.1:L36)

"Yes, they're, like, more proactive, do you whatdan? They're more, they were
more analytical, like, questioned things, “Oh weda@ne that in school.. Julian
(P.1:L5)

“But because thefjCohort 2]knew that it was part of an OSQ&bjective
structured clinical examinationjhey were more readily, wanting to learn a
bit more, so | think having the OSCE has made tioenns a bit more on
things that they need to ddsther (P.2:L34)
"... the one difference, I think, is that they’reoamore self-directed, yeah

and a bit more initiative and when | ask them, “@kgou need to do this,

what do you think you should do?” They’'ve put &dibit of thought into

it". Frank (P.5:L7)
As a clinical educator, it is exhilarating that fawt of five of the lead clinical mentors
identified new and positive behaviours in studdérdsn Cohort 2. The interviewees described
proactivity andself-directedness which likely cdmites to students’ confidence highlighted
in theme 2.

Theme 2: confidence
Interviewees shared that student confidence laliftxyed between the two cohorts: students

in Cohort 1 were less willing to take the lead whdtudents in Cohort 2 demonstrated far

more confidence in a variety of ways. Again, therature review reflected findings from
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Weller's (2004) study where it was suggested thatents liked simulation and being in a
safe environment, which fostered confidence insihaulator as the students knew that they
would do not harm to real patients, and then cathat confidence to the true clinical
environment. This can be seen in the intervieweemments:

"...a lot more confident because, and | think becdlieg've gone through

... the ‘dummy run’ with the patient questions, tleg’'t have that initial,

they’re not as nervous anymorePhoebe (P6:L12)

"Yeah, that's exactly what | had the other dayadl imy student constantly
stopping everyone; they were actually more focused than | think we
are. Obviously, we do it, but he was very, | suppuery regimented with
how things needed to be done, and of course, lagshs training from the
beginning whereas the rest of it, remembering @ pust adding it into our

practise, whereas for him that’s the norr®Hoebe (P8:L20).

Phoebe is referring to the World Health Organiza{d/HO) Surgical Safety Checklist
(2014) in which her phrase 'stopping everyongerseto calling a 'timeout' whereby all
members of the team, no matter their professiomsg@avhilst the person who called the
‘timeout’ proceeds with the Surgical Safety Cheéstk A first year student that possesses the
courage to stop consultant grade medical stafiemhierarchical NHS, demonstrates, as
Phoebe intimates, a high level of confidence. Oglagticipants also identify this confidence:

"l think they’re a bit more self-assured. Fitting il think, is a little bit

easier, because maybe they understand. And | baimg able to

understand things a little bit more and having, i&ya perspective, | think

their confidence and their comfort levels increasavell, and they seem to

be a lot more self-directed.Frank (P.5:L15)

"... well I was quite impressed...like, taking a lefad example, with the
‘WHO checklist’ and things.Julian (P.2:L8)

"The students seem more confident; the second p@tdiort 2]are more
confident than the previous ong3ohort 1]. Margaret (P.2:L11)
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"Confidence, yeah...so | think that did, because tloeyd actually see that
there was a goal at the end of it, and they coeklthat there was an
improvement, so | think yeah, the OSCEs are a gieal. Esther (P.4:L3)

"Instead of, like previously, we gave a, we did egpoon feeding, we gave
answers and things, this time | think it's almadleé lyou’re growing a
different breed of student ODP where they’re prdpablot more, maybe,
reflective... maybe more confidenfrank (P.5:L14)

"It's not just because | have to see them [Cohpe\&ry week, but because
in between those weeks if they’'ve got a problemthik actually, are quite
confident, and approach me saying, “I've got a desb with this. | need to
be doing this or Philip has asked me to do thiswhtall | go about doing
it?” Frank (P.5:L.13)

Reflecting upon the interviewee’s comments, itigggicant that Cohort 2 students were
deemed confident as this is a positive attributeimical practice. However, this statement
comes with the caveat that over-confidence caregative and detrimental to patients’
safety. Confidence must be proportionate to thenkedge and skills of the developing
practitioner. Thus highlighting the importance ¢feme 3, in which the retention of this new

knowledge is vital.

Theme 3: retaining knowledge

Interviewees identified that students in Cohorethdnstrated an ability to retain knowledge.
Whilst only being addressed superficially and withconsensus between Esther and Julian,
this theme is significant to the higher order tlimgkcomponent of the research question.
The literature review identified Goodwin and Win2010, p. 23) who were concerned with
“...poor long-term recall, lack of clinical reasonigskjlls, and lack of self-directed learning
skills” identified amongst medical and health pssienals. These researchersintroduced
problem based learning (PBL) into the higher ottlarking debate and through the
evaluation of PBL in the classroom and clinicalgbice, found a significant increase in long-
term recall and clinical reasoning. Whilst not lixieg the deadlock between Esther and

Julian, the comments below indicate that furtheeaech is necessary:
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"...one[student from Cohort 2 more than capable of retaining and
wanting to learn. | don't know whether that is atundy thing, because one
of them obviously is a bit older than the otherttst comes across... *
Esther (P.1:L14)

"...ljust think this group, they are different, lblnén, as the other ones have
gone in and they get more and more and more expEgig coming

towards the end, it's amazing what they have regihJulian (P.2:L35)

It is disappointing, yet not unexpected, that dalg of the five interviewees addressed the
issue of knowledge retention. Because the develapofeHigher Order Thinking Skills is
related to knowledge retention, this is a themethyoof exploration. The contrast in the
interviewees’ responses may be indicative of tle@typractice divide as some interviewees
appear to be interested in knowledge and practitkstwthers seem to focus only on
practice skills. However, this seems to be rel&bea fascinating transition that appears to be

occurring within the student-mentor dynamic expdbirethe Theme 4.

Theme 4: mentor and student interaction

Through the benefits of a semi-structured interyignerviewees were able to introduce
topics that they felt significant. Interviewees i&ththat their relationship with the student
who has experienced simulation had changed inGbhort 1 students required more
encouragement to engage in clinical activities. @ehort 2 students readily engaged in the
clinical activities inspiring the mentors to invélseir energies as learning ‘coaches’ that were
eager to see their ‘athletes’ succeed. The inferenthat students in Cohort 2 are
demonstrating higher order thinking skills and l@gperformance levels thus demanding a
change in mentorship styles. There was nothingimitie reviewed literature pertaining to

the relationship between the clinical mentor aradrtetudent, however, as four out of five

interviewees raised the subject it is thereforaifitant and should be further investigated.

Interviewees shared:
"The other interesting thing is, the mentors hawach more, taken the
ODP students to them, so they feel responsibleaanduntable much more
for those students, so when the students didnie aoiake it through their
OSCEs, the mentors were very upset that their studedn’t made it and
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wanted to know why, which in previous years wouldave happened..."
Margaret (P.5:L19)

"l just think, they just seem to be a bit moreytivant to get more involved
because they’ve had that bit of experience in thgscoom, they can
actually say, “I've done that, I've had a go, cahdve a go now?” Where
you used to watch them a few times and say, “Well,watch for a little
while and see”. Where it's now, “Yeah go on, ygaton, just get in
there.” Julian (P.4:L13)

Again, as Margaret articulates, th@bjective Structured Clinical Examination componeint
simulation has been identified as a significanuerce and we see evidencd~0&nks
‘partnership’ with the students’ engagement withugation and acquisition of higher order
thinking and skills of higher order thinking beitige significant driver for change. ButFrank
offers a warning regarding students with simula&qoerience:

"l think because they know the theory, becauséwbeypplied it in their
practice and during their simulation, | think thiegow what should be done
as opposed to what they’ve been shown withouhtay and stuff behind
it, so | think the expectations are probably athgher of mentors and that
could possibly be a bit challengingFrank (P.2:L12)

Interestingly, Frank’s perception reveals thatresdtudents experience simulation and
acquire higher order thinking, a different theorgkdice divide develops between the
students’ practice and the mentors’ practice. Aificant movement in the theory/practice
divide has been observed: a student confidedatinadld school tech’ had told her “don’t
listen to them at Uni, this is a practical job, yian’t need book learning!” (unattributed,
2015). This quote is not unique to the ODP profesaind its sentiments are articulated in the
literature of many of the health professions. Hogrefour out of the five interviewees
described mentors taking an increased interesieiistudents’ academic development,
leading to a change in their mentoring style amitLides. It would appear that this paradigm
shift, with mentors valuing theory and practice emequally, is worthy of further

investigation.
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Discussion

It was logical, from a research educationalist pective, that the two research interests,
clinical simulation and higher order thinking, benined. The literature review revealed
studies related to simulation and to higher ortdarking skills, but were focused upon
student satisfaction or equipment. Instead, thadaf this study was the influence of
simulation on the student’s acquisition of highetey thinking and the skills of higher order
thinking. Uniquely, this study drew upon the petoaps of the lead clinical mentors (those
that supervise the students’ engagement withim theical placements for two years). This
supervision and introduction of simulation reveatieel lead clinical mentors’ favourable
position comparing and evaluating the two studehbcts. These factors led to the
formulation of the research questitidoes clinical simulation stimulate higher order
thinking skills in medical education - The clinicakntor's perception?”

Findings

The research question was “Does clinical simulasitomulate higher order thinking skills in
medical education - the clinical mentor's perceyticand its subquestions included:What
learning and teaching factors enhance HOT's in Etran? How does simulation improve
confidence, proactiveness, preparedness, reteoitiomowledge, problem solving and the
development of mentor and the student interactibims2riterion of ‘perception’ was met
through the collecting and interpretation of thiaichl mentors’ thoughts and comments.

Spooner, Hurst, and Khara (2012, p. 58) suggektd¢ognitive and didactic benefits, such
as situational awareness, coupled with behavi@mdlcommunication skills can be
developed and honed through simulation while avngdisk of harm to actual patients from
procedures performed by inexperienced trainees$ Jdance is supported by the
interviewees’ observations of the students whodraghged with simulatiodThey know

what to touch; what they’re not allowed to touchey know the equipmentPhoebe
(P.1:L.9)

When addressing the question: what learning arthileg@ factors enhance HOT's in
simulation? Interviewees, in line with assertiors Spooner, Hurst, and Khara (2012)
identified technical understanding, people sksdlscial maturity, and situational awareness as
benefits of simulation. When defining higher orttgnking, Chauvin (2015) adapts Bloom'’s

taxonomy whereby attributes, such as awarenessgrstadding the act, and adopting
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behaviours associated with value(s), are identdigthigher order thinking skills and mirrors
the lead clinical mentors’ narratives.

When considering how may simulation improve coniicks proactiveness, preparedness,
retention of knowledge, problem solving and thealiewment of mentor and the student
interactions, Swing (2007) offered six domainslofical medical competence: patient care,
medical knowledge, practice-based learning, impream of interpersonal and
communication skills, professionalism, and systéased practice. These domains were
somewhat identified by the interviewees’ opiniorstfdents in Cohort 2Well | was quite
impressed for, like, an early stage, like, takingad, for example, with the ‘WHO check list’
and things.”(Julian P.2:L.9). This is significant as this derswates students proactively
taking a lead in patient care and safety. Intereiesvaddressed the impact of simulation on
the students’ knowledge, developing interpersondl@mmunication skills, and their
subsequent performance in the clinical settivgs, they’re, like, more proactive; do you
know what | mean? They’re more, they were moreyaical, like, questioned things, “Oh
we’ve done that in schooldulian (P.1:L3). Khan, Pattison, and Sherwood (2@k1olled

the virtues of simulation in developing the profesal characteristics of empathy,
compassion and integrity. Likewise, the interviesvekentified their perceptions of the
students’ developing professionalism, such as fepdatient safety checks, forming
partnerships with clinical mentors, and taking ovshe of their education are implicitly
addressed:...going through the list, actually being part ofetieam brief, because that is
obviously being introduced this time, and makirig, Isuggestions{Julian P.3:L16). In
Swing’s (2007) final domain, the student demonesaystems-based practice; this is also
demonstrated by the interviewee when he sugdesi$s about sequencing isn’t it? Yeah,
and understanding why you do things a certain w@yank P.4:L.24).

One could ask how mentors perceive higher ordekihg skills as the lead clinical mentors
are not educationalists and therefore may not hgwerception of higher order thinking

skills. This does not negate the clinical mentemitributions to this study, for they can give
their perceptions of the student cohorts’ actigitad it is for the researcher to interpret these
perceptions and identify higher order thinking Isgilaracteristics. Likewise, one could ask
how are higher order thinking skills used in sintiola, creating a ‘chicken and the egg’
dichotomy leading to confusion, as the researclstipreasks “Does clinical simulation
stimulate higher order thinking skills...”. Howev@&egeckwith (2018) negates this question by
offering that higher order thinking skills are st Higher Order Thinking & Skills of Higher
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Order Thinking (HOTSHOT). Beckwith (2018) offerSegnature Pedagogy framework
which for the purposes of perioperative practiae lsa populated by themes 1-4 in this

study(see figure 7).

Skills of
Higher Order Thinking
(Implementation : verbs]

Higher Order Thinking
(Synthesis : verbs)

’, Elucidating Simulation Justifications

! Proble: i " i
Moot Learning outcomes Flogustion
Proactive and prepared Activitv Confidence

Theme 1 Theme 2
Lower Order Thinking
(Activity : nouns)

Mentor and student interaction Theme 4
Critical thoughts
Reflective thinking

figure 7

Conclusion

Limitations of the study

Some may consider this a small study, consistirfgrefinterviews of fifteen minutes each,
that focused upon two cohorts numbering forty-sixdents. Yet Dahlberg, Dahlberg and
Nystrom (2008) suggested five interviewees as gignum starting number and manageable

for the hermeneutic researcher seeking qualityoresgs.

Research contribution

A review of the literature revealed a deficit ire thody of knowledge relating to operating
department practice (ODP) education and simulafibe. aim of this study was to address
this deficit. This study was an exploration of gexceptions of five lead clinical mentors’
relating to two student ODP cohorts (forty-six &ats in total). The data discussed
demonstrates the lead clinical mentors’ perceptadrescorrelation between simulation and
acquisition of higher order thinking and the skdfshigher order thinking in ODP students.
Some may consider this a bold statement, or evesgponsible, with such a small study, yet

the research is more than the sum of its partsisithe study does not prove that clinical



E-Leader Bangkok 2018

simulation stimulates higher order thinking sk{lts Higher Order Thinking and the Skills of
Higher Order Thinking), it does support it andhisrefore significant. Furthermore, a theme
emerged indicating that simulation impacts how shisl are mentored and the student-
mentor relationship. Whilst these findings do nibtte gap in the body of knowledge (due
to the limitations described) they do go some waglugging it. The hope is that this study

will stimulate further research on this topic.

Recommendations

Further knowledge could be gained by enhancingstitidy develop it through repetition at a
national level, involving all 27 institutions dediking this course of study and clinical mentor
attached to these institutions.When looking afftitiere and the benefits of developing a
signature pedagogy for operating department wedcan upon the statement “the types of
teaching that organize the fundamental ways in wfuture practitioners are educated for

their new professions” (Shulman, 2005 p52).

Through engaging in this study in which | expldb®es clinical simulation stimulate higher
order thinking skills in medical education - Thendal mentor's perception?’ Hopefully
further research will help others value simulato advance the use of simulation use the
Signature Pedagogy with ODP students in develodigger Order Thinking and the Skills
of Higher Order Thinking rather than simply repegtskills.
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