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ABSTRACT 

The main aims of the study were: to illuminate the participants' cognitive 

and affective processes in simulated clinical encounters; to explore the 

usefulness of stimulated recall and derived methods towards this end; 

and, if successful, to utilise stimulated recall for exploration of the 

findings and as a framework for ongoing research and application to 

nursing education. In this case the settings were nursing clinical 

laboratories. Included in the focus of the research was, the illumination of 

the substantive instructional event; exploration of the learner's cognitive 

processing ; exploration of the facilitators' cognitive processing of the 

instructional event; identification of similarities and differences among 

the interactive thoughts of the participants. In this instance 'stimulated 

recall' using video was used to provide access to facilitators' and students' 

thoughts during interactive teaching-learning events (simulated health 

related activities). 

Based on the premise that no one perspective is deemed adequate for an 

exploration such as this the theoretical base for this study incorporated 

the m ediating process paradigm; the clinical ecology paradigm; 

constructive alternativism; cognition and meaning; and, hermeneutic 

phenomenology as part of a multiple paradigms approach. 

The study begins by proposing that it will not be concerned with an 

evaluation of product variables, that is, competency learning outcomes in 

terms of pass I fail; however, during analysis of the data it began to emerge 

that the transcript data contained evidence that reflected the Australian 

Nursing Council Incorporated (ANCI) professional competencies. This 

finding, although serendipitous, is seen to be a source of validating the 

ANCI competencies in practice. 

The data provide support for the assumptions that i) there is a need to 

provide relatively risk free opportunities for professional development, 

and ii) that simulations and stimulated recall could be used as evaluative 

methods for monitoring curricula. 
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CHAPTER ONE - INTRODUCTION. 

1.1. Back&round to the study 

The education and training of nurses, like that of other professions, has a 

focus of attention on the theoretical knowledge foundation and the skills 

with which, as practitioners, they will require in order to carry out their 

roles and functions. The basic question, with two elements, that a 

practitioner must consider in pursuing these roles and functions are: 

What do I need to know (in terms of knowledge base), and what do I need 

to be able to do (in terms of clinical skills) in order to carry out those roles 

and functions expected of a nurse? During such a curriculum the student 

of nursing will acquire both broad and special capabilities for application 

in diverse clinical contexts. Again the focus is seen to be on the achieving 

of professional confidence and competence within a programme leading 

to a nationally recognised award. Little, McMillan and Bujack (1994 : 30) 

remind one that in a curriculum addressing these issues" ... one would 

expect a clear relationship between the desired outcomes or competencies 

to be developed and the content processes of the curriculum". Nursing 

abounds with 'discussion' on competencies and competency-based 

education and reference is made to the " ... knowledge, skills and other 

attributes underlying successful performance at work" {National Review 

of Nurse Education 1994: 96). The domains of 'knowledge, skills and other 

attributes', as performance categories, are worthy of elaboration here as 

they have relevance for the eventual analysis. For example; knowledge in 

terms of conceptualising practice may be evident in the application of the 

physical and biological sciences in the provision of competent health care. 

The practice skills may be evident in the competent identification from 

professional documents, while the 'other attributes', as a performance 

category, might include competency in autonomous learning and 

communicate any insights gained from reflection on learning activities. 
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Given the current development of national competencies and standards 

in professions, it is relevant to consider nursing education in this context 

(See Appendix 1 for the National Nursing Competencies). Since 1994 

Australian nurses (this study specifically relates to Registered Nurses (RN) 

and not Enrolled Nurses) have been prepared for registration (that is, the 

National award) within the university sector and therefore certain 

implications for nursing education within higher education are deemed 

important considerations. For, as Masters and McCurry (1990 : 1) conclude; 

the conceptualisation of 'professional competence' requires a more 

holistic approach in which competence is conceptualised as the ability to 

draw on and to integrate a variety of knowledge and skills to address 

realistic workplace problems. Overall this study will address the concept of 

cognitive and affective processes and its application to nursing practice 

and the preparation of nurses for that practice from a particular viewpoint. 

That is, one that attempts to bridge the gap between the clinical laboratory 

and the real clinical practice world. Janes and Cooper (1996) reviewed 

previous studies that have concentrated on learner competence as it 

relates to skills outcome, however, that research focus has omitted two 

elements that this study would include. Namely, i) the inclusion of the 

simulated client as an interactive resource and, ii) the cognitive and 

affective mediation of the participants. The aim of the study is to research 

some understandings of 'clinical simulations' taking cognition and affect 

as the focus but not forgetting that nursing is a synthesis of the motor 

component, the cognitive component and the affective component. 

Cognition being the process that enables one to imagine, to gain 

knowledge, to reason about knowledge, and to judge its meaning; while 

the affective component is concerned with one's internal responses to 

events; one's self concept, and emotions. To this end the study will give 

attention to the notion that clinical simulation encounters " ... are very 
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complex settings with multiple dimension, many of which operate 

simultaneously, and with an immediacy and unpredictability of events" 

(Doyle 1982 : 7). 

Doyle (1979) claims that any attempt to interpret relationships between 

instructional conditions and learning outcomes need broader 

understanding of classrooms. In other words, one needs to consider the 

context in which instructional conditions and learning outcomes are 

manifest. In the nursing context, Infante (1981 cited in Dunn, 

Stockhausen, Thornton and Barnard, 1995 : 16) contends that "clinical 

activities, the heart of nursing's professional program of study, have been 

the most widely discussed and yet the least understood of all nursing 

education activities". This study is underpinned by the notion that 

learning is context (reality) based. In this regard Doyle's (1979) classroom 

contexts are redefined by this author in terms of what Phillips (1982) refers 

to as 'participant structures' (cited in Winne and Marx, 1982 : 5). Doyle 

(1979) argued that in such a framework for understanding (that is, the now 

redefined participant structures), one needs to include at least four 

features, and in the context of this study these features have been modified 

to reflect the uniqueness of nursing's clinical 'participant structures'. 

These are: 

1. A concept of reciprocal causality in participant structures. 

2. An information-processing view of the mediational strategies 

participants use. 

3. A differential perspective for the analysis of effects in participant 

structures. 

4. A systemic view of the clinical teaching-learning environment. 

The above features invite one to consider, firstly, that students have a 

significant impact on determining the response opportunities they 

receive, the roles they will assume (act out) in the participant structure, 
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and the way facilitators behave. Within this particular simulated clinical 

environment, the operationalisation of the concepts of facilitation and 

student engagement in learning seem to provide appropriate orientation 

and methods. Secondly, that records of overt behaviour in the participant 

structure are not sufficient for fully explaining how teaching and learning 

and assessing effects occur. Namely, that the narrow behaviourist 

approach associated with the use of detailed checklists of clinical skills is 

inadequate and inappropriate for this approach to gaining an 

understanding of nursing practice. The third, and related consideration, 

addresses a perceived shortfall of competency rating in that they mask 

such information that would seem useful for understanding student -

facilitator mediation in participant structures. To this end Little, McMillan 

and Bujack (1994 : 31) make the point that; 

Abilities or competence assessment requires that students develop 
skills in identifying their own strengths and weaknesses in relation 
to developing the desirable characteristics of the professional 
practitioner". 

And finally, that one considers the complex nature of the teaching

learning environment in that there is an interrelatedness and dynamism 

of components in the teaching and learning process. In this light, Mezirow 

(1978) asserts that; 

" the educational process can best be understood by examining lzow 
those involved perceive and understand the process and themselves 
in relation to it". 

(cited in Brookfield 1986: 277). 

1.2. Context of the study. 

Those who participate in the educational and experiential aspects (ie. the 

facilitators) will play a major role in both the intellectual and the socio

emotional aspects of a learner's development. That is, " ... a specifiable 
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range of concerns and actions becomes important for a nurse as a result of 

commitment and socialisation ... " (Van Hooft, 1987. p.36). A related 

concept consisting of inner experience and external behaviour, can be 

presented as a practical model for looking at communication and 

interaction either at an intrapersonal or interpersonal level {Burnard, 

1987). Thus, the beginning contention is that the interaction between 

differing participant's perceptions may be functional or dysfunctional in 

terms of satisfaction, motivation, and commitment to role function 

within the participant structure. For example, on the negative side; inner 

experience and external behaviour may cause ambiguity and conflict 

within I between particular roles or identity status's. 

1.3. The main aims pur:pose and significance of the study. 

"Within the framework of ... controlled interaction, there are several 

possible variations in the structural arrangements of [that ] interaction, 

which [are] referred to as 'participant structures"' (Phillips 1982, cited in 

Winne and Marx, 1982 : 5). This study attempts to illustrate some of these 

variations by asserting that the use of 'clinical simulation' strategies 

within the framework of structured clinical experience processes are 

appropriate to producing meaningful 'structured arrangements of 

interaction'. What may happen to students and facilitators during this 

structured clinical experience encounter will be the concern of this study, 

particularly in regard to cognitive processing (NB. Facilitators are seen as 

being either teacher or simulated client. Also, the terms student and 

learner are used interchangeably, as are the terms client and patient). The 

substantive interaction is dealt with under the general concept of 

'meaningfulness' in terms of relative degrees of success in therapeutic 

interaction. That is; whether what happens as a consequence of participant 

behaviours ('mediation') and I or clinical environment effects ('ecology') 
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are potential promoters or inhibitors of either teaching and I or learning. 

Burnard (1987: 193) gives expression to this substantive interaction by 

relating that the sensitive facilitator will bear in mind two principles. 

These being : first, "the uniqueness of the learner's personal experience", 

and second, "the need to draw together some sort of consensus reality for 

the application of new ideas in the clinical situation". 

Questions relating to the nature of the cognitive processes that facilitators 

and students engage in during instructional encounters and, how this 

may be studied, is the focus of the study. It is anticipated that a systematic 

approach to the chosen elements will serve as a basis for developing 

insights into the complex teaching-learning phenomena. This is seen as a 

legitimate enterprise for, as Anderson (1980 : 17) states, "little is known of 

how theories come to be created; ... it is sufficient to understand that 

theories are attempts to account for existing sets of data". It is proposed 

that this 'understanding' be explored by a 'stimulated recall' methodology 

in order to provide access to facilitators' and students' thoughts during 

interactive teaching-learning-assessing events. 

The main aims of this study were: to elucidate participants' cognitive and 

affective processes in simulated clinical encounters; to explore the 

usefulness of stimulated recall (SR) and derived methods for this 

elucidation; and, if successful, to utilise SR for exploration of the findings 

and as a constructivist framework for ongoing research and application to 

nursing education. The soundness of an interpretation becomes identified 

by the quality of the dialogues between the research, the researcher, the 

data, the participants, and the reader (Taylor 1988 : 2). 

The aims of the study were:-
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1. illuminate the substantive instructional event ( eg. as derived from 

curriculum objectives, or specified instructional demands), 

2. explore the learner's affective reaction (emotional tone, feeling , or 

mood - positive or negative) to the instructional event (eg. as exhibited by 

learner engagement), 

3. identify the facilitators' affective reaction to the instructional event (eg. 

as exhibited by judgements and decisions), 

4. describe the learner's cognitive processing (ie. interactive thoughts I 

mental processes involved in acquiring knowledge) of the instructional 

event (eg. as defined by the stimulated recall response variability), 

5. describe the facilitators' cognitive processing of the instructional event 

(eg. as defined by the stimulated recall response variability), 

6. identify similarities and differences among the interactive thoughts of 

the participants. (eg. as evidenced by the stimulated recall responses in the 

data), 

7. evaluate the research method in relation to the above. 

The important element in this study is the 'thinking process', which 

refers to the manner in which thought is developed in participant 

structures. This, according to Peterson and Walberg (1979 : 99), is "the 

freedom (or lack of freedom) to explore related ideas, or even divergent 

ones, and the cognitive level of thinking processes permitted or 

encouraged by the [facilitators and the context]". 
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The researcher anticipated that the study will contribute to the 

advancement of nursing knowledge in that data may be used as a means 

to understanding nursing phenomena. As Emden (1991 cited in Gray and 

Pratt, 1992: 26) points out; "Members of all disciplines are faced with the 

philosophical challenges: defining their field; clarifying the origins and 

nature of knowledge in their field; and determining how best to go about 

the practice of their field". The researcher also expects that as a 

consequence of this study and with the assistance of facilitators (as change 

agents), innovations in simulated clinical encounters would flow into the 

patient I client system. 

1.4. Implications. 

Although this study may be considered speculative when dealing with the 

cognitive and affective mediation of facilitators and students of nursing, it 

would not seem too unreasonable to generally assume that data on the 

mediating processes can be utilised to gain insight into, or to generate 

theory of teaching and learning as they affect facilitators and students of 

nursing. Some authors however, Field and Morse (1987, cited in Green 

1995: 425) disagree with the assumption that research such as this (that is, 

phenomenology) should have the aim of theory generation and instead 

propose that the aim should be one of describing accurately the experience 

of the phenomenon. In support of the general assumption, Winne and 

Marx (1982) proposed that if one can demonstrate a single occurrence of an 

hypothesised cognitive mediational link between a teaching (facilitating) 

event and learning, then research on the basis of cognitive mediation is 

warranted. However, it is prudent to add a word of caution. Anderson 

(1980) promotes the viewpoint that before the data from such studies into 

facilitator and student thinking [and feeling] can be applied to clinical 

facilitation it has to be merged with an appreciation of the context 
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(participant structure) in which it occurred. She does however appear to 

vindicate the approach of this study when saying that investigations such 

as this, "represent an important step in applying cognitive theories of 

learning to the study of instruction" (Anderson 1980 : 1). The cognitive 

mediation paradigm would be seen as having to operate in this specific 

and unique nursing education context and prescribes its inclusion in the 

participant structure model illustrated as Figure 3 (See page 32) 

In order to better understand the influences of facilitation and student 

'growth' there is a perceived need for the integration of clinical nursing 

with research on student learning. There is a need to know about 

combinations associated with the facilitation I learning process. This 

means a consideration of the psychological contexts which are seen as 

interactionally constituted, embedded in time, and can change from 

moment to moment. To gain insight into simulated clinical participant 

structures therefore, attention will be given to the complex mediation 

involved in the facilitation I learning process. This to illuminate the 

perceived goal of nursing education programs, namely: 

" [To develop] an autonomous, accountable practitioner who has not 
only the practical skills necessary to deliver high quality nursing care, 
but also the broad knowledge base and analytical activity to make 
informed decisions about care soundly based on research, ratlter titan 
merely custom and practice". 

(Dunn, Stockhausen, Thornton and Barnard, 1995 : 16) 

1.5. Propositional statements. 

Introduction. 

Different research methods exert different constraints on the when and 

how of formulating the research problems. According to Cormack (1984) 

some researchers see little difference between hypotheses and research 
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propositions, " ... because one can be turned into the other by changing the 

grammar" (Cormack 1984 :55). Others, Brewer and Hunter (1984), hold 

that research problems should be formulated by analysing the literature 

then" ... formally stating the problem and the major hypothesis" (Brewer 

and Hunter 1984 :57}. Since the general aims of this study imply ' 

exploration and description rather than objective empirical measurement 

of attributes and the proving of hypotheses; propositional statements will 

be used instead. For, as Seaman (1987 : 167) says, " ... descriptive research is 

of important scientific value in itself". 

Thus, although propositions form the basis for generating the study it is 

necessary to clarify the terminology with regard to the inclusion of 

competency in the following statements. It is common to describe a person 

as competent in an area of practice if they have the knowledge, skills and 

attitudes to be able to function at some minimum acceptable level. 

However these propositional statements should not be taken to imply the 

objective analysis of the participants' competency in terms of pass or fail 

criteria. In this instance the conceptualisation of competence implies a 

more holistic approach in which competence is conceptualised as the 

ability to draw on and to integrate a variety of knowledge and skills to 

address the simulated clinical challenge. 

Propositional statements: 

• that the teaching and learning and assessing of competency via clinical 

simulation strategies can be more meaningful, and more effective, 

when teacher, student, and simulated client respond in a manner 

conducive to supporting competence. 
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• that the use of clinical simulations as part of the structured simulated 

clinical experiences process is a beneficial way of achieving learner 

competence. 

• that this proposed research topic relates to illuminating participants' 

cognitive mediation as a measure of the worth of the encounter. (ie. is 

it doing the job it was meant to do?) 

• that facilitator activity directly influences learner affect and cognitive 

processing during the simulated encounter. 

• that cognitive processes are, in tum, the direct cause of whether 

learners attempt to 'learn' in accordance to the facilitators' intentions 

1. 6. Chapter sequence. 

The following constitutes a guide to chapter sequence. 

Chapter 2. presents a review of selected literature in which diverse 

perspectives as they relate to, 'simulation' and the education of nurses ; 

the 'cognitive' framework, and the 'stimulated recall' method aligned 

with descriptive, phenomenological research, will be outlined. 

Major methodological underpinnings and assumptions are outlined in 

Chapter 3, with emphasis on those aspects and derived methods which 

best encompass and guide the range and focus of the present study. 

Chapter 4 presents the method for the study :subjects, who in the light of a 

constructivist descriptive approach are referred to as participants, 

instruments, procedure, analytical and interpretive strategies. 
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Next the results and a discussion of these are presented in Chapter 5. 

In Chapter 6 the findings are discussed in relation to the aims of the study, 

the stimulated recall (SR) approach, and the findings from other studies. 

The strengths and limitations of the study and implications for further 

research and nursing education are considered. 

1.7. Summary. 

In this introduction to the study the reader has been alerted to several 

significant points. Among these is the notion that the concept of 

professional competence goes beyond just the mere motor skill in carrying 

out nursing tasks. And, that in the holistic view of professional 

competence one should equally be concerned with the cognitive and 

affective domains and their mediation. In relation to this stud y and its 

implications the participant structure is introduced as a boundary of 

specified concerns. The following chapter will expand on these and other 

specific concerns as they are dealt with by the literature. 

1 2 



CHAPTER 2 - LITERATURE REVIEW 

2.1. Simulation. 

Simulation can best be described as a representation or model of an 
event, an object or some phenomenon. In clinical nursing terms, it 
refers to the verbal or pictorial description of a real-life patient care 
situation but, in reality it is generally an incomplete model tlzat 
contains only the essential elements of what is being simulated. 

(Conrick, Dunne and Skinner 1995 : 1) 

When nurse education became tertiary based the respective Nurses 

Registration Board (NRB) prescribed tests no longer applied. Those 

involved in the education of nurses at that level were now free to look for 

alternative methods of teaching and assessment and, that they would 

have to be geared to the expectation that practitioners are to function 

effectively and efficiently upon graduation. In essence one takes this to 

mean that; 

Since accountability demands some form of objective evidence of 
outcome standards it is vital for those involved in college-based 
nurse education to consider ways of achieving this. The climate of 
concern ... regarding nursing graduates . .. makes it even more 
necessary; we have to show that nurses exiting from our programs 
are able to deliver safe and effective care. [and] The value placed on 
clinical practice should be reflected in the adequacy of its [teaching 
and] evaluation. 

(Fahy and Lumby 1988:5- 6) 

Nursing courses in Australia are preparing graduates for 
comprehensive practice within universities. The evaluation of safe 
and effective comprehensive nursing performance requires the 
consideration of a much broader range of practice competencies that 
has previously been the case. In particular there is a need to explore 
integrated . . . approaches that closely resemble the realities of the 
health care setting. 

(Bujack, McMillan, Dwyer and Hazelton 1991 : 179) 
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The literature review will relate to a selected 'way of achieving this' 

alternative methods of teaching and assessment and, that· ... would have 

to be geared to the expectation that practitioners are to function effectively 

and efficiently upon graduation', that is; methods in which 'simulations' 

were incorporated into curricula. Namely, Objective Structured Clinical 

Evaluation (OSCE), Objective Structured Clinical Examination (OSCE), or 

Objective Structured Clinical Assessment (OSCA). These Objective 

Structured Clinical (OSC) protocols utilising 'simulations' being examples 

of a clinical contexts where students are 'facilitated' during their clinical 

role performance in 'simulated situations' (Masters and McCurry 1990 : 

53). These being what Mezirow (1983) refers to as 'hypothetical reality 

contexts' (cited in Tight 1983 : 132). The rationale for their utilisation is 

extensively covered by Fahy and Lumby (1988) and Bujack et al (1991) and 

the issues of validity and reliability have been explored by Holzemer and 

McLaughlin (1988), Anderson, Harris, and Allen (1991). 

The OSC protocols utilising 'simulations' as used in nursing contexts was 

initially adapted from a format used as a clinical examination method for 

medical students (Harden, Stevenson, Wilson-Downie and Wilson, 1975). 

Compared to the clinical setting (or the prescriptive Nurses Registration 

Boards' written examination) OSC protocols utilising 'simulations' is said 

to provide a more valid and reliable approach to reviewing clinical 

performance (Brown and Kollmitz 1984 in Turner and Goff 1992: 516) in 

that students are assessed in the format in which they are taught. It is 

conducted in a controlled environment allowing for a more objective 

assessment of the student's clinical performance (O'Neill and McCall 

1996). OSCE's flexibility (either as Examination or Evaluation) allows for a 

greater control of the types and complexities of the skills being considered. 
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A further advantage is its effect on stimulating student learning (Ellis 1965 

cited in Bramble 1994) and, for conditionalising knowledge by embedding 

it in contexts that simulate reality (Cust 1995). Thus, the aforementioned 

role performance protocols focus on the major professional tasks and 

assess important skills in combination - whether this be knowledge, 

theoretical understanding, or psychomotor skills (Roberts and Brown 

1990). 

A study by Borbasi and Koop (1992 : 697), on the use of OSC protocols, 

offered the following perceived strengths; 

It was a quick and valuable method of assessing students. 

It is a good way of doing a practical exam without spending hours at 

the bedside. 

An excellent tool for offering feedback and were used for peer and 

self evaluation as well as a learning guide to aid practice. 

It was a valid and reliable instrument for evaluation. 

It can be adapted to include any chosen competencies. 

It gives a wider view of student's capabilities. 

Using simulated patients created realism. 

It was particularly useful for evaluating psychomotor skills. 

It allowed for the integration of the theoretical component of the 

course with the practical 'hands on' component. 
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In comparison, some of Harden and Gleeson's (1979 in Turner and Goff 

1992) opinions of the protocols are at odds with some of the above when 

saying that simulation was not as effective as the real situation; skills are 

isolated without clinical context; and that these skills, together with 

student's knowledge, are comparbnentalised. Fahy and Lumby (1988) 

highlight another perceived disadvantage in that inter-rater reliability is 

difficult to maintain with large numbers of students (eg. 100), across large 

numbers of health care situations (eg. 20), involving many assessors (eg. 

up to 20). Another seen disadvantage was the preparation time which is 

said to be greater than other forms of assessment. The following items of 

limitation are from those given by Borbasi and Koop (1992) and mirror 

those given above. 

Simulation was not as effective as real-life. 

There was difficulty in getting a good clear picture of the nurse in a 

simulated situation. 

Time consuming. A considerable amount of time was spent on 

preparation of the stations, questions and checklists. 

Large numbers of students were seen to pose extra problems in just 

about every aspect of setting up and running OSC protocols. 

The OSCE stations were set a too low a level of difficulty. Most 

stations evaluated psychomotor ability whereas there was a belief 

that stations lend themselves to higher levels of cognitive 

functioning. 
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Masters and McCurry (1990 : 53) conclude that performance assessments 

are valuable components of a system of competency-based assessments 

and, according to Fahy and Lumby (1988: 5), if properly designed are 

capable of providing valid assessments of realistic professional tasks . 

What constitutes realistic professional tasks in terms of competence (that 

is; the ability of a person to fulfil a role effectively and I or expertly) and 

competencies (that is; personal attributes which when taken as a whole, 

result in effective and I or superior performance), according to the 

National Review of Nurse Education (1994: 98), includes cognitive skills. 

However, there is some controversy regarding the underlying cognitive 

structures and styles dealt with in clinical simulations (Holzemer and 

McLaughlin 1988). 

With regard to the clinical simulation element in the assessment process, 

McGuire (1980) gives a most comprehensive discussion on evaluation of 

clinical performance by giving the rationale, examples of exercises, and 

their scoring. Excerpts from the rationale will be utilised here to expand 

on the 'way of achieving this' theme, giving priority to four components 

of professional competence in nursing. That is, Observation and 

interpretive skills; Problem solving and clinical judgment; Interpersonal 

skills; and Technical skills. McGuire (1980) begins by stating that clinical 

simulation is characterised by four essential features (p. 104). 

1. The ... exercise imitates - it does not necessarily duplicate- relevant 

aspects of reality. 

2. The exercise requires the active participation of the student in 

interacting with that imitation of reality. 
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3. The respondent's participation triggers appropriate feedback, which may 

influence subsequent decisions and/ or actions. 

4. The respondent's decisions and/ or actions may, themselves, modify the 

situation being simulated. 

Regarding the assessment of interpersonal skills, McGuire (1980 : 104) 

makes the point that: 

provision must be made to test the nurse's ability to interpret data 
that become available through many sensory modalities and from 
many sources, eg. visual, auditory, tactile, etc. consequently, to assess 
these skills simulated data are presented in realistic form for the 
student to interpret. 

Further, there are certain characteristics (cf. McGuire 1980 : 111) that 

should be present in any clinical simulation that purports to deal with 

decision making in patient care: 

1. It must be initiated by information of the type a nurse normally has 

about a patient. This means that all data should be presented in 

comprehensive form and not by a predigested summary of the salient 

features of the case and, if it is to be realistic, it must be couched in 

terms appropriate to the source of the information. 

2. The exercise must require a series of sequential, interdependent 

decisions representing the various stages in planning for, and 

managing the patient. 

3. The student must be able to obtain information in a realistic form 

about the results of each decision, as basis for subsequent action. 
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4. Once these data are obtained, it must be impossible for the student 

to react to a decision that is revealed to be ineffectual or harmful. 

5. The problem must be constructed so as to allow both for different 

approaches and for variation in patient responses appropriate to these 

several approaches. 

6. Provision must be made for modifications in the problem as the 

patient responds to the specific interventions chosen by each student. 

7. These modifications must differ among students according to the 

unique configuration of prior decisions each has made. 

The nurse's interpersonal skills and attitudes can be assessed by simulated 

interviews and clinical encounters in which an individual - not 

necessarily an actor - is programmed to take the part of a client, colleague, 

etc. McGuire (1980: 119) states; 

These simulations differ from oral simulations of clinical problems 
only in their focus: in the former, the emphasis is on solving a 
complex nursing problem; in the latter, the situations are chosen to 
focus on communication skills, sensitivity to patient and colleague 
needs, and attitudes toward these important people. 

According to McGuire (1980 : 121), although nurses have plenty of 

opportunity to demonstrate their technical skills in the course of the 

clinical programme, it is increasingly being recognised that; 

Assessment of these skills in real situations may be contaminated by 
variations in patients and in settings, and by the many unrelated 
factors that influence performance in real life. Hence, for both 
instruction and assessment purposes, health professionals are more 
and more relying on carefully controlled and structured simulations 
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in which the student is observed performing a procedure and tlzen 
rated on various aspects of technique. 

From the above literature it is clear that the context and its variables may 

influence what happens during the simulation encounter and that much 

of what goes on in facilitating I learning nursing competencies is 

mysterious and taken for granted. According to McAdams, Rankin, Love, 

and Patton (1989 : 789); 

[the ]" ... dominant concept of education was the transmission of 
knowledge from teacher to student with the belief that individuals 
would know how to make use of the knowledge thus attained". 

Almost ten years after entry into the tertiary sector this would still have 

some validity and therefore leads the researcher to consider the 'what 

needs to be done' issue. This study serves to suggest that little 

consideration has been given to the claim made by Doyle (1982) that any 

attempt to interpret relationships between instructional conditions and 

learning needs a broader understanding of the contexts. 

With simulation the participants are on the inside, with the power, 
duties and responsibilities for shaping events. .. ., it is not a static 
event. Action and interaction take place. Tlze situation changes. 
Causes have effects and decisions lzave consequences. The 
participants are involved, they participate, they become absorbed in 
the interaction. It can be said that the participants are the simulation. 

(Jones 1980 cited in Janes and Cooper 1996 : 38) 

Thus, the image formed is in line with the stated proposition that the 

teaching and learning and assessing of competency via clinical simulation 

strategies can be more meaningful, and more effective, when teacher, 

student, and simulated client respond in a manner conducive to 

supporting competence. Implied in this 'image' is a meld of the mediating 

process paradigm and the clinical ecology paradigm within the context of 
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what is referred to as the participant structure. An illustration of how 

these two paradigms supplement each other in offering a more 

comprehensive understanding of the participant structure is provided by 

McAdams et al (1989: 789). 

The central dynamic of the learning process is the experience of tlze 
learner; the interaction between the individual and tlze 
environment. The art of teaching ... is successful management of the 
key variables in the experience, environment and interaction. 

This review leads the researcher to consider certain selected aspects of 

'clinical simulation' as a participant structure that is concerned with, for 

example, cognitive mediating processes or 'frameworks for 

understanding'. The term mediation is often considered in terms of a 

'causal mediation' which entails a transmission of influences from 

antecedents to consequences. James and Brett (1984) in their paper on 

'mediators, moderators and tests for mediation' give examples of 

mediation models which this study takes into account even though James 

and Brett (1984) comment on the difficulty of establishing definite causal 

relationships. They are taken into account because clinical simulations as a 

goal-directed activity is seen by Calderhead (1981) as a necessary area of 

research into participants' cognitions. 

2.2. Cognition and affect. 

Can anyone fail to recognize spontaneously what cognition is? We 
see, hear, taste, smell, imagine, judge, believe and reason. These 
activities ... take place within us ... bring us in contact with things 
other than ourselves ... they make things come to be ... [and] allow us 
to examine our own tendencies and purposes and doings. 

(Owens 1992 : 30) 

Although interest in how nurses think about their caring process was 

evident as early as 1927 (Farrell and Bramadat 1990 : 154) a search of the 
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literature revealed scant evidence of studies on nursing in which 

cognition and affect in varying role relationships were a major focus. It 

was therefore necessary from the researcher to apply what were deemed to 

be theory-appropriate principles to this study, hence, it is assumed that for 

each individual there may be several perspectives I perceptions of what 

constitutes their 'cognitive-affective structure' (Loehlin 1968 cited in 

Guetzkow, Kotler and Schultz 1972: 128). 

Findings about the cognitive and affective domains of 'health 

professionals' differ in the amounts of theoretical and empirical support, 

and, where relevant, logically derived and specified methods of data 

collection in that; 

. . . learning objectives in the affective domains are sometimes 
neglected because of the time and effort necessary to evaluate them. 
Another reason is that the intangible nature of affective behaviour 
does not lend itself to scientific study. 

(Anderson 1993 : 429) 

For the present study, because the clinical perceptions are assumed to be 

both personally and socially defined, it was deemed necessary to find a 

phenomenological framework - in terms of accounting for personal 

meanings- with a practical methodology encompassing occupational and 

other perspectives. In search of an appropriate method, Benner (1988) 

argues that a phenomenological perspective offers a more adequate 

account than a traditional scientific approach where the context and 

relationships can be overlooked. 

"The phenomenological perspective views the person as a member 
and participant who is cons tituted or defined by membership and 
who shares a common world of meanings and practices ... " 

(Benner 1988 : 3). 
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One of the literature themes explored in relation to this study is that of 

constructivism (Kelly 1955) or constructivist learning (Cust 1995), where; 

... cognitive theorists describe learning as constructivist si11ce t/ze old 
knowledge is always revised, reorganised and even reinterpreted m 
order to reconcile it with new input. 

(Cust 1995: 281). 

Solving problems is not just a random mental exercise (Newell 1990). 

"What [nurses] do is directed in no small measure by what they think" 

(Norton 1987 : 2). The implication of this for simulation is that if the 

previously mentioned McGuire (1980) exercise design characteristics are 

deficient, then what nurses do and what nurses think will also be 

deficient. If the process is not initiated by information of the type the 

student normally has about the client; or by a series of elements 

representing the 'nursing care process' the student will not necessarily 

receive adequate feedback and will result in poor decision making. 

In terms of the processes involved in solving clinical nursing problems, 

according to Cholowski and Chan (1995), the process of constructivism 

relies on the interconnectedness of pre-existing schema. This, in turn will 

allow the student to identify important clinical information, and to 

integrate this information in clinical decision making (Garratt, 1992 in 

Gray and Pratt, 1992). The problem itself determines the number of 

possible choices and paths to its solution, but the problem solver decides 

which ones are utilised (Reed 1982). That is; 

Where student nurses are instructed to reflect on their ideas in 
meaningful structured contexts, it seems more likely that they will 
develop a well-structured and accessible knowledge base tlzat can be 
applied to clinical nursing situations. 

(Cizolowski and Chan 1995 : 152) 

Green and Miller (1996 : 182) report Schunk's (1991) proposition that 

students possessing cognitive strategies that have been successfully 
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utilised in past situations are more likely to have the confidence in their 

own ability. And, therefore, have the confidence to apply these to clinical 

decision making (Harris and Wear 1993). 

2.3. Stimulated recall. 

The need to teach nurses to be reflective in problem solving and in 

planning clinical nursing experiences has led to an interest in developing 

appropriate data collection procedures. One such method being 

'stimulated recall' - a generic term used to identify a variety of 

interviewing techniques designed to provide access to thoughts and 

feelings encountered during interactive clinical events (Keith 1988). 

Ericsson and Simon (1982) in their paper; 'Verbal reports as data', make a 

distinction which is important for this study. It is between 'concurrent' 

verbal reporting which is done while performing the clinical task, and 

'retrospective' verbal reporting which results from the researcher asking 

the participants to recall what they were thinking or feeling during a prior 

experience. Examples where this has been done include; the cognitive 

processes of nurses in intensive care and medical-surgical settings (Farrell 

and Tamblyn 1986); the use of cues to make decisions in interactive 

settings (Galluzzo and Minix 1988); nurses' diagnostic reasoning skills 

(Farrell and Bramadat 1990), (Haffer 1990), (Timpka and Arborelius 1990); 

communication skills and medical practice (Moran and Fredrickson 1993); 

and nurse teachers understanding and interpretation of experiential 

learning and teaching methods (Green 1995). Data on cognitive processing 

between counsellor [ie. student] and client [ie. simulated client] has also 

been generated by this method (Martin, Martin, Meyer and Siemon 1986 ). 

The literature gives examples of a variety of techniques designed to 

provide retrospective access to thoughts and feelings during interactive 

clinical events. They include : direct observation and stimulated recall 
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(Dalton and Dodd 1980; Haffer 1990); stimulated recall and case study 

(Shavelson 1982); stimulated recall combined with Kelly's Repertory Grids 

(Calderhead 1983; Dershimer 1983; Nespor 1985; Kane 1994); actual on-site 

stimulated recall, at the time of care delivery (Farrell and Bramadat 1990); 

stimulated recall with videotaped episodes as cues (Gabb 1984; Galluzzo 

1984; Verloop 1984; Nesselrodt 1990; Timpka and Arborelius 1990); 

stimulated recall and grounded theory (Parker and Cehrke 1984; Parker 

1985); stimulated recall with Myers Briggs Type Inventory (Moran and 

Fredrickson 1993); and, stimulated recall with concept mapping (Powell 

1992). 

These studies provide rich retrospective verbal data which according to 

Ericsson and Simon (1984 cited in Fonteyn, Kuipers and Grobe 1993: 431) 

has value based on three assumptions: 

First, that cognitive processes that generate verbalisation are a subset of 

the cognitive processes that generate any type of recordable response and 

behaviour; 

Second, that human cognition is information processing, a sequence of 

internal states successively transformed by a series of information 

processes; and 

Third, that information recently acquired and currently being 

concentrated on is directly accessible as verbal data. 

Each of which is seen as applicable to this study. 
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2.4. Summary. 

The chapter began by promoting the idea that simulation best be described 

as a representation or model of an event, an object or some phenomenon. 

And, that one of its uses is for conditionalising knowledge by embedding it 

in contexts that simulate reality (Cust 1995). Norton (1987 : 2) informs one 

that "What [nurses] do is directed in no small measure by what they 

think", and so as an exercise designed to represent a nursing event or 

phenomenon simulation has merit. At least for some, for as has been 

related, there are those who attack this advocacy. However, it is proposed 

that the interactive data be examined by 'stimulated recall' - a technique 

designed to provide access to thoughts and feelings encountered during 

the simulated interactive clinical event. The following chapter elaborates 

on the theoretical framework that underpins the study of the participants 

and the participant structure in which they operate. 
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CHAPTER 3 - THEORETICAL FRAMEWORK 

3.1 Theoretical underpinnings. 

The theoretical base for this study utilises a plurality of approaches. This 

eclectic approach is based on the premise that no one perspective is 

deemed adequate for the exploration of the study. Thus, the 

underpinnings include : the mediating process paradigm and the clinical 

ecology paradigm within the context of what is referred to as the 

'participant structure' (Phillips 1982, cited in Winne and Marx, 1982 : 5). 

The 'participant structure' is redefined by this author as simulated health 

related activities that have been structured towards the meeting of 

specified goals, and the interaction of participants (eg. facilitators and 

learners) during that planned encounter. The interaction toward specified 

goals implies action and reaction involving a change process (that is, 

perspective transformation) known as constructive alternativism. 

Cognition and meaning also have a place as underpinnings in-so-much as 

the activities involved in cognition "allow us to examine our own 

tendencies and purposes and doings" (Owens 1992: 3). Finally, 

phenomenology and specifically hermeneutic phenomenology, is 

included as being valid for disclosing the relational and contextual nature 

of 'being-in-the-clinical-world'. It will allow for the gathering and 

interpretation of data on specific aspects of experience-in-practice. 

Although not part of the theoretical underpinnings it is prudent to 

mention that the study utilises 'stimulated recall' to identify , and provide 

access to facilitators' and students' thoughts during simulated interactive 

clinical events. 

The following will expand on the above underpinnings and provide a 

substantive framework for the subsequent elaboration on method, 

analysis, and interpretation. 

27 



3.1.1. The mediating process paradigm. 

The mediating process paradigm (that is; interactive information 

processing) is seen by Flavell (1978, cited in Baker and Brown 1980 : 2) as, 

"knowledge that takes as its object, or regulates, any aspect of any cognitive 

endeavour". This, Newell (1990 : 98) refers to as 'problem space', which is 

the cognitive space the individual has created in which to search for the 

solution to whatever problem is current. That is, "the choices that the 

problem solver evaluates while solving a problem" (Reed 1982 : 294). 

Utilising this statement one can elaborate on the possible sources of 

information that influence how the participants in this study would 

construct a problem space; namely: 

1. The simulated clinical 'task instructions' that contain implicit and I or 

explicit descriptions of the problem. (That is, it contains helpful 

information). 

2. Previous experience with the same clinical task or a nearly identical one. 

(That is, there are analogous tasks and experiences). 

3. Clinical intervention strategies stored in long term memory that 

generalise over a range of clinical tasks. (That is, practitioner knowledge 

accumulates while solving clinical problems). 

Cholowski and Chan (1995: 150) cite Silver and Marshall (1990) who 

maintain that an important component of successful problem solving is 

an adequate store of domain- relevant knowledge. 

Although one could illustrate the Reed (1982) features by the following 

flow diagram (See Figure 1 on p . 29), it is tempered by the fact that some 

28 



authors (Balla, Biggs, Gibson and Chang 1990, cited in Cholowski and 

Chan 1995 : 148) have; 

"challenged the idea that problem-solving processes alone are 
sufficient to explain the development of expertise and Jzas begun 
to emphasise the role of content knowledge in explaining 
clinical problem-solving performance". 
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Figure 1. Possible flow of cognitive processes. 

Two (not necessarily independent) clusters of activities are included in the 

Flavell (1978) statement (as cited in Baker and Brown 1980 : 2): knowledge 

about cognition and regulation of cognition. The first cluster is concerned 

with a person's knowledge about his I her own cognitive resources and 

the compatibility between themselves as learner or facilitators in the 

simulated health related context. The second cluster of activities consists 

of the self-regulatory mechanisms (mediational strategies) used by both 

the active learner and facilitators during an ongoing attempt to 'perform' 

during the simulation encoUnter. For example, mentally assessing the 

outcome of attempts to problem solve on-the-run, planning one's next 

move, testing, revising, and evaluating one's strategies for learning or 

facilitating. This combination of knowledge of cognition and recognition 

of cognition have been referred to as components of an executive capacity, 

given the term, - metacognition (Cust 1995 : 282). Table 1 (Seep. 30) from 



Martin, Martin, Meyer and Siemon (1986 : 115) provides a brief description 

of several subprocesses (cognitive mediational strategies) that have been 

highlighted in metacognition and information processing theory (Martin, 

Martin, Meyer and Siemon, 1986 : 115). 

Process Definition 

Expecting something (expecting) One is alert and anticipating what he or she 
thinks will happen next. 

Attending to certain things (attending) One is ~aying particular attention to something 
that is apperung in the session. The object of 
attention must be outside oneself, but can be 
verbal. 

Registering information (encoding) This process involves the memorial acquisition of 
~ew ~~formation that is not at present available 
m ones memory. 

Repeating something to yourself (rehearsing) One repeats some information to oneself in order 
to facilitate its maintenance in short-term memory. 

Makin& connections between different thing This process involves thinking about how thing 
((assooating) fit together, making explicit or implicit 

connections between or among several items or 
topics. 

Thi~~ about ~r or thinking about 
feelings metacogruzmg 

One is cnsidering one's own thoughts, emotions, or 
mental activities. 

Recalling something (retrieving) This process involves remembering something -
pullii\g some information out of long-term memory. 

Developing a response (assembling) This involves planning or putting together a 
response of some sort. 

Table 1. Definitions of cognitive processes 

3.1.2. The clinical ecology paradigm. 

The clinical ecology paradigm (or interactive ecological approach) is where 

the focus is on mutual relations among environmental demands and 

human responses in simulated health related contexts. According to Doyle 

(1979) the paradigm consists of a set of tentative propositions derived from 

a two stage process: i) identifying environmental demands, and ii) 

speculating about the mediational strategies necessary to meet the 

demands successfully. Specifically for this proposal the clinical ecology 

paradigm will be allied to the study of health care practice. A framework 

for understanding participant structures (ie. clinical simulation strategies) 
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is developed and will include a consideration of the following features 

adapted from Doyle (1979, cited in Peterson and Walberg 1979: 187). 

First, a concept of reciprocal causality in participant structures : 

This relates to the notion that the learner will have an impact on the 

response opportunities they receive, the role(s) they will assume in the 

simulation, and the way the facilitators behave: that is, reciprocity will 

moderate the simulation encounter. Reciprocal causality is illustrated in 

Figure 2 below. 

Student 

3 1 

sensory-motor __ _.. cognitive structure 
input 

-- ... performance 

/ 
Simulated 

client 
Teacher 

Figure 2. Reciprocal causality in participant structures 

Second, an information processing view of the mediational strategies : 

This relates to the notion that records of overt behaviour are not sufficient 

for explaining facilitation-learning effects, and that one needs to consider 

the cognitive operations that influence the mediation. These features 

serve to generate a model (See Figure 3 on p. 32) which can be utilised to 

illustrate that they are part of, " ... complex settings with multiple 

dimensions, many of which operate simultaneously and an immediacy 



and with an unpredictability of events" (Doyle, 1982 : 7). Thus, 'the 

situation' and 'the interaction' are closely bound, if not inseparable one 

from the other. Within this model mutual rights and obligations of the 

interactions are continually amenable to subtle readjustments and 

redistribution into differing configurations of concerted action. These 

'actions' on the part of the Ieamer, simulated client, or teacher I assessor 

may be cognitive, affective, or psychomotor. The model includes the 

element of 'simulated client' as part of a specific participant structure. 

l 

Intra personal 
phenomena 

client 

(as an 
interactive 
resource) 

Recipient 
of Care 

"ACTIONS" 

Interpersonal 
phenomena 

Figure 3. The multidirectional nature of the participant structure. 

3.1.3. Constructive alternativism. 

l 

The basic premise of 'constructive altemativism' implies that there are 

different ways of construing a given situation, event, person or oneself. 

According to Bannister (1981), the philosophy of 'constructive 
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alternativism' holds that no interpretation of reality is absolute and 

irrevocable, and that one may always offer an alternative construction of 

the confronting elements. In support of these premises, this means that 

one doesn't have to spend time arguing against or disproving held 

notions ('meaning perspectives') but can proceed directly to an alternative 

('perspective transformation '). Mezirow (1979, in Brookfield, 1986) 

describes a 'meaning perspective' as those cultural and psychological 

assumptions, beliefs and values within which experience is assimilated, 

and which arise from our development and as a consequence of 

interaction with others. The result of this is that, " ... individuals have a 

'personal paradigm' or meaning perspective that structures the way in 

which they existentially experience, interpret, and understand their 

world" (Rogers 1989 : 112). Mezirow (1990) maintains that one of the most 

significant processes which occurs in adult learning and development is 

that of 'perspective transformation' whereby the constituents of a given 

meaning perspective come to consciousness, are reflected upon, and are 

critically analysed. That is, "more inclusive, discriminating, permeable, 

and integrative perspective are superior perspectives that adults choose if 

they can because they are motivated to better understand the meaning of 

their [occupational] experience" (Mezirow 1990: 14). Whilst it should be 

understood that perspective transformation is not merely a change in the 

amount of knowledge but a fundamental revision of assumptions, values 

and world view, the study illustrates that some lower order level of these 

phenomena appears to have taken place. This being so one needs to 

promote mediation so that the learner's meaning perspectives are 

compatible with the objectives of the simulated encounter. Thus it is the 

process by which" ... adults come to ... question their previously 

uncritically internalised norms, and reinterpret their current and past 

behaviours from a new perspective" (Brookfield 1986 : 213). In the context 
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of this study it is the interpretation of the respondent's occupational 

worlds. 

3.1.4. Cognition and meaning. 

Contemporary cognitive research covers a wide range of interests 

including learning, problem solving and expertise, and the instructional 

process. Many adopt an information processing framework in order to 

explore the part thinking plays in complex human performance. The 

interest of this study is in depicting 'learning' as an active constructivist 

process in which participants strive for understanding on the basis of 

reflecting on personal experience. Thus, cognitively speaking, the 

outcomes of successful learning I facilitation is understanding and skilful 

clinical performance. This constructivist view is based on the premise that 

human beings act upon the environment rather simply respond to it. This 

is another illustration of reciprocal causality and generates an image of the 

participants as "agents extracting and imposing meaning" (Cust 1995 : 281). 

What successful participants (learners I facilitators) do when they 

construct knowledge in a search for understanding can be identified in 

terms of interdependent cognitive, motivational and metacognitive 

factors. 

3.1.5. Hermeneutic Phenomenology. 

Phenomenology offers an alternative view of studying human behaviour 

especially when one is concerned with the understanding of the 

framework within which the participants interpret their thoughts, 

feelings, and actions. It is an approach that affords rich descriptions of 

people's subjective experiences. The use of hermeneutic phenomenology 

as a specific strand of this interpretive approach will be used to inform the 

study and will utilise a Heideggerian view. That is; the experiences of the 
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participants in simulated clinical encounters, as expressed in their 

accounts of that participation, will provide material for the interpretation 

(Crotty 1995). According to MacLeod (1996: 22) " ... hermeneutic 

interpretation of practical knowledge enables the complexity of knowledge 

to become visible", and, " ... because the context and the concomitant 

meaning are retained during analysis and interpretation, the knowledge 

embedded in practice is revealed". Thus, it will confer an ability to capture 

the complexity of nursing practice, it will confer an ability to gain insight 

into the ongoing experiencing of the participants, and also, it will allow an 

attempt to illustrate the inseparability of the participants and the context. It 

is this " . .. being-in-the-world ... " (MacLeod 1996 : 141) focus of 

hermeneutic phenomenology which makes it useful for revealing the 

subjective nature of nursing clinical practice. That is; being-in-the-clinical

world. 

3.1.6. 'Stimulated recall' . 

Although this might be seen by some readers as repitition and not 

relevant for inclusion in this theoretical framework section, it is seen as 

valid by the author for the following reason. The whole essence of 

utilising an eclectic underpinnings approach is to have some binding 

element. This approach in this study is based on the premise that the 

underpinnings are not mutually exclusive, but are interdependent and 

interrelated. Thus, the data concerning the binding of the theoretical 

underpinnings and their relevance to the analysis in chapter 5 was 

inductively derived via the process of 'stimulated recall' (SR). Typically, 

the process involves mechanically recording (either audio or videotaping) 

actual classroom activities in situ, although at least one research study 

used an experimental setting (Peterson and Clark 1978 cited in Keith 1988 : 

2). Participants are asked to view (or listen to) these recordings and to 
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describe their thought processes at certain points during the interactive 

clinical event. That is, participants are to 'recall' what they were thinking 

at the actual time of the taping by means of the cues or stimuli provided in 

the tape. Although the above provides a general description of stimulated 

recall techniques, individual researchers have designed a wide variety of 

specific applications of this approach. According to Keith (1988: 5) 

"researchers use a variant of the same methodology to explore a wide 

range of topics all subsumed under participants' interactive thought 

processes". 

3.2. Summary. 

It was stated that the theoretical base for this study would utilise more 

than one approach and this chapter introduced the reader to the elements 

of this plurality and their applicability to the aims of the study. This 

approach is based on the premise that the underpinnings are not mutually 

exclusive, but are interdependent and interrelated. These underpinnnings 

are : elements of cognition and meaning together with the mediating 

process paradigm seen from the Doyle (1979) framework for 

understanding participant structures, dealt with interactive information 

processing and reciprocal causality (particularly in relation to problem 

solving in clinical situations). The issue of perspective transformation as 

part of this clinical world is seen to involve the above in that they allow 

one to generate new meanings and understandings via constructive 

alternativism. Finally, a stimulated recall methodology is mentioned as a 

way of accessing people's subjective experiences in an attempt to 

illuminate the theoretical underpinnings. 
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CHAPTER 4. METHOD 

4.1. Overview 

The basic assumption underlying this study is that facilitation and 

learning from simulated clinical participant structures can be successful 

when facilitators and students respond to the events in a cognitive 

manner conducive to supporting congruence. The data represents the 

cognitive, affective and, to some extent, the conative states of the 

facilitators and students during the specific participant structures. 

Although these three states cannot be separated and described as the 

separate entities of thinking, feeling, and acting, priority has been given to 

cognition and affect as these states have greater bearing on the field of 

study. This, according to Loehlin (1972 cited in Guetzkow, Kotler and 

Schultz 1972 : 128) is related to the proposition that: 

Most individuals may be presumed to have a vast array of 
interlocking beliefs, attitudes, and knowledge in any area of concern 
to them. This cognitive-affective structure must be inferred from a 
large volume of assertions and actions of the individual. 

The source of these data was the facilitators (that is simulated clients and 

teachers), and students involved in the participant structures, and the 

subsequent analysis of their response to that participation. The general 

procedure followed to obtain these data was to videotape the participant 

structures. Following as closely as possible on the simulation the 

participants were interviewed to elicit the facilitator's and student's 

cognitive and affective processing of the encounter. The primary stimulus 

for cueing the analytical responses to the 'instances' were segments of 

videotape, either chosen by the participants themselves or by the 

researcher. All of the participants were interviewed individually in this 

way. Thus, to anchor these perspectives to the participant structure 

experienced by the facilitators and students, the videotape served as the 
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primary cue about what happened during each specific clinical simulation 

session. Audiotapes of the participants' stimulated recall interviews 

became the raw data to facilitate the researcher's organisation of the same. 

This in turn enabled a descriptive analysis which attempted to reveal the 

cognitive and I or affective processes as they relate to conceptual linkages 

between thinking and facilitation and thinking and learning. A seen 

advantage of aligning this study with constructive alternativism is that 

the method is logically derived from the theory, thus, provided that the 

limitations are acknowledged, and the maximum rigour is maintained, 

the measures obtained are psychologically meaningful (Costigan, 1985). 

The SR method is a subjective strategy wherein the person is asked to 

'think aloud' retrospectively and collaborative interpretation via 

hermeneutic principles guides the analysis. 

4.2. Inquiry design. 

One way to examine mediating processes in simulated health related 

contexts is to focus on the 'tasks' learners and facili tators encounter 

(Doyle, 1982). The premise of this view is that how learners and facilitators 

think about the encounter is governed by the tasks they are required to 

accomplish. 

Because there is no attempt to establish causal relationships, the 

identification of specific dependent and independent variables will not be 

used. The principal considerations (variables) of the study are: 

• What factors influence individual academic tasks? 

• What cognitive processes are used by learners and facilitators who 

successfully deals with the instructional events? 
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• What factors influence such cognitive processes? 

One of the initial questions raised was- could a study be designed to 

describe ways in which students and facilitators respond to and deal with 

'events' during clinical simulation sessions ? 

If so, one could perhaps include a consideration of the following features: 

1. A concept of reciprocal causality in participant structure relationships. 

2. An information processing view of the mediational strategies students 

and teachers use to navigate the 'simulation'. 

3. A different perspective for the analysis of effects in this particular 

participant structure. 

4.3. Pilot study 

The development of the data-gathering protocols was initially via a pilot 

study. The researcher pre-tested a data-gathering instrument designed to 

elicit 'recall images' from which constructs could be extracted. 

The following is an account of a pilot study of the method conducted at an 

interstate university in New South Wales, Australia (hereafter referred to 

as Site A). The purpose of the study was to elicit data in respect of the 

previously stated challenge for this research proposal which was to 

develop a method for studying participants' cognitive and affective 

mediation in the context of ecologically valid nursing contexts. In line 

with the intent of the study, the visit was designed to elicit episodes of 

cognitive mediation between nursing students, nursing facilitators, and 

the simulated clients during what the faculty terms, the Nursing 

Assessment By Simulation (NABS). Unfortunately the realism of the 
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situation encountered at this site did not live up to the ideal view put 

forward in the initial thesis proposal in that there were certain 'off site 

constraints' to the study which would generate a modification to the 

context of data gathering. 

The perceived constraints to the study of using interstate venues are: 

1. The researcher was not in control of the data gathering site. The tapping 

into an existing program using a problem based curriculum and 

simulations is an ideal one, however, realistically the context (the NABS) 

did not lend themselves to having 'an outsider' in attendance at that 

time. Although not explicitly voiced by the hosts the researcher was 

always conscious of being an imposition. 

2. Access to sample 'volunteers' prior to data gathering is so difficult when 

utilising interstate sites. This lack of appropriate induction of the sample 

into study made for a considerable degree of uncertainty for all the 

participants. 'Grabbing' them (the volunteers) just before they enter the 

NABS is not an ideal way to secure validity. 

3. Mechanisms for videotaping, interviewing, transcribing, and validation 

were found to be extremely difficult. The transcripts of the interviews 

obtained at this visit had to be electronically mailed to the participants for 

comments and returned with any additions or deletions. This negates the 

face-to-face element originally proposed. It also meant that the 48 hour 

'rule' for interviewing was in danger of being compromised. 

4. The technical process of videotaping and interview requirements 

meant that the researcher was conscious of imposing on the time and 
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expertise of the host staff. Although this was tolerated with apparent good 

grace, any further visits would necessitate the researcher supplying extra 

technical assistance so that the host staff were not diverted from the more 

pressing duties associated with the NABS. 

5. Logistically, the videotaping and interviewing in different venues (ie. 

rooms and times) prohibited the sessions being done methodically. 

Notwithstanding the lack of control over the videotaping site (that is 

during the NABS) the data obtained from this now designated pilot study 

were seen as valid (in terms of their thinking, feeling, and actions) and 

was used as part of a comprehensive transcript analysis process. To 

reiterate, this site was then used as a 'pilot study' only to ensure that the 

physical conditions of Site B (for example, access) were not duplicated. 

The above were enough to convince the researcher that the control of the 

site and what happens within it is just as important than utilising an 

existing simulation-using-curriculum. The cognitive mediation in other 

clinical nursing contexts using simulation is seen as being just as valid 

when one is interested in what the participants are thinking and I or 

feeling. It was therefore proposed that the study would not be 

compromised by the use of simulations undertaken on-site at the 

Northern Territory University, Darwin, Australia (hereafter referred to as 

Site B). It is felt that such action would negate the constraints of access, 

lack of control, technical limitations, and communication with 

participants. 
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4.4. Participants and Contexts. 

Following on from the work of Sinclair and Coulthard (1975) it can be said 

that the simulated clinical nursing encounter as a unit of discourse is 

made up of a series of transactions. These transactions may be from the 

teacher-facilitator relating to the student and I or simulated client, the 

simulated client facilitator relating to the student and I or teacher, or, the 

student relating to the teacher-facilitator and I or simulated client. (See 

Figure 2 Reciprocal causality p. 31) In other words, how closely the teacher

facilitator follows any plan formulated for the conduct of the simulated 

clinical nursing encounter depends upon certain performance features 

within the participant structure. The participant structure then contains a 

series of interactive task structures which overlap and integrate the 

activities within the clinical nursing laboratory. The important 

consideration for this study is whether any connection between the task 

structure of events within the simulated clinical nursing encounter and 

student strategies for task accomplishment can be evidenced via 

stimulated recall. For example, a question of interest would be, whether 

the student's actions are in accord with the facilitators' choice of 'tactics'? 

This implies a situational framework for interaction in which the basic 

premise is that behaviour (in terms of cognitive, affective, and conative 

activity) occurs in response to specific demands within the participant 

structure. Thus, to understand what facilitators and students are doing it is 

necessary to describe the nature of the clinical nursing laboratories 

involved. This will make any analysis of the participant structure, 

particularly the 'activity' of the participants more meaningful. It is 

necessary to mention that the emphasis throughout this study is on 

discovering if cognitive, affective, and conative phenomena exist and not 

whether they could or should have been different. 
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4.4.1. Co-researchers. 

The researcher used a convenience sample to undertake the study. The 

participants are : 

i) the learners in a given nursing education program, 

ii) the teachers in a given nursing education program, and 

iii) 'actors' to be simulated clients. 

(Categories ii) and iii) collectively referred to as 'the facilitators') 

Re : The learners. 

It is assumed that learners are mediators of teaching effects which means 

that the responses and understanding of particular students will influence 

the way that each one learns as a result of the interaction framework 

(Dewey 1939, in Maclure and Davies 1991; Anderson 1980; Barber and 

Norman 1989). To promote this notion of learning one needs to look 

beyond just 'allocated time'. That is; the significant academic product of 

the participant structure is the learning behaviours that are produced. 

Re : The facilitators . 

There is an assumption made h ere that the steps a facilitator goes through 

in facilitating bears a resemblance to the stages a learner goes through in 

learning. In the case of clinical simulation strategies the facilitators are not 

only trying to communicate and give information but are also attempting 

to instil learning strategies that can be applied in the absence of the 

facilitators (Shavelson and Stern 1982; Barber and Norman 1989). 

In hermeneutical terms the participants in this study are considered to 

have co-researcher status (Taylor 1988) and will be referred to as 'client' 

(C), 'teacher' (T), and 'student' (S). The student participants for all phases 

of the study were female student nurses (undertaking study towards a 
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Bachelor of Nursing at a New South Wales university); female registered 

nurses (undertaking in-service orthopaedic nursing study at Royal Darwin 

Hospital (RDH) Northern Territory) and; facilitator teachers from clinical 

nurse consultants (RDH) and Northern Territory University (NTU), 

Australia during 1996. The selection of these participants was as a 

'convenience participant sample' and they were approached directly by the 

researcher who explained the purposes and potential usefulness of the 

study and the expected commitment required of them. The context of the 

study and the 'relationship' with the participants was also explained. The 

researcher and the participants negotiated the method of communication 

during the progress through the different phases of the study. Thus, from 

an ethical perspective, appropriate access was made, informed consent 

obtained, and confidentiality assured by the researcher. 

4.4.2. The setting. 

The settings was nursing clinical laboratories into which the researcher is 

able to negotiate access. The nursing clinical laboratories accommodated 

the resources necessary for the implementation of the simulation. That is; 

the facilitators presented the student with a representation of a clinical 

event- a simulation of 'a real-life' patient care situation. The student was 

be given as much relevant information as initially considered necessary 

about the clinical problem I issue and was requested to address it in accord 

with the educational program requirements. If this initial information 

subsequently proved to be inadequate and compromised the student's 

performance, the teacher augmented the information (See Appendix 6 for 

example of 'initial information'). 

In setting up clinical laboratory-based research inquiry the selection of the 

particular context is somewhat problematic. This arises from the difficulty 

in rationalisation of any need to be seen to be presenting scenarios that 
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would be representative of representative nursing curricula. The primary 

challenge for this research proposal was to develop a method for studying 

participants' cognitive and affective mediation in the context of simulated 

encounters in ecologically valid nursing contexts. A secondary challenge 

was to utilise a study 'instrument' that negated any question of bias that 

the researcher may bring to a study such as this. 

4.5. Instruments. 

Stimulated recall methodology: Keith (1988 : 5)) makes the following 

observations of this approach. That, 

1. researchers ought not to talk about 'the' stimulated recall methodology, 

but rather 'a' stimulated recall methodology; 

2. researchers have not yet determined a single best way to carry out 

stimulated recall interviews, thus requiring that readers of such research 

carefully examine each specific application- how the method was applied 

may influence the conclusions drawn; 

3. researchers use a variant of the same methodology to explore a wide 

range of topics all subsumed under ... interactive thought processes. 

4.6 Data collection and Analysis. 

In identifying the simulated clinical encounters for this study the 

researcher must be aware that one is attending to particular features that 

will be subsequently described in a particular way. According to Brown 

(1994: 35), a "method of recording, necessarily presupposes a form for that 

being watched which results in all observations being seen and recorded 

according to a preconceived scheme". 
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"Reflection is a process that can aid many forms of leanzhzg by 
encouraging the student to turn experience into learning. It involves 
reliving experiences and emotions in order to evaluate mzd judge 
what has occurred, and why, and to seek knowledge from tlze 
experience. This process encourages students to become aware of 
their own viewpoint as it encourages tlzem to espouse tlzeir own 
beliefs and understandings". 

(Cruikshank 1996 : 127) 

Via this process a transformation is effected from the interaction and the 

discourse to the analysis and discussion of the data. 

4.6.1. Data gathering 

Six videotape recordings of sessions were made in clinical nursing 

laboratories; that is three at site A, and three at site B. These videotapes 

were subsequently shown to facilitators and students during interviews 

designed to stimulate their recall of their thoughts and feelings during the 

appropriate participant structure. The stimulated recall sessions involved: 

i. The researcher reviewing the videotape of the session prior to inviting 

the appropriate participants to view it. 

ii. The researcher and the individual teacher-facilitator who viewed the 

videotape together. (This process was followed for all sessions.) The 

stimulated recall interview sessions were recorded on audiotape. 

iii. The researcher and the individual simulated client-facilitator who 

viewed the videotape together. (This process was followed for all sessions.) 

The stimulated recall interview sessions were recorded on audiotape. 

iv. The researcher and the individual student who viewed the videotape 

together (This process was followed for all sessions). The stimulated recall 

interview sessions were recorded on audiotape. It is the audiotape 

recordings which formed the primary data for the study. 
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Before each of the simulated clinical encounters (participant structures) 

was videotaped, each facilitator-teacher was asked to describe what, if any, 

objectives she had in mind and what processes she intended to utilise to 

achieve them. This interview was recorded on audiotape (See Appendices 

3.1.1. to 3.6.3.). The videotaping of each participant structure took place 

shortly after this interview. Each stimulated recall session was carried out 

with due consideration to the frailty of memory in that, " ... when 

respondents are being asked to describe or evaluate events, they should be 

interviewed as dose to the event as possible" (Wragg 1981 : 7). Brown (1994 

: 35) also alerts one to the 'frailty of memory' when giving a reminder that 

"[the] product comprises memories that are . .. seen in context of each 

other, and some may fade as new structures placed on them marginalise 

certain features". To this end every participant was interviewed within 

forty eight (48) hours of their simulated clinical encounter. Although one 

researcher (Gabb 1984) has extended this to three days, the forty eight (48) 

hour period of time was considered an appropriate parameter in that it 

conforms to the long standing inference by Bloom (1953) on the ability to 

recall covert cognitive activity with 95% accuracy within forty eight (48) 

hours (cited in Tuckwell 1982 : 4). 

Between the actual simulated clinical encounter and the stimulated recall 

interview, the researcher had previewed the videotape to identify 

evidence of 'instances' which appeared to have significance with regard to 

the facilitators ' and students' thought processes. The researcher and 

participants were seated I positioned so that they could (i) view the TV 

monitor comfortably, (ii) have easy access to the videotape 'play - pause' 

button, and (iii) be able to hear each other easily. All participants had, prior 

to the stimulated recall interview, readvised of the goals of the study and 

invited to provide a detailed account about the thoughts and feelings they 
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experienced during the simulated clinical encounter rather than relating 

what they were thinking and feeling during this subsequent stimulated 

recall interview. 

The researcher's role during the stimulated recall interviews was to assist 

the participants in recalling covert thoughts and feelings, in that: 

i). The individual teacher (as facilitator) decided to stop the videotape and 

reflect on his I her thought processes (teacher initiated response). Plus, the 

researcher could focus on instances deemed to include appropriate 

interactive data (cognitive, affective, or conative) if the teacher failed to 

stop the videotape at such points (researcher initiated response). 

ii). The individual simulated client (as facilitator) decided to stop the 

videotape and reflect on his I her thought processes (client initiated 

response). Plus, once again, the researcher could focus on instances 

deemed to include appropriate interactive data (cognitive, affective, or 

conative) if the simulated client failed to stop the videotape at such points 

(researcher initiated responses). 

iii). The individual student decided to stop the videotape and reflect on 

her thought processes (student initiated response). Once again, the 

researcher could focus on instances deemed to include appropriate 

interactive data (cognitive, affective, or conative) if the student failed to 

stop the videotape at such points (researcher initiated responses). 

The videotape was started before, and left to play after the chosen segment 

(instance), to allow the participants to recall the context for the teacher 

initiated responses, the simulated client initiated responses, and the 

student initiated responses, as well as the researcher initiated responses. 
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The stimulated recall interviews proceeded until the participants had 

decided that they had sctid all they felt inclined to say about their thoughts 

and feelings during the chose instances. The use of an unstructured 

interview is apt because " ... whereas structured questions are appropriate 

when you know what you want to find out, unstructured questions are 

preferable when the questions are thought provoking and you have to 

depend on your capacity to recognise significant data" (Wragg 1981 : 6). 

Preceding each stimulated recall interview each participant was counselled 

as to the rationale of the exercise and their cooperation was sought. They 

were reminded of the confidentiality and anonymity and thanked for their 

participation in the study thus far. The audio tapes were later transcribed 

into typed form and in that form data were organised and analysed (See 

Appendices 3 for transcripts of all interviews). 

4.6.2. Sequence and method of analysis. 

The process of transcription was preparation for the systematic analysis of 

the participants' oral responses to the interactive stimulated recall. This 

was interactive in terms of 'participant - researcher' involvement, 

utilising videotape. That is, the determinable characteristics of the 

exchange are derived interactively through a cued dialogue. This is similar 

to what Gumperz and Berenz (1993 : 92) refer to as 'situated 

interpretations'. 

At this primary stage of analysis one works with the raw data (videotaped 

recordings) that covers everything that transpires within the simulated 

clinical encounter; this to produce a secondary data base (audio taped 

recordings) that also covers everything that transpires within the 

simulated clinical encounter. There is no single way of examining or 

analysing the transcript data (Fransella, 1986 in Bannister and Fransella 

1986 ). The hermeneutic character of understanding discourse requires that 
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the data be scrutinised repeatedly. By this process, according to Ehlich (1993 

: 124) "the dynamics of the interaction become progressively better 

understood with each pass through the data". In line with this view, the 

ways in which appropriate data were obtained are as follows : 

1. Transcripts were generated with the aim of preserving the most 

essential information in a clear manner. 

2. The transcript data were read through repeatedly. This gave an 

illustration of the general context. From a methodological standpoint, the 

transcription was so constructed as to facilitate the process of increasing 

understanding, providing optimum illumination of the interaction and 

the interactional dynamics at each point in time. 

3. From the overall picture, theme elaborations were i) manually 

discriminated using predetermined categories from other literature, and 

ii) inductively derived from these data. In line with the presentation in 

chapter 5 the predetermined categories were, 'Stimulus and Response ' 

(Gormley 1985); 'Cognition and Meaning' and 'Cognitive Processing' 

(Winne and Marx 1982); 'Accountability' (Good 1983); 'Time factors' 

(Marland 1978). The categories of 'Participant Role', and 'Knowledge and 

Application' were derived inductively from these data by the researcher. 

"Analysis begins with clearly bounded events [and] once these are 

analysed, the other less clearly bounded events are also more readily 

understood" (Gumperz and Berenz 1993: 94). 

4. From within the elaborations (categories), indications of finer focus 

were extracted (sub-categories). 
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5. The emergent sub-categories were used as cognitive and I or affective 

markers of illuminative analysis. 

It is appreciated that qualitative data analysis is possible via software 

packages and these data were considered against the NUD.IST (Non

numerical Unstructured Data Indexing Searching and Theory-building) 

software system. However, on evaluation, this did not have any 

significant advantage in the discrimination necessary to extract inferences 

necessary for marking category and sub-category transcript data. Therefore 

all data were manipulated and analysed manually. 

4.6.3. Validation. 

The above includes a beginning validation in terms of the research 

method. Issues such as whether 'experience can be recorded in ways that 

make it accessible to others', and, 'whether it is possible to learn from the 

recorded experiences of others and if so what and how' can only be 

considered by an exploration of methodologies. In order to undertake the 

study the researcher adapted already validated (in that they are frequently 

used) data collection instruments. To this end Shavelson and Stem (1982) 

relate that 'stimulated recall' uses verbal reports as data bearing on the 

cognitive processes of facilitators and students and that it assumes that 

these participants are able and willing to articulate their thought processes. 

Although this assumption has had its critics, Ericsson and Simon (1982} 

developed a model that predicted that verbal reports would be accurate 

when subjects 'think aloud'. These build on the work originally 

pioneered by Bloom (1954) who described the basic idea of stimulated 

recall as one in which, " ... a subject may be enabled to relive an original 

situation with vividness and accuracy if he is presented with a large 

number of cues which occurred during the original situation" (cited in 
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Tuckwell, 1982: 2). In this way one can, to some extent, reconcile the 

"immediacy (in situ) versus distance (retrospective deliberation) 

dichotomy" (Cavanagh, 1992 : 156). Thus, as a technique designed to reveal 

the thought processes of students and facilitators, and to possibly learn 

answers to the aforementioned questions, 'stimulated recall' was seen by 

this researcher as having merit. 

The use of this method as an analytical tool was shaped by the researcher's 

effort to regard the facilitators and students as 'cognitive subjects' and 

allow them to become aware of the context as they encountered it, and to 

give an account that was consistent with their 'cognitive recall'. This 

perceptual aspect of context was explored in some detail by Anderson 

(1980) and Cazden (1981). 

As a technique designed to reveal the thought processes of facilitators and 

students, and to learn from those disclosures, 'stimulated recall' has merit. 

Thus it was seen as appropriate to utilise this technique as an attempt to 

describe the mediation events in simulated clinical nursing settings. 

4.6.4. Interpretation 

This interpretation is directed toward highlighting possible 'interaction' or 

mediation between facilitators and learners and is linked to the concept of 

reciprocal causality in participant structures. The interpretation and 

analysis involves a process of coding of data that allows for description. In 

this regard, two operations are seen to be relevant. Firstly, the separation 

of the qualitative transcript material into units or "speech exchanges" 

(Gumperz and Berenz 1993) and secondly, using these speech exchanges to 

establish category-sets into which the unitised material my be classified. 

The interpretations of individual participant responses was based on 

hermeneutic principles (the process of uncovering that which is hidden) 

and, two assumptions guided its progress. Firstly, that statistical analysis 
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can tell us what is worth taking seriously but cannot impute meaning to 

data (Taylor, 1988). Secondly, that the validity of 'meaningfulness' gleaned 

from the data is enhanced if the understanding of the respondents is 

sought. 

4.6.5. Psychological contexts. 

It has been previously mentioned that Infante (1981 cited in Dunn, 

Stockhausen, Thornton and Barnard, 1995 : 16) contends that "clinical 

activities, the heart of nursing's professional program of study, have been 

the most widely discussed and yet the least understood of all nursing 

education activities. This is especially so with regard to the psychological 

(cognitive and affective) contexts in which facilitation and learning occur. 

The transcripts allow for this to be elaborated in that they contain 

descriptive content which illustrates that the interaction within the 

participant structure depends on a mediational process which attempts to 

provide a 'participant dialogue' via which the facilitators and learners play 

out their respective roles. This 'participant dialogue' represents not only 

the oral element of the simulated clinical interaction but also the thinking 

and feeling which both facilitators and learners engage in as each responds 

to the demands of the simulated clinical activity. This is investigated in an 

attempt to take into account the perspectives of the facilitators ' cognitive 

processing, learners' cognitive processing, and the tri-directional nature of 

the simulated encounter. 

4.7. Ethical implications. 

The relevant ethics committees (for Sites A and B) were approached in the 

appropriate manner for permission to undertake the study. When 

granted, informed consent was obtained and all participants were assured 
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of confidentiality in line with the institutions' ethics policies. (See 

Appendices 5.1 and 5.2 for participation request forms). 

4.8. Summary. 

The chapter presented the reader with a sequential consideration of the 

concerns of the inquiry design, the pilot study, participants and contexts, 

data collection and analysis. In this regard the following are worthy of 

reiteration. In terms of inquiry design a main concern was with 

establishing study which would enable one to describe ways in which 

students and facilitators respond to and deal with 'events' during clinical 

simulation sessions. Although initially disappointing to the researcher the 

pilot study gave a deeper appreciation of the boundaries of the study in 

terms of the involvement of participants and the contexts in which the 

simulated clinical sessions would eventually take place. Subsequent 

reorganisation of the study would allow for adequate data collection and 

analysis. The following chapter accommodates a discussion of the results 

and the analysis. 
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CHAPTER 5. RESULTS AND DISCUSSION. 

In this chapter the results are presented as an overall description of the 

processes that the participants used during the simulated clinical 

encounters (participant structures). A 'transcript analysis' allowed the 

researcher to illustrate what the participants attended to during these 

exchanges. For example; what information the participants attended to; 

the manner in which they structured and concerns, the rationale for the 

choices they made; and the plan they made for resolution of those 

concerns. Exploration of these themes is via selected examples of dialogue 

from the transcripts. It was deemed more appropriate to present the data 

in this fashion rather than selecting two or three exemplary quotes linked 

with narrative. The reader is directed to the full transcripts for 

comprehensive examples. What the analysis focuses on is "the process of 

signalling the shapes of the participants' notions of what the context is" 

(Gumperz and Berenz 1993: 94). 

As previously mentioned, theme elaborations were manually 

discriminated using predetermined categories from other literature; 

namely, 'Stimulus and Response ' (Gormley 1985); 'Cognition and 

Meaning' and 'Cognitive Processing' (Winne and Marx 1982); 

'Accountability' (Good 1983); and 'Time factors' (Marland 1978), and 

second, inductively derived from these data, namely, the categories of 

'Participant Role', and 'Knowledge and Application'. These categories and 

subsections were utilised in the belief that they would allow an 

appropriate insight into mediation between the facilitators and learners 

and therefore be congruent with the purpose of the study. 

Thus, the findings are presented in such away as to illuminate the themes 

emerging from the stimulated recall; characteristics of elicited cognitive 

and affective themes; and categories emerging from the responses which is 

all a matter of perspective for the participants. The findings are 
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illuminated by references from the literature and, where appropriate, the 

theoretical framework categories are identified. It should be emphasised, 

as is appropriate for this type of discourse, that categories are not discrete 

and some of the exact same quotes from the transcripts are used in several 

places to illustrate different findings. 

5.1. RESPONSES FROM STIMULI. 

The following extracts from the stimulated recall transcripts highlight that 

the participants are hardly passive recipients of the clinical interaction, 

and, that the task structures demanded of the students and facilitators 

have attached to them differing effects on each other, that is, positive or 

negative. Accordingly it was previously stated that the interaction between 

differing participant's perceptions may be functional or dysfunctional in 

terms of satisfaction, motivation, and commibnent to their role function 

within the participant structure, and, that what happens as a consequence 

of participant behaviours ('mediation', Reed 1982) and I or clinical 

envirorunent effects ('clinical ecology', Doyle 1979) are potential 

promoters or inhibitors of either teaching and I or learning. This is accord 

with the constructivist view (See 3.1.4.) that human beings act upon the 

envirorunent rather than simply responding to it. The premise being that 

there is a connection between the task-structure (as part of the participant 

structure) and the student's, the simulated client's and teacher's cognitive 

strategies. That is, an active constructivist process. Thus the following 

illustrates schematically the nature of the cognitive processes during the 

various instructional encounters. In terms of the positive I functional or 

negative I dysfunctional constructs the analysis of the stimulated recall 

transcripts yield the following 'categories'. (See pp. 5 - 7, 1.3.). 

5.1.1. Positive stimulus I event- leading to- Positive response I effect. 
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5.1.2. Negative stimulus I event -leading to- Negative response I effect 

5.1.3. Positive stimulus I event- leading to- Negative response I effect 

5.1.4. Negative stimulus I event- leading to- Positive response I effect 

The following extracts from the students (S), simulated clients (C), and 

teachers (T) transcripts show these in action. The number following the 

participant relates to their involvement in a particular session as 

designated in the transcripts. For example, "S 2 Oh, well she [C 2] said . . . " 

relates to an interaction between the participants student 2 and client 2. 

The symbol ---- is used to denote a period of dialogue from the 

transcripts and is used to separate examples of such periods in the analysis. 

5.1.1. Positive stimulus I event - leading to - Positive response I effect. 

5.1.1.1. Students. 

S 1 . . . as you do go along, yeh. It depends a lot in the first ten or twenty 

seconds ... if you have it clear in your head ... at that stage by the 

end of ten or twenty seconds you're ok ... but if something goes 

wrong it usually snowballs until .. . sometimes everything going 

fine, but just because one thing's gone wrong it just taints the whole 

.. . (?) . .. you just think the whole thing's gone wrong . .. but it 

hasn't, its .. . 

S 2 Oh, well she [C 2] said "How was it" and it was actually 37.1 ... and I 

said to her .. . you know ... it's on the border, are you feeling a, bit 

warm, do you want me to take a blanket off or something ? and she 

said No, she's fine, and I said I'll keep an eye on you and if you 

begin to feel warm we can either take your jacket off or come back 

with something .... 
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S 3 Yeh I was happy with them, cos' like ... in the beginning they 

warned us what was coming. 

S 4 [laughter] Considering she [C 4] knew I hadn't used it [the plaster 

saw] before too ... she was quite relaxed compared to what a lot of 

people would be. 

S 5 Yes ... yeh ... its better when the patient is communicating and 

giving you a verbal idea of what's going on rather than ... taking 

account of physically what you see, or feel, or hear ... you're getting 

input from the patient as well so that's ... you don't know if 

someone's feeling pain, only they can tell you that. 

S 6 I was trying . . . you know ... to visualise it from the top down and 

see if it was doing its job which is to keep him in bed and in 

alignment ... well I thought it is ... so does it really need anything 

else? 

5.1.1.2. Clients 

C 1 You know, with a lot of the others there's a lot of nice girls and 

there's a terrible temptation to prompt them and help them on a bit 

... but you can't. 

C 2 She was doing well I thought ... she had put me at ease, and ... 

what she was concerned about was her throat a bit. 

C 3 Amongst this lot [students] there didn't seem to be any ... Oh that's 

another thing the ones who came before they were competent ... so 

competent. Whether they would be absolutely accurate or not I'm 
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not competent to say ... but as far as wading in ... that was it ... no 

worries. 

C4 Yeah, they [T 1 and S 4] were quite gentle actually, they didn't move 

my leg around much at all ... it was OK. 

C 5 Yes ... I thought she was quite wonderful ... she did everything 

right considering she hasn't worked in that area before ... she did 

rather well. 

C 6 She was pretty good in watching . . . you could say that [reference to 

C 6 moving his leg]. 

5.1.1.3. Teacher 

T 1 Yes, that was good. There was just one point ... about the patient 

going to theatre and nil by mouth ... took a while to get there but 

that's OK ... because she wasn't sure of the treatment ... she 

understood. 

T 2 Yes I certainly thought she ... that she certainly knew how to 

approach someone who had a hearing problem ... looking at them 

directly ... ahm ... in the face ... speaking clearly ... speaking 

slightly louder .. . and the gesturing with the hands and pointing to 

the foot and ... yes ... she certainly knew what to do. 

T 3 I felt it was important that she . .. at least I get some insights or she 

get some insight into the principles of this traction ... it seems 

logical to me that you can't look after the traction and the patient 

that's in it unless you've got some idea of what's working it. 
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5.1.2. Negative stimulus I event -leading to- Negative response I effect 

5.1.2.1. Students 

S 1 Yeh ... he [C 1) had hearing aids in so ... just things like finding the 

thermometer ... I sort of didn't know ... but it was sitting right in 

front of me ... but I had to sort of look for a while ... you never 

really look for the obvious ... you ... 

S 2 I got a bit confused because I thought that the only space left was for 

the patient [C 2] to ... the patient label is normally on the ward and 

that's why I'd better re-read the instructions properly . .. I just sort of 

glanced at them as I was walking in, ok, I thought I would have to 

put it where the patient's label would normally go ... and then I 

think I moved the table to the side . . . it was kinda hard . . . and 

then there was someone else's pen . . . there was all this rubbish left 

on the desk from the person behind me, sticky labels and their pen 

and stuff ... 

S 3 Yeh, well I might ask them how their day was or something like 

that . .. but its an assessment, you know. 

S 4 I think maybe worried that the information you have [S 4 

knowledge] is wrong or what you might think is the right thing to 

do wouldn't be the next step ... Yeah. 

S 5 Well I'm not an expert at x-rays but it looked like a pretty nasty 

break . .. and erm ... I assume that was pre having the plaster on . . . 

Oh, post. 
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S 6 Do you feel that your explanation was OK? You were quite happy 

with the way .. . 

Not perfect! y .. . 

5.1.2.2. Clients 

C 1 Ah, I think it might have been that she was floundering a bit ... 

just a little bit .... not a lot. There's a definite difference between 

some of them who come on .. . they know exactly what's going on. 

Most of the third years have an awful lot of confidence ... first year 

are nervous .. . perfectly understandable ... but some of these third 

years know exactly what is going on. But she had a bit of a ... sort 

of a ... diffidence sort of thing .. . she wasn't quite sure how to go 

about it even though she possibly knew the whole thing without 

any problem. 

C 2 Ahm, I feel sorry for them if they're [students] doing badly ... and of 

course I can't say anything to them about it ... well I shouldn't be 

helping them anyway because they should know it properly for the 

exams. 

C 3 There were one or two [students] who completely forgot the pulse. 

Completely forgot it ... and you can't remind them or help them. 

C 4 This is where the bed didn't go up . .. right ... yeah ... I was 

thinking that ... maybe ... , I would have thought they [T 1 and S 4] 

knew which way it went up. 

C 5 What I was asking for is some pain relief ... it hadn't been offered 
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... but then they're still doing investigative work at the present 

time .. . so until they get some feeling back I wouldn't expect to get 

some pain relief ... 

C 6 I thought her reaction to my weakness which was pretty profound 

was very unconvincing ... if I'd had someone with that kind of 

weakness ... I 'd have been worried. 

5.1.2.3. Teacher 

T 1 Yeah ... I mean, if the patient really had blue toes that would have 

been too long .. . but even if it was a wet plaster and the toes were 

blue you'd just rip it ... and wouldn't really care about the plaster. 

T 2 I felt a little bit concerned .. . she's done this quite often ... in the 

ward, the neurovascular observations and the approach and the 

reporting to me ... but I was a bit concerned that she was . .. erm ... 

this foot . . . she didn't wash the base of the foot ... and she just did 

an area which is an overall general mistake, as you know, of a lot of 

people ... they just do the bit they need to see, but they forget about 

the bottom of the foot. 

T 3 My comment [to 'skeletal traction'] was 'overkill' . .. if you were 

talking with a patient you probably wouldn't say that's overkill but 

... it didn't show that she was thinking along the ... well she 

certainly wasn't tuned into to how it works ... I wouldn't have 

expected the first thing to come out her mouth was 'skeletal 

traction'. 
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5.1.3. Positive stimulus I event- leading to- Negative response I effect 

5.1.3.1. Student 

S 1 Yeh, yeh, if ... just one run through and you'd have it down ... Its 

just fear of the unknown ... like ... Like there when I went to take 

his pulse ... I had his pulse and I was reading it and I realised I 

didn' t have my watch out of my pocket ... I just thought . .. oh .. . 

whereas taking a pulse is a very basic task, but ... just knowing 

you've got someone who is going to mark you on this ... whereas 

in the hospital setting by this stage you be sort of having a quick chat 

with the patient as you're taking the pulse . .. even asking them 

how they are . .. I didn' t bother saying "How are you?" I was ... 

just Hi .. . 

S 2 Nil identified (that is, nothing identified from the interaction to 

illustrate this category) 

S 3 Nil identified (that is, nothing identified from the interaction to 

illustrate this category) 

S 4 Probably in a hospital situation I would have dealt with it myself 

anyway .. . like I would have looked to putting the saw away before 

I picked up the other things to pry the plaster apart ... Maybe 

because (T 1] was there I was using her to my advantage anyway. 

S 5 Yeh .. . because it wasn't a real patient situation I wasn't sure if [C 5] 

was hamming it up .. . or ... I kind of forgot he was meant to be 

this real patient ... I think in a real situation I would have been a 

bit more supportive. 
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S 6 No ... They [the feet] were still nice and warm and pi~ but as soon 

as he [C 6] moved them there was the left ... that deficit ... so I 

thought that just be related to the nerve maybe that was .. . related 

to the prolapsed cord ... nothing like a CV A [cerebro-vascular 

accident] or anything because he is still orientated ... 

5.1.3.2. Client 

C 1 Because I think it was the first or the second that looked for the 

the thing for the ear business. 

C 2 Yes, they [students] tend to leave the thermometer in longer than 

they have to ... the oral one. And some of them haven't used the 

electronic one [tympanic] before ... the ones who have seem to 

prefer because they are much quicker than the oral. 

C 3 Not really, no. Competent I'd say ... although not particularly 

knowledgeable. Floundering a little like all of them to some extent. 

That's right she did . .. I think she did make a mistake of talking to 

me while putting the thermometer in my mouth and that isn't a 

good thing really. I know it wouldn't worry most people but some 

people could be a bit concerned I think. Like I said before, you can't 

talk to them . .. they're trying to sort things out. 

C4 A bit of both ... It was good to know what was going to happen 

next, but also, . .. ahm ... it was a little bit of a worry they talked to 

each other [T 1 and S 4] about what they were going to do . .. 
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C 5 What I did then ? ... She was asking if I could feel anything ... and 

it doesn't matter whether I could feel it or not, automatically I could 

see that she was doing something . .. so I did what I thought the 

person would have done then is to look the other way and say you 

could feel something ... that's me ... but the standard thing is that 

they grab hold of you. 

C 6 And they might have been satisfied with the explanation ... but I 

didn't feel that she had any grasp of the pathology . . . erm ... she 

never once spoke about my spasm being the cause of the pain ... 

erm .. . and ... well I thought the answer to that [reference to pain 

now but will get better] should have been yes and I'm sorry . . . I 

accept she's a student ... 

5.1.3.3. Teacher 

T 1 Yes, I started off alright .. . but then I got a bit carried away ... and I 

thought, no. I can't be asking her [S 4] this. 

T 2 I thought she was relating to him [ C 5] very well ... except he was 

indicating some ... well he said he had hearing problems .. . he was 

indicating by the slight tum of his head that he wasn't hearing ... 

because I [T 2] have a hearing problem I picked that up more than 

anybody else. 

T 3 I don't know what I expected from these x-rays . . . this was an 

experiment ... she admit she doesn't know the reading of the x-rays 

very well ... but again I felt that she should have had more of a 

clue about the anatomy at least. 
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5.1.4. Negative stimulus I event- leading to- Positive response I effect 

5.1.4.1. Student 

S 1 Yeh, the only thing was the thermometer ... because . .. it sounds 

quite strange cos you don't really see mercury thermometers any 

more and so I was just thinking . . . how long do I leave that in for?, 

and he [C 1] said that ... the chartings pretty universal wherever 

you go ... 

S 2 Don't know, I lost my breath here ... I really needed a drink of 

water ... you know when you get something caught in your throat 

.. . you just can't get your breath ... it's horrible ... nobody paid me 

any attention ... nobody seemed to notice that I was over here and 

was having a real difficult time . . . was I breathing - you know what 

I mean? ... there must have been other people in the room. I know 

it wasn't a supervised station ... but the lady in the bed looked at 

me a bit funny. I don't know what makes you do it but sometimes 

you can't quite dear your throat and that . ... I was looking for the 

IV instructions ... which was a little confusing because I thought 

that it must be on the chart that I'm looking at . .. then I thought 

they're not there, then I finally remembered that they were on the 

end of the bed .. . but I think it should have been written rather 

than telling us at the briefing station six stations ago. It should have 

been on that chart on the top, there where we read where our 

instructions were. Because you're so nervous you've forgotten by 

the time you get to here ... what she told you in the debriefing 

session, sorry the briefing station. 

S 3 Wasn't too much communication but enough to do my job though 

... to go through in five minutes is a bit hard. 
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S 4 Erm .. . I was thinking why is this happening while there's a 

camera behind me. It happens though under normal ward 

situations. You get your beds which are all different . . . getting 

towards the end I thought getting some more pillows would be a 

good idea. 

S 5 Er ... I did notice it when I first ... kind of first walked in ... I did 

notice it but I didn't come out and say ... but that's when I checked 

it out properly. 

S 6 No, I wasn't ... once [T 3] had said- keeping it prolonged and things 

- yeh, that was . . . oh, you think that's obvious, but no ... and I 

knew that you had to keep it like that and when you put it up you 

say is there something wrong with that- well its not doing the job. 

5.1.4.2. Client 

C 1 I think she got better if anything, yes I think so . .. yes ... I'd say so. 

I think once they get into it they're alright. 

C 2 Err, no it didn't. I think at times you have a bit of fiddle going on 

where you wouldn't have it in a normal hospital situation. 

C 3 There's one thing that did occur to me ... it was that all of them 

[students] . .. they are students, right. I mean if you'd had a nurse 

who had been nursing for ten years in hospitals and whizzing 

through things you'd know about it and they would have no 

problem at all. But with them, they are students and they're having 

to think of the next thing ... then they look at the notice and try to 

glean a little bit more from the notice ... and think again. So, its 
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not quite the same ... if I'd think of anything it wouldn't apply in 

quite the same way. 

C 4 Ahm ... I was thinking at first what are they [T 1 and S 4] talking 

about, but then I realised that .. . erm ... then what they were 

saying started to make sense. The no-feeling and no-pulse and that 

sort of thing. A bit confusing at first but . . . 

C 5 Yes, yes .. . she [S 5] is being quite nice and asking me if I was feeling 

anything, she was nervous but that's put down to the artificial 

situation ... in the real world she would have been more confident 

in that ... erm. I thought she was doing quite well for that artificial 

situation .. . she was listening. I was mostly talking to her [S 5] and 

ignoring [T 2] because I didn't think she was to be there as such ... 

giving the other one [S 5] all the attention. 

C 6 Nil identified. (that is, nothing identified from the interaction to 

illustrate this category) 

5.1.4.3. Teacher. 

T 1 I felt I could have gone more into 'compartmental syndrome' and 

really gone to town on it .. . explained it more in detail .. . but that 

might have taken too long. 

T 2 No ... not at this stage . . . but she does have some ... she did notice 

when we were talking about ... and I pointed to it, she did notice it, 

she did notice it was forward ... which is important. 
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T 3 ... and one of the first things you would do is to find out about your 

patient .. . and in the little blurb [ie. written instructions for S 6] it 

said 'generally' find out about your patient and 'specifically' find 

out about your patient ... so that's where I expected her to come in 

... because the principle is- how can you look after someone unless 

you've got the information. 

The foregoing analysis of the stimulated recall transcripts yields facets of 

descriptive information suggesting the presence of psychological contexts 

in which the learner (student) and facilitators (simulated client and or 

teacher) exhibited either positive or negative effects (or responses) from 

varying events (or stimuli). This is an illustration of 'reciprocal causality' 

(Doyle 1979), and shows the participants as "agents extracting and 

imposing meaning" (Cust 1995 : 281). Thus, the study shows that this 

constructivist process has the potential to be a promoter or inhibitor of 

either teaching and I or learning. In terms of the assigned categories, these 

are now taken to mean: 

5.1.1. Positive stimulus I event -leading to- Positive response I effect as 

promoter of either teaching and I or learning. 

5.1.2. Negative stimulus I event -leading to- Negative response I effect as 

inhibitor of either teaching and I or learning. 

5.1.3. Positive stimulus I event -leading to- Negative response I effect as 

potential inhibitor of either teaching and I or learning. 

5.1.4. Negative stimulus I event -leading to- Positive response I effect as 

potential promoter of either teaching and I or learning. 
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5.2. COGNITION AND MEANING. 

To maintain the interest in this aspect for a little longer one can explore 

the contention of Sinclair and Coulthard (1975) that typical exchanges in 

educational settings consist of three elements. First, an initiation (eg. by 

the teacher), followed by a response (eg. by the student), and further 

feedback (eg. by the teacher) to the response. The simulated clinical 

encounters of this study would have a unique modification to this process 

on two counts; firstly, in terms of it being a triadic as opposed to a dyadic 

exchange, and second, the initiation - response - feedback process can be 

stimulated by, and involve, any of the participants. This would appear to 

have some correspondence with the previously mentioned information 

processing framework of positive and I or negative events and effects, and 

further, appears to have similarity to Bernstein's (1971) idea of 'frame' 

(cited in Stubbs 1976 : 97) in that the relationship between the students and 

facilitators is relative to the 'strength' of the frame. (eg. strong frames 

reduce the students' power in the relationship). This interpretation of the 

work of Bernstein (1971) and Sinclair and Coulthard (1975), is taken 

within the cognitive perspective of this study and is related to the 

relationship between the participants and the nature of the suggested 

boundary between them (See 'clinical ecology paradigm', 3.1.2.). It would 

appear that there are perceptual connotations to the above in terms of the 

participants making sense of their boundary or frame. First, all the 

participants will bring into use a perceptual schema related to the 'content' 

(scenario). Second, a conceptually parallel schema is brought to bear in 

perceiving the exchange intentions of all the other participants. And a 

third is seen to be specifically applicable to the student, in that when the 

other two perceptual problems are solved, the student must engage in 

mental operations to bring about learning. In this regard the term 

'perceptual schema' is considered as being" an active process of extracting 

70 



information from the environment and giving this information 

psychological meaning". This has an alignment with the hermeneutic 

phenomenological underpinning because the context and concomitant 

meaning are retained during the analysis and interpretation, the 

knowledge embedded in practice is revealed (MacLeod 1996 ). 

The above serves as an introduction to further discussion of the cognitive 

mediational paradigm and will utilise the original work of Winne and 

Marks (1982}. This part of the discussion will address two primary 

categories of students' cognitive processing that facilitators intend to 

influence by providing appropriate task-structures. That is, cognitive 

operations that influence mediation. These primary categories are 

designated as orienting, and cognitive processing. 

5.2.1. Orienting: 

This relates to those interactive task-structure stimuli that are intended by 

the facilitators to direct or redirect student's cognitive processing to the 

content and exchange intentions that constitute the simulated clinical 

encounter. Orienting intentions can be further categorised into major and 

minor subdivisions. These major and minor subdivisions are; 

5.2.1.1. The nature of the goal towards which students were being oriented. 

Orientation towards students' affective states : Related to efficacy, 

engagement or optimal levels of anxiety. 

5.2.1.2. The orientation toward the identification of content and exchange 

intentions. These orientations being either microscopic or macroscopic in 

nature. 
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5.2.1.3. Accountability orientations of the participants. Either student, 

client or teacher. 

To illustrate these: 

5.2.1.1. The nature of the goal towards which students were being oriented. 

a) Orientation towards students' affective states : Related to efficacy, 

engagement or optimal levels of anxiety. 

The orienting intention here is to promote efficacy and engagement with 

the content and exchange intentions that constitute the simulated clinical 

encounter because they are enjoyable, or they satisfy the students' curiosity 

enough to indicate a particular level of arousal. In particular the 

facilitators are concerned with providing an optimal level of anxiety for 

knowledge and or skill acquisition. This provision of an optimal level of 

anxiety may mean to either increase or decrease in the sense that if the 

student is exhibiting distress then one would reduce this to eustress (that 

is, 'normal', non-distress) levels, or increase to eustress if no anxiety is 

exhibited. The transcripts include examples of affective states which 

illustrate how this particular orientation can be an enhancer or inhibitor 

of mediation. This has reference to the phenomenological and ecological 

domains in that it is was concerned with the interpretation of thoughts 

and feelings and actions within a given environmental demand. Table 2 

below gives some indication of the differing states produced. 
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1. Student. 

Positive affective state (enhancer) 

Confident 

Happy 

Relaxed 

2. Client. 

Positive affective state (enhancer) 

Surprised (pleasant! y) 

3. Teacher. 

Positive affective state (enhancer) 

Happy 

Relieved 

Negative affective state (inhibitor) 

Unconfident 

Unhappy 

Pressurised 

Negative affective state (inhibitor) 

Worried 

Negative affective state (inhibitor) 

Concerned 

Frustrated 

Table 2. Examples of affective states in relation to the orientation toward 

goals. (For comprehensive lists of affective states see Appendix 4.1 and 4.2). 

The following examples from the transcripts serve to highlight these goal 

orientations. 

i) Re : Self-efficacy. 

Bandura (1989) coined the term self-efficacy to describe a person's 

expectation of competency in any given situation; and, Greene and Miller 

(1990) relate that the efficacy beliefs of students are positively related to 

their level of cognitive engagement in a task. The transcripts revealed 

instances where this 'cognitive engagement in a task' and 'self efficacy' is 

linked to the acquisition and utilisation of practical clinical knowledge. 
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These data are seen to be affiliated with 3.1.4. 'cognition and meaning' and 

3.1.5. 'hermeneutic phenomenology'. 

R Supposing he would have asked you what that was ... would you 

have been happy in explaining that ? 

S 5 Yeah ... its when you've kind of erm ... and intracellular and 

intercellular exchange of fluid . .. and its kind of a build up of fluid 

in the muscle or in that area and erm ... produce kind of pain and 

swelling ... 

R You admitted to the lack of knowledge there about the x-rays and 

structures and stuff, but you weren't too uncomfortable at not 

knowing? 

S 6 WeB, I didn't think that I needed to be an expert on x-rays and stuff 

to be able too tell him [C 6] what's going on .. . 

The S 5 self-efficacy evaluation is one with which she is 'happy' and is 

quite confident in going on to expouse the knowledge providing this 

orientation. 

S 6 appears to be satisfied with a level of self-efficacy based on a level of 

knowledge, and cognitive engagement, which could lead to mediation 

problems. Namely, C 6 thought that : 

[S]he was out of her depth ... she was not comfortable in the 

situation ... I thought she was out of her depth and I didn't think 
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she had a sufficient pathophysiological base to be answering the 

questions I was putting to her. 

It would appear that the cognitive orientation of the student (S 6) with 

respect to the exchange intention was not matched by the client (C 6) 

perceptions. The result being two differing beliefs about student efficacy. 

The student thinking that what she had to offer was good enough; while 

the client thought it wasn't good enough. These differing orientations to 

procedural and declarative knowledge are potential inhibitors to the 

mediation and exchange intentions. This procedural knowledge being 

concerned with the 'knowing how'; that is, the information involved in 

performing cognitive and psychomotor skills such as caring for the client. 

While declarative knowledge being the facts- the 'knowing that'. The 

above responses illustrate a lack of awareness of what is required in terms 

of 'conditional knowledge' (Cust 1995). In this regard Cust (1995 : 285) 

states that : 

Such knowledge is evident when a nurse assisting a patient readily 
recognises that the situation calls for the application of relevant 
declarative knowledge about such things as the [client's] illness and 
treatment as well as appropriate procedural skills relating to 
assessment and other nursing care activities. 

ii) Re : Engagement. 

S 4 having someone there asking questions the whole time ... like

what steps would you take next? ... that had me thinking. Whereas 

if you got stuck [on the ward] you'd just go out of the room and ask 

someone more senior. Erm ... it was educating as well cos, you 

know, if I didn't know something she was there to explain it all. 
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T 1 Yes ... I knew she was a bit nervous but ... yes ... but I didn't want 

to put her on the spot with 'compartmental syndrome' because 

that's a little more complicated .. . so I didn't want make her feel 

bad. 

The first example (S 4 response) of orientation had a positive effect on the 

student in that the task-structure worked as enhancers of mediation, while 

the second (T 1 response) illustrates a teacher's attempts at maintaining a 

positive engagement by avoiding inducing anxiety. 

iii) Re : Anxiety. 

S 1 Even when I was using the calculator I was pressing wrong buttons . 

. . I was so nervous ... I was like oh ... it took me so long to do a 

calculation ... When I left I thought I'd done that completely wrong 

but .. when you watch it you think I've done everything ... but 

you always feel that .. . you always think you might have done one 

thing wrong ... I went to take his pulse on the hand that had a 

splint ... I thought ugh ... so I walked around, and I didn' t get my 

watch out ... and it gave me this feeling of "I've really stuffed up, 

I've really done badly" ... then when I watched it you could even 

notice I'd done that ... you couldn't see that I hadn't got my watch 

out- or see that I'd gone to take it .. . It just looked as though I'd 

seen the splint and walked around. But every little mistake you 

make is just tenfold in your head, it makes it look like there's a lot 

of alarm bells going off ... and the assessors going oh ... she's done 

that wrong, but they don't ... 

This represents a change of affective state from a greater to a lesser degree 

of anxiety which could serve as positive orienting stimulus for S 1. 
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5.2.1.2 Temporal orientation toward the identification of content and 

exchange intentions. 

This orientation subdivision is concerned with the teachers' intentions as 

to how and I or when the students are oriented to content in terms of 

exchange intentions on their part or exchange expectations on the 

students' part. Thus, the orienting is toward either immediate or later 

orientations. These may be described as i) microscopic when the teachers' 

concern is to relatively immediate effects on the students' cognitive 

processing, ii) macroscopic when the teachers' intention is to look beyond 

the immediate exchange, and iii) positive and I or negative student 

consequences. The transcripts provide evidence of this temporal element. 

For example : 

i) Re : Microscopic Orientation. 

T 2 Yes I was erm . .. what I was thinking was that I was a little bit 

concerned that [S 5] wasn't going to be taking note of the plaster 

covering his [C 5] foot ... she was heading in the right direction but 

I wasn't sure she was going to come to the point of washing that 

foot. 

ii) Re : Macroscopic Orientation. 

T 1 I felt I could have gone more into 'compartmental syndrome' and 

really gone to town on it ... explained it more in detail ... but that 

might have taken too long. 

iii) Student consequences. 

In this section the researcher has identified areas of participant 

deliberation that has further time orientations as a defining variable. 

Thus, the following references to chronology from among students', 
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clients', and teachers' responses highlight how 'time factors' can have an 

effect on mediation in terms of cause and I or effect on student role 

function in ei ther a) positive or b) negative ways. 

a) Time management- positive student consequence. 

The transcript response examples for this category appear to yield 

interactive thoughts that can be coded as interpretation or prospective 

deliberations. The responses of S 1 and S 2 being interpretive, and those of 

S 6, T 2, and T 3 being prospective deliberations. To illustrate: 

i) Interpretation. 

The S 1 and S 2 responses contain evidence that the students are attaching 

subjective meaning to their perceptions. For S 1 the immediacy element -

the early clarification of the exchange intentions- is an important 

appreciation. The implicit interpretation seems to be that if you've not got 

your head together fairly quickly, you're not going to be too happy. The 

subjective meaning for S 2 is one of comfort, and that the interpretation of 

the situation is that all exchange intentions could be accomplished. 

R Were you feeling any more relaxed as you got into it? 

S 1 ... as you do go along, yeh. It depends a lot in the first ten or twenty 

seconds . . . if you have it clear in your head . .. at that stage by the 

end of ten or twenty seconds you're ok .. . but if something goes 

wrong it usually snowballs until ... you just think the whole 

thing's gone wrong .. . but it hasn't, its ... 

[Student consequence - Positive] 
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R How did you feel about the time overall ? Were you ... concern you 

? 

S 2 It was alright . . . no not really. If you're not nervous . .. if it was just 

a normal ward situation, I would have felt quite comfortable doing 

that amount of stuff in that amount of time. You can do more than 

one thing at a time . . you've just go to ... [Student consequence -

Positive] 

ii) Prospective deliberations. 

The S 6, T 2, and T 3 responses are considered as being prospective 

deliberations because they recall what they would plan to do at some 

future point in the simulated clinical session or in the future other than 

in the immediacy of the encounter. For S 6 there is an appreciation that 

'now' might not be the best time and that, on deliberation, the achieving 

of clinical outcomes in terms of the specific communication exercise, 

would be best done 'later' . Namely, "''ll come back and I'll sit down and 

explain it to you properly ... ". For the teachers, T 2, and T 3, the 

deliberations are tactical deliberations in which their orientation to time is 

dictating some adjusbnent to the exchange intentions; ie. how the overall 

time-frame could be affected. Comments confirming this include: " I 

remembered thinking we can't spend too much time going through the 

toes ... thinking about the overall time we had for the session"; and, "I 

didn't want it to go for hours ... yet I wanted to give her a fair go". 

R If you went over it again, would you do it any differently? 
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S 6 Ahm ... I'd probably tell him I'll come back and I'll sit down and 

explain it to you properly and maybe get some pictures and books 

and stuff ... teaching aids. 

[Student consequence - Positive] 

T 2 . . . you could see a tiny bit of the great toe there was some pink 

... now I was hoping she wasn't going to be misguided by that little 

bit of pinkness ... and then she was going through the toes ... and I 

remembered thinking we can't spend too much time going through 

the toes . . . thinking about the overall time we had for the session. 

[Student consequence - Positive] 

R You kept looking at the clock. 

T 3 I didn't want it to go for hours and ... yet I wanted to give her a fair 

go. 

[Student consequence - Positive] 

b) Time management - negative student consequence. 

The transcript response examples for this category appear to yield 

interactive thoughts that can be coded as interpretation or retrospective 

deliberations. The responses of S 1 and C 2 being interpretive, and those of 

S 4, S 5, T 1, and T 3 being retrospective deliberations. To illustrate: 

i) Interpretation. 

The S 1 and C 2 responses contain evidence that the students are attaching 

subjective meaning to their perceptions, and appears to be attached to the 

'allotted time' for the session. More specifically it appears to be linked 

80 



perception of 'time and task' and the inherent cognitive pressure. The 

following amalgam of dialogue from the responses illustrate this. "I think 

the timing upsets them [less relaxed] . . . they've got limited time" (C 2). 

"Because the aim was time management ... you think the bells going to 

go ... which makes you just cloudy, confused ... and descend into chaos .. 

. you just have no concept of time when you're in there" (S 1). 

51 ... you're meant to do about four things, but you just want to do 

them all simultaneously ... yeh ... because the aim was time 

management you had that in the back of your head . .. and so the 

time ticking away in the NABS is always ... you're always about to 

hear the bell go off even though you've just walked in, you think 

the bells going to go so that always the first thing, which makes you 

just cloudy, confused, ... 

[Student consequence- Negative] 

S 1 The bell . .. listening for the bell the whole time .. . you listen for 

the bell . . . [This is a reference to 'the bell' as the signal to 

commence and terminate the NABS session]. 

R And you were saying that was an added pressure. 

S 1 Yeh, definitely . .. if . .. I think it would help everyone a great deal if 

they could see how much time they had left . .. at some stage if they 

had a count-down or maybe a bell at one minute-to-go. But again if 

you did have a long time ... you might just pack it all in the last 

minute ... and descend into chaos, yeh ... cos you just have no 

concept of time when you're in there ... you're trying to think as 
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well as trying to count in your head ... and that sort of makes the 

clouding a bit worse. 

[Student consequence - Negative] 

C 2 I think the timing upsets them [students) a bit because they know 

they've got limited time. They'd be more relaxed if they thought 

they had a bit more time. 

[Student consequence- Negative] 

ii) Retrospective deliberations. 

The S 4, S 5, T 1, and T 3 retrospective deliberation responses are ones in 

which the participants contemplate a course of action already undertaken 

in the simulated clinical session. The recalling of the courses of action by 

the participants S 4, S 5, and T 1 relate to the deliberation on the amount 

of time spent on one particular exchange intention. In each case it related 

to recalling that it took too long and that they (ie. the s tudents) should 

have been quicker in the execution of that task. Verification of this coding 

is explicit in the statements : "I bet you felt as this was going on forever ?" 

" I actually did" (R and S 4). "Did you think it was going on too long ?" 

"Yeah" (Rand T 1). "Takes me ages ... " (S 5). 

R I bet you felt as this was going on forever [removal of plaster]. 

S 4 I did actually . . . I think a lot of it was because the plaster was still 

wet. 

[Student consequence - Negative] 
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S 5 Takes me ages to cut it off. 

[Student consequence - Negative] 

R Did you think it was going on too long . .. the procedure? 

T 1 Yeah ... I mean, if the patient really had blue toes that would have 

been too long ... but even if it was a wet plaster and the toes were 

blue you'd just rip it . .. and wouldn't really care about the plaster. 

[Student consequence- Negative] 

In contrast, the recalling of the courses of action by the participants S 5, 

and T 3 relate not to the deliberation on the amount of time spent on one 

particular exchange intention but rather when in the session a particular 

course of action should have been done. More specifically this 

retrospective deliberation relates to the student contemplating on the fact 

that the action (clinical task) should have been undertaken sooner in the 

exchange (ie. "I should have done that first really ... but I didn't pick it up 

earlier"; and the teacher expecting the student to have undertaken certain 

actions sooner (ie. building a rapport with the client). 

R What was your thinking behind that? 

S 5 Well to reduce the swelling ... to like ... to reduce the chance of it 

happening any more ... eliminate the risk . .. I should have done 

that first really ... on initial assessment ... 

R You thought it might have been done earlier? 
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S 5 Yes ... but I didn't pick it up earlier ... 

[Student consequence - Negative} 

T 3 Not withstanding the time frame ... the constraints about the 

situation ... I would have expected her to take a far more ... well 

she was informal but to build up a rapport with [C 6} as well because 

if you're going to be asked to do these things [ie maintain position] 

that there should be a good rapport . .. 

[Student consequence - Negative] 

The above orientation examples imply a temporal focus apply to the 

students, which illustrates the 'clinical ecology' paradigm in that the 

interplay of environmental demands and speculation about strategies are 

evident. In this regard the transcripts also provide data that identify 

content orientation processes are being undertaken by the teacher which 

affect the session and therefore the exchange stimuli presented to the 

students; namely : 

R You kept looking at the clock. 

T 3 I didn't want it to go for hours and ... yet I wanted to give her a fair 

go. 

5.2.1.3 Accountability orientations of the participants. 

A further aspect of content orientation evidenced in the transcript data is 

that of 'accountability'. This aspect is seen to be an important part of the 

participants' role function in that all participants are held accountable to 

some degree for the nature, the intent, and the consequences of the 
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simulated exchange. A question posed from this is whether accountability 

elements can be seen in the data and whether they have consequences for 

enhancing or diminishing orientations to role function within the 

immediate participant shucture or beyond. The following are offered as 

examples of orientation mediation between the participants (that is, 

principally within the 'mediating process paradigm' and 'cognition and 

meaning'. 

i) Re. Accountability orientation - Student responses. 

R Anything special there going through your mind? 

S 4 Probably what she [T 1] was going to ask me next . .. it had me 

thinking though ... like what I should be doing because [T 1] was 

there asking me questions ... sort of thinking - what is she going to 

ask me ... what should I be doing? 

R Now then, what about the wrong charts ... did that throw you ? 

S 5 Yes ... I thought there's been some incompetence here ... if 

someone hadn't checked the name and the HRN number he 

could've been given the wrong medication or his observations 

could have been recorded for the wrong person ... and ... in the 

long run ... you could be in a lot of trouble. Yes it was a big concern. 
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R Yes, you got on to the social issues there. Were you thinking of 

anything in particular ? Were you thinking -'This is an important 

issue ?' 

S 6 For work . . . or just the fact of being stuck in bed ... you can't do the 

kind of things you normally do ... everything, your networks, 

supports and work, money ... 

R So you felt this was an important issue ... with this particular 

condition. 

S 6 Definitely. 

The accountability of S4 is implicit in the comment "what should I be 

doing" in order to fulfil the role. For 55, accountability for avoiding 

"wrong medication", "wrong observations" on "wrong person" and 

therefore avoiding "a lot of trouble". Accountability for long term care 

considerations is evident in the response of 56 when appreciating the need 

to account for "the social issues" so that one can return to the "kind of 

things you normally do". 

ii) Re. Accountability orientation - Client responses. 

R Were you thinking anything then? 

C 4 Ahm ... I was thinking that ... maybe .. . , I would have thought 

they [T 1 and S 4] knew which way it went up. 
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R So you would have expected them [T 1 and S 4] to know. That's 

what you were thinking. 

C4 Yes. 

R [T 2]'s questions were OK? 

C 5 Yes ... but that's experience talking .. . there was a lot more 

direction to her questions ... searching questions for answers the 

other girl [S 5] was mainly looking at colour ... wasn't asking me 

questions . . . probably because [T 2] was there and [T 2] outranks her 

so much in the system and [S 5 ] didn't feel so much in control ... 

that was my opinion [thinking]. 

R Simulations as an exercise ... don't mind them ... ? 

C 6 I don't mind them I think they've got a lot going for them 

particularly if the [simulated] patient is sufficiently well informed 

and able to behave in sort of a stylised way rather than a specific 

way. 

Accountability orientation for C4 related to the expectation that 'getting it 

right' was part of the role of the carers, while C5 was concerned with 

specific role accountability; that is, who's accountable for what ? The 

response of C6 reminds one that when it comes to engaging the 

participants, especially the students, clients need to be accountable for 

providing appropriate role exchanges. 
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iii) Re. Accountability orientation - Teacher responses. 

R So you felt these explanations were an essential part ... 

T 1 Yeah ... if I hadn't dwelt on the fact that it was a terrible plaster ... 

Yeah, it would have been wrong because she might have thought

that's OK. 

T 2 Yes ... she's [S 5] very much a people person ... and she is 

comfortable and confident to her level .. . she's someone you don't 

have to worry that she is going to be stepping out of her boundaries. 

R Even though she wasn't too familiar with the teclmique herself at 

least she [S 5] knew the patient needed reassuring. 

T 2 Yes ... yes ... she's quite delightful actually ... if we had a ward 

full of them [ie. nurses with the same demeanour asS 5] we'd be 

fine. 

R Do you think she will get the opportunity for a teaching session like 

that ever again . . . one on one ? 

T 3 Probably not. 

R Is that why you were trying to teach her ? 
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T 3 Well, I don't think that was conscious ... that ... it probably just 

automatically came out that I think it's useful for her to know these 

things. 

ForT 1 the accountability orientation was guided by the need to avoid 

misconceptions about clinical practice in that there was a positive move 

(orientation) to negate the likelihood that the student "might have 

thought - that's OK". for T 2 relates to her role as senior nurse and 

therefore ensuring that those in her charge do not undertake nursing 

procedures outside of their competencies or role expectations. As T 2 

states; "you don't have to worry that she is going to be stepping out of her 

boundaries". The T 3 accountability orientation appears to be linked to the 

responsibility for preparing the student for appropriate practice in that "it's 

useful for her to know these things". Perhaps the word 'necessary' could 

be substituted for the word 'useful' in terms of teacher accountability. 

5 2.2 Cognitive processing. 

This category pertains to incidents during the simulated clinical encounter 

where it is the facilitators' exchange intention to engage the student in 

some direct cognitive processing of the content in preparation for learning 

and application to clinical practice. At this point one is reminded of the 

perceptual connotations that i) the participants will bring into use a 

perceptual schema related to the 'content' and, ii) a conceptually parallel 

schema is brought to bear in perceiving the exchange intentions of all the 

other participants (see 3.1.1. and 3.1.4). Implicit in these considerations are 

the elements of competency and assessment and so it is p rudent to give a 

definition of these so that illumination will be enhanced. Competency 

comprises the specification of knowledge and skill and the application of 

that knowledge and skill to the standard of performance required in a 
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given context. (eg. professional role). Assessment is seen as the process of 

collecting evidence and making judgements on the extent and nature of 

progress towards the performance requirements set out in a standard, or 

learning outcome. 

With these considerations in mind the transcripts data were analysed to 

explore the relationship between facilitator and student mediation. As 

previous, the early work of Winne and Marx (1982) will serve to guide this 

examination of transcript data. Although these authors considered the 

cognitive performance categories of comparing, generating, andre

examining somewhat arbitrary, they will be used here to explore the 

relationship between facilitator and student mediation as encompassed by 

the theoretical underpinnings . 

5.2.2.1. Comparing. 

This is seen as the facilitators' intention for students to 'compare' during 

or in support of its acquisition. Data related to comparing related to 

content and the facilitators' exchange intentions are revealed in the 

following : 

R You're really stretching her [S 5] there. 

C 5 I am stretching her [S 5] ... I was really surprised when she came up 

with the answer [ie. cardiovascular rationale]. 

R Were you happy with the rationale 7 

T 2 Yes . . . yes . .. her [S 5] explanation, when she said the capillary 

return is very brisk, very fast, and he [C 5] said- What's capillary ? -
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and ... then she went through arteries, arterioles down and finally 

down to capillaries and then it comes back .. . yeh ... 

R Some patients would expect nurses to know everything. 

C 6 And they might have been satisfied with the explanation ... but I 

didn't feel that she had any grasp of the pathology ... erm ... she 

never once spoke about my spasm being the cause of the pain ... 

T 3 I don't know what I expected from these x-rays ... this was an 

experiment . .. she admits she doesn't know the reading of the 

x-rays very well ... but again I felt that she should have had more 

of a clue about the anatomy at least. 

Both the C 5 I T 2 example and the C 6 I T 3 example concern the way the 

facilitators plan the exchange intentions to make use of that content which 

the facilitator knew the student had previously been exposed to. Or, to 

make use of content that the facilitator was assuming the student had 

previously been exposed to. In these cases it was to compare the normal 

anatomy and physiology previously covered with the abnormal 

pathological processes evident in the simulation. In the C 5 I T 2 example 

is related to comparing the normal cardiovascular anatomy and 

physiology with the abnormal peripheral insufficiency caused by 

constriction form swelling inside the plaster of Paris cast. The C 6 I T 3 

example is related to a comparison of the normal musculo-skeletal 

anatomy and physiology with the abnormal changes on x-ray and in pain 

characteristics indicative of prolapsed intervertebral disc at the level given 

in the scenario. 
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5.2.2.2. Generating. 

The intention here was to explore transcript data for instances which may 

illustrate the facilitators' attempts to initiate new content generation. This 

could be done in two, not necessarily separate, ways. They are those which 

intend the students to generate an alternative cognitive code (that is, 

when the facilitators intended the students to produce a mental image), 

and generational processing governed by some structure for that content 

to be generated (that is, cognition and meaning). The transcript data yield 

facets of dialogue which show that mediation within the participant 

structure includes generational elements, which, if not fi tting neatly into 

representational codes or procedural guidance, they do have merit as 

identifiers of student cognitive processing of data (that is, 'mediation'). 

R What did you think of [C 5's] interaction with you ... you felt [C 5] 

was helpful ... not helpful ... or ? 

S 5 [C 5] was good . . . he was describing the symptoms quite clearly and 

the pain . . . 

R Did that help you to think things through .. . ? 

S 5 Yes .. . yeh ... its better when the patient is communicating and 

giving you a verbal idea of what's going on rather than ... taking 

account of physically what you see, or feel, or hear ... you 're getting 

input from the patient as well so that's ... you don't know if 

someone's feeling pain, only they can tell you that. 

R [C 5] is saying he can't feel them there .. . 

92 



S 5 ... the toes ... ? 

R ... yes ... did that make you think of anything in particular as to ... 

what might be wrong? 

S 5 Erm . .. apart from nerve damage, or . .. I was sort of thinking 

compartmental syndrome ... you know ... 

R Supposing he would have asked you what that was . . . would you 

have been happy explaining that ? 

S 5 Yeah ... its when you've kind of erm .. . and intracellular and 

intercellular exchange of fluid ... and its kind of a build up of fluid 

in the muscle or in that area and erm ... produce kind of pain and 

swelling ... 

R So, you would have been confident in explaining that ? 

S 5 Yes ... yeh .. . [indecipherable talk) 

R What were you doing there ? 

S 6 Checking that they [the legs and traction] were in alignment. 

R And you thought that was important ? 
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S 6 Yeh .. . if the ropes aren't in alignment with his limb ... its not 

how they are supposed to be .. . free rolling ... and things like 

that. 

R So for maximum efficiency you were thinking that they had to be in 

alignment ? 

56 Mm ... mm 

R Happy with that ... alignment ? 

S 6 It was a bit high ... Its not comfortable for him to have his legs no 

pillows ... I mean they were straight and ... 

R Were you thinking it was a bit high? 

S 6 From his [C 6] foot .. . the rope for his foot to the pulley, it wasn't 

quite along the straight line of his leg. 

R So what did you think might need to be done ? 

S 6 Take the pillow out ... but then he needed some padding under his 

heels ... pressure areas .. . and is probably more comfortable to 

have them raised up a bit than to be completely flat. 

The R I S 5 exchange illustrates a cognitive process that utilised the client 

interaction as oral descriptive input, which, when added to the objective 

data obtained via observation (see), palpation (feel), and auditory (hear) 

means, made the student 'think' (produce a mental image). It stimulated 
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the student to memory search for possible causation of the pathology 

(compartmental syndrome) and, be in a state of such cognitive 

equilibrium (confident understanding of the concepts) as to enable her to 

provide explanatory rationales to the client. 

Similarly the R I S 6 exchange illustrates a cognitive process that utilised a 

data gathering process (checking and problem solving) although in this 

instance less specific but nevertheless undertaken with a mental 

appreciation of the importance of such a process. This mental appreciation 

was aligned to the application of treatment concepts (alignment of 

traction) and the process enabled the student generate an alternative 

cognitive code (produce a mental image). That is, to come to know that 

firstly something was wrong ("it was a bit high"); and second, not only that 

something needed to be done, but the specific action to be instituted (take 

the pillow out). From the production of new mental images, concepts and 

rules are formalised in action. 

5.2.2.3. Re-examining. 

Under this particular element of cognitive processing the transcript data 

contains evidence of both student and facilitator re-examination or 

monitoring phenomena. This re-examination data is seen to be related to 

one of two categories. Firstly, as it relates to the monitoring of the 

exchange intentions during the participant structure; that is, a 

simultaneous or formative monitoring. Second, as it relates to the student 

and facilitator monitoring of the exchange intentions toward the end of 

the participant structure; that is, a summative monitoring. The following 

responses (mediation) to the simulated clinical session indicate there was 

a substantial engagement in monitoring processes. These given examples 
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are by no means exhaustive and only represent a sample of the 

monitoring responses. 

a) Formative monitoring - i) Student. 

S 2 I was looking for the N instructions ... which was a little confusing 

because I thought that it must be on the chart that I'm looking at . . . 

then I thought they're not there, then I finally remembered that 

they were on the end of the bed. 

S 4 Yes, I was feeling she would be getting more anxious as we [S 4 and 

T 1] continued pulling and tugging on it ... No, I wouldn't have 

liked to have been in that position. 

S 5 Er ... yes ... I was kind of trying to assess whether it was a nerve 

problem or ... or if it was some kind of blood supply problem or 

whether there's even some kind of congestion going on there ... 

but there wasn't . . . whether there was an insufficiency with the 

arterial blood supply or different factors that can come into account. 

These instances of formative monitoring by students appear to illustrate, 

either explicitly or implicitly, a negative affective element in their 

cognitive processing. Namely, confusion (S 2), anxiety (S 4), and the 

potential for fearfulness during the problem solving process (S 5). 

a) Formative monitoring - ii) Client. 
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C 4 The saw was ... when I saw the saw I thought ... I didn't realise it 

just vibrated through ... I thought it actually cut through, and 

knowing how thin the plaster is ... it was a bit scary ... but they 

[T 1 and S 4] reassured me it wasn't going to cut me. 

C 5 If I was a member of the general public ... trying to look at it from 

that point of view .. . had it not been introduced that she was 

in training, I was just taking her as a caring - feeling sort of person 

coming in ... As I said I wasn't sure whether [T 2] was supposed to 

be there as such ... I was focusing on her [S 5] ... 

C 6 I wasn't thinking anything particular at this stage other than [T 3] 

was having a lot of trouble extracting the information from her 

[S 6]. I [C 6] had sort of withdrawn. 

The above instances of formative monitoring by clients include what 

appear to be important interpersonal relationship elements. In tum, these 

interpersonal relationship elements would have the potential to influence 

the mediation between the participants in either positive and I or 

negative ways. For example, C 4 was 'scared' at the prospect of undergoing 

the procedure; T 1 and S 4 reassured C 4 in such a positive way so as to 

obtain trust and cooperation (mediation enhancement). The C 5 response 

indicates such a positive interpersonal focus towardS 5 that T 2 was given 

a reduced status at that stage of the participant structure (client- student 

mediation enhanced). The C 6 response on the other hand appears to 

illustrate some frustration with the mediation process, to such a degree as 

to cause a withdrawal from the exchange encounter (mediation inhibited). 

This response tend to mirror the findings of Guetzkow, Kotler and Schultz 

(1972 : 179- 181) regarding the nature of interaction in unacquainted triads 
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such as this. The findings suggest that where there is one person who 

doesn't interact early (eg. interrupt early in the encounter) the process 

tends to devolve into an interacting pair and an isolate. 

a) Formative monitoring - iii) Teacher. 

R Were you trying to get round to the fact that it [the plaster] needed 

to be elevated? 

T 1 Yeah ... we got there in a round about way ... that wasn't a wrong 

thing . . . I'm trying to get there now. 

T2 Yes ... and I felt also that [C 5] was . .. he had a full understanding 

of what was there ... it was gripping .. . he was using all the words 

... it was gripping and its tight ... and it feels like deep into the 

muscle. That's good, she's comparing the other side .. . I felt she did 

that well. 

T 3 I'm still feeling that there's something missing ... I would have 

expected her thought processes to be working a little more quickly 

and logically and reasoned. 

The formative monitoring responses from T 1, T 2, and T 3 tend to signify 

that the participant structure, as a simulated teaching-learning encounter 

from their point of view, incorporated certain intents on their behalf and 

expectations for the students. The intents are implicit in the statements, 

"''m trying to get there" and "we got there in a round about way " and 

''I'm still feeling that there's something missing". The element related to 

the expectation of the students by teachers is aligned to the expectation that 

progressive evaluation (clinical observations) of the clinical situation is 
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essential. These are illustrated in comments such as : "Yeah [ I was] [trying 

to get round to the fact that it [the plaster] needed to be elevated]", and 

''That's good, she's comparing the other side" and on a negative note, "I 

would have expected her thought processes to be working a little more 

quickly and logically and reasoned". 

b) Summative monitoring - i) Student. 

S 1 I went to take his pulse on the hand that had a splint ... and I 

thought ugh . .. so I walked around, and I didn't get my watch out 

. .. and it gave me this feeling of "I've really stuffed up, I've really 

done badly" .. . then when I watched it you couldn't even notice I'd 

done that ... you couldn't see that I hadn't got my watch out- or 

see that I'd gone to take it ... It just looked as though I'd seen the 

splint and walked around. 

S 4 Having someone there asking questions the whole time .. . like -

what steps would you take next? ... that had me thinking. Whereas 

if you got stuck [on the ward] you'd just go out of the room and ask 

someone more senior. Erm ... it was educating as well cos, you 

know, if I didn't know something she was there to explain it all. 

The summative monitoring responses from S 1 and S 4 illustrate differing 

perspectives on the experience as seen with hindsight. The S 1 re

examination of performance subsequent to the simulated clinical 

encounter was one that resulted in a more positive interpretation of role. 

That is, from one in which there is a perception of " feeling ... I've really 

stuffed this up", to one in which the exchange intention between student 

and client was perceived as acceptable, in that" you couldn't even notice 
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I'd done that''. For S 4 the summative monitoring identifies an 

appreciation for the teacher initiated attempts to maintain the student's 

concentration on the clinical task by, "asking questions the whole time ... 

like - what steps would you take next ?". 

b) Summative monitoring - ii) Client. 

C 3 There's one thing that did occur to me .. . it was that all of them 

[students] ... they are students, right. I mean if you'd had a nurse 

who had been nursing for ten years in hospitals and whizzing 

through things you'd know about it and they would have no 

problem at all. But with them, they are students and they're having 

to think of the next thing ... then they look at the notice and try to 

glean a little bit more from the notice ... and think again. So, its 

not quite the same. 

C 5 Yes . . . I thought she was quite wonderful . . . she did everything 

right considering she hasn't worked in that area before ... she did 

rather well. 

The examples of client summative monitoring responses incorporate not 

only an appreciation of the nature of nursing but also an appreciation of 

the personal and professional-self of the (nurse) student. In the case of C 3, 

there is an appreciation of what the student has personally encountered 

and what that meant in terms of progression through the professional 

teaching and learning problems from novice, that is; "they are students, 

right", to expert, and that in "ten years ... they would have no problem". 

They're "having to think ... and think again". Not too surprisingly there 

is comment in the transcripts relating to the perceived personal and 
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professional-self in terms of 'image'. C 5 "thought she was quite 

wonderful" and "did rather well". This positive cognitive and affective 

environment would be seen to be an enhancer of exchange intention 

particularly between the client as facilitator and student. 

b) Summative monitoring - iii) Teacher. 

R And under the circumstances do you think she did OK? 

T 1 Oh yeah ... because that was the first time she's done it ... I think 

that's good. I think if you're in a different situation- if you've got 

the haemovac there post-op- all those things make it difficult ... 

and they're always difficult to get off when you've got swelling and 

pain ... just around the ankle ... really tricky. 

T 3 Yes ... she's obviously junior on the orthopaedic ward .. . Traction 

is basic on the orthopaedic ward and anybody that works on the 

orthopaedic ward should know about traction from day one ... and 

I would have expected her to know about that. 

These examples of teacher summative monitoring responses illustrate re

examination of the participant structure with two differing outcomes. In 

the case of the T 1 response, one is given the result of the student's 

performance in positive terms. This " Oh yeah ... she did OK" opinion 

implies adaptability, competence, and success in fulfilling the role 

expectations set in the exchange intentions of the facilitators (positive 

mediation). The T 3 response was opposite in that it was somewhat 

negative in tone. It denotes a resultant evaluation of the student's 

performance that indicates a lack of success in meeting the role 

expectations set in the exchange intentions of the facilitators. The 
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expectation that the student should "know about that" and the perceived 

diminished sense of clinical competency is seen as an indicator of negative 

mediation. 

5.2.2.4. Consolidation. 

The previously discussed cognitive processes included aspects which were 

linked to the acquisition of content, the promotion of comprehension, and 

the exhibition of role competence. The distinguishing feature for 

consolidation is that the students are expected to have achieved 

comprehension of the content of the exchange intentions (eg. in terms of 

content) prior to attempting consolidation in 'real' practice. In the initial 

stages of the facilitator-student interaction the facilitator tested and 

promoted consolidation of previously encountered content (ie. knowledge 

and skills) by question techniques. 

For example, the following indication of the facilitators being satisfied 

with the retrieval of prior comprehension (of knowledge) : 

C 5 I am stretching her [S 5] ... I was really surprised when she came up 

with the answer [ie. cardiovascular rationale]. 

T 2 ... she surprised me with the knowledge she has over a short 

period of time .. . because she is quiet and unassuming and one 

always has the tendency of thinking- I wonder just how much the 

person knows- unless you 're actually working side by side with her 

... but she has got a handle on things ... although slow getting to 

the point, she does have a handle on things. 
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There were instance where consolidation was impossible because prior 

comprehension had not, or was perceived as not being attained. For 

example: 

R Some patients would expect nurses to know everything. 

C 6 And they might have been satisfied with the explanation ... but I 

didn't feel that she had any grasp of the pathology ... erm ... she 
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never once spoke about my spasm being the cause of the pain ... 

erm .. . and ... well I thought the answer to that [reference to pain 

now but will get better] should have been yes and I'm sorry ... I 

accept she's a student ... 

T 3 I think I was expecting her to know more than she did ... or to give 

me better explanations than she did . . . or to give [C 6] better 

explanations than she did ... I thought the words ... she didn't 

know whether or not the words she was using were appropriate or 

not because she didn't find out where [C 6] was coming from . . . I 

found that the words ... the vocabulary she was using quite basic ... 

The following responses from students illustrate that exchange intentions 

of the participant structure can have either i) relative negative effect, or ii) 

relative positive effect when attempting to engage consolidating processes. 

i) Relative negative effect where retrieval strategies are somewhat 

compromised by the demands of the simulated session. 

R When [T 1] was asking questions there did you feel you had 

adequate knowledge to answer them? 



S 4 Yes ... the knowledge was there. I was just tongue tied ... I couldn't 

answer the question on the spot. If I'd have been there by myself I'd 

have just automatically thought to do it. 

R So situations like this where ... although this isn 't an assessment 

situation; if it was ... you might know the material but you feel a bit 

compromised by the situation? 

S 4 I think maybe worried that the information you have [S 4 

knowledge] is wrong or what you might think is the right thing to 

do wouldn't be the next step ... Yeah. 

ii) Relative positive effect where consolidation is enhanced by reference to 

application in 'real ' clinical practice. 

R Were you thinking anything there about the drugs and the pain ? 

S 6 The fact that he [C 6] was written up for Panadol which is not much 

or Pethidine which is pretty big . .. I would have preferred 

something in between like Panadene Forte which is ... yeh, I 

thought we needed something else ... It was all or nothing basically. 

5.3. PARTICIPANT ROLE 

It has already been acknowledged that the transcripts allow for this to be 

elaborated in that they contain descriptive content which illustrates that 

the interaction within the participant structure. And, that this interaction 
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depends on a mediational process which attempts to provide a 'participant 

dialogue' via which the facilitators and learners play out their respective 

roles. This participant dialogue is seen in non-verbal responses as well as 

elaborations of verbal responses as evidenced in the transcripts. The non

verbal elaborations in terms of what the participants were thinking or did; 

as opposed to what they actually said, as part of the participant structure. 

Two sub-categories in this 'participant role' category were derived 

inductively from the data. They are related to 'role maintenance' as 

evidenced in client and teacher responses, and, in the responses of all 

three participants, evidence of a 'falsity factor'. All of these concern the 

issue of 'therapeutic communication' and in particular the relative success 

in therapeutic communication between participants either as 

intrapersonal or interpersonal communication. In this regard, Allan and 

Brown (1994 cited in Townsend and McMillan 1994: 123) refers to the 

three important effective communication factors identified by Smith 

(1992). Namely, a sound knowledge of essential communication 

behaviours; a liking and wanting to produce these appropriate behaviours; 

and the ability to produce these essential communication behaviours. 

5.3.1. Role maintenance. 

As previously stated, 'role maintenance' is evidenced in client and teacher 

responses and examples from the transcripts illustrating this sub-category 

have been allocated three descriptors. Firstly, 'personal' when the 

responses were attached to 'I was' or 'I am' statements; second, 

'clarification' where these indicated a clarification of role element; and 

third, that of 'other' when the responses referred to the other facilitator. 



a) Personal - i) Client. 

C 4 I was checking that I was doing it right ... 

C 5 I was trying to get my symptoms right here [reference to pain] 

C 6 I don't know if I got the symptoms right there ... 

Similar to the study by Bramble (1994 : 63), simulated clients for this study 

were recruited and provided with details of the case they would be 

portraying. These simulated clients were encouraged to assimilate 

symptoms, physical findings, personalty, and life situations and problems 

of the client rather than memorise the details of the case. The transcript 

responses suggest that there were positive attempts to comply with this 

participant role. 

a) Personal - ii)Teacher. 

T 1 Yes, I started off alright ... but then I got a bit carried away ... and I 

thought, no. I can't be asking her [S 4] this. 

R So you were thinking ... 

T 1 I was taking over ... 

T 3 Ah ... I'm informal assessor ... but not to the fact that she's either 

passing or failing but just that these would be issues that would 

need to be dealt with later on ... 

106 



b) Clarification- i) Client 

C 1 You know, with a lot of the others there's a lot of nice girls and 

there's a terrible temptation to prompt them and help them on a bit 

... but you can't. 

b) Clarification- iO Teacher 

R It seems to me you've come forward and are teaching again. 

T 3 Mm ... yes you're right . .. I'm swinging aren't I ... I'm swinging 

.. . I appear to be swinging between teaching once, assessing once ... 

Packer (1994 : 414) makes the point that in clinical sessions such as this in 

which the simulation experience is meant to be realistic then ambiguity 

must be reduced or eliminated. She states that "It must be clear that while 

teachers are evaluating, they have no teaching function". The clarification 

response from T 3 would suggest that this requirement was not being 

sufficiently attended to. 

c) Other - i) Client. 

C 6 I was a bit lost here as to whether [T 3] was in fact teaching or 

whether [T 3 was] simulating teaching. 

c) Other- ii) Teacher. 

T 1 She [C 4] didn't know whether she should be in pain or 

comfortable or what . .. 
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T 2 He's [C 5] very good . .. the leg was as heavy as lead ... he didn't 

help at all ... he was quite exceptional. It helps having had a 

procedure done ... [reference to C 5 medical history] 

Although the simulation encounter was spontaneous in that no 

prescribed 'script' was designed, the potential for facilitation to be reduced 

owing to asynchronous interaction has been illustrated and efforts made 

to minimise this should be pursued. 

5.3.2. Falsity factor. 
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Anderson (1993 : 431) asserts that simulations should be initiated in as 

realistic a manner as possible. Similarly Janes and Cooper (1996 : 36) 

maintain that "high levels of reality require that the session is s taged in a 

real environment or in a milieu which replicates the real environment". 

And, that "students respond to high levels of reality with increased 

intensity and enthusiasm". However, it is the opinion of Swanson, 

Norman and Linn (1995) that no matter how realistic one makes the 

simulation, students do not behave the same way as they would in real 

life. Because simulations inevitably must omit some features of the real 

environment, behavioural artefacts can occur. In an attempt to reduce this 

factor the Packer (1994) and O'Neill and McCall (1996) method of using 

students playing different roles eg. as clients was avoided so as to reduce 

the falseness of the 'environmental demand'. 

5.3.2.1. Falsity factor- Student. 

S 4 The situation was comfortable it was probably the fact that there was 

the camera and someone else there ... that wouldn't normally .... 



Brown (1994 : 35) informs one that although the use of videorecording 

have been widely used, the technique is not without its potential 

problems. In this instance it particularly applies to the perception of the 

camera as a presence that amplifies any artifice. 

S 5 Yeh ... because it wasn't a real patient situation I wasn't sure if [C 5] 

was hamming it up ... or ... I kind of forgot he was meant to be 

this real patient ... I think in a real situation I would have been a 

bit more supportive. 

5.3.2.2. Falsity factor - Client. 

R Quite happy about the kinds of questions [C 5] is asking ? 

C 5 Yes, yes ... she [S 5] is being quite nice and asking me if I was feeling 

anything ... she was nervous but that's put down to the artificial 

situation ... in the real world she would have been more confident 

in that . . . erm. I thought she was doing quite well for that artificial 

situation .. . 

5.3.2.3. Falsity factor- Teacher. 

R What about communication with the patient .. . do you think 

[S 4] was doing enough of that? 

T 1 I think she was .. . if I hadn't been there, if it had been a real 

situation she would have been fine. 
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How these maintenance, clarification or falsity elements affected 

meaningful and I or shallow cognitive engagement is not known. No 

evaluation of this was undertaken, however, it is appreciated that this 

category of participant role could be an important variable in terms of 

achievement and possible threat to any internal validity of the study. 

5.4. KNOWLEDGE and APPLICATION 

Holbert (1988 cited in O'Neill and McCall 1996: 122) acknowledges that 

"nursing knowledge has a limited lifespan and that no educational 

programme can expect to provide the total range and depth of content that 

would be required for contemporary and future practice". However, since 
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a major focus of this study is cognition it is prudent to link this with 

knowledge in such a way as to be aligned with a suggestion by Barell (1991: 

9), "that a search for verifiable truth is one dimension of intellectual 

behaviour, but perceiving relationships among ideas, concepts, principles, 

and people is another and perhaps more significant dimension". 

Anderson (1993 : 429) Theoretical knowledge and technical skill have long 

been emphasised for developing competency in the curriculum. Allan and 

Brown (1994 in Townsend and McMillan 1994 128) -even though 

students may have an appreciation of principles underlying practice, the 

work situation often mitigates against their ability to translate that 

knowledge into action. Timpka and Arborelius (1990) refer to categories of 

nurses' clinical 'dilemmas', according to the type of knowledge needed, 

and classified them based on Habermas (1979) epistemological theory. 

Two interrelated categories were derived inductively from the data. 

Selected responses from the transcripts illustrate the two derived 

interrelated categories : 

i) Nursing - medical knowledge (that is; ability to attend to nursing -

medical specific knowledge- seen as positive or negative inclusions), and 



ii) Personal competence (that is; challenges to the application of nursing 

practice principles- seen as positive or negative inclusions). 

5.4.1. Nursing- medical knowledge. 

i) Nursing - medical knowledge - Positive. 

R When [T 1] was asking questions there did you feel you had 

adequate knowledge to answer them? 

S 4 Yes . .. the knowledge was there. I was just tongue tied ... I couldn't 

answer the question on the spot. If I'd have been there by myself I'd 

have just automatically thought to do it. 

1 1 1 

R Supposing he would have asked you what that was ... would you 

have been happy in explaining that? 

S 5 Yeah . .. its when you've kind of erm .. . and intracellular and 

intercellular exchange of fluid ... and its kind of a build up of fluid 

in the muscle or in that area and erm ... produce kind of pain and 

swelling .. . 

iil Nursing - medical knowledge - Negative. 

C 1 You know, with a lot of the others there's a lot of nice girls and 

there's a terrible temptation to prompt them and help them on a bit 

. . . but you can't. 

R You can't do that ? 



C 1 Were not allowed .. . that's one thing we must not do. Especially 

when they [students] are supposed to be checking up on drugs 

which can be serious. Like we had one ... with [Digoxin]. I think it 

was above a certain level ... or below a certain blood pressure if you 

give that person that drug you can kill them ... and one girl got it 

completely wrong. 

R Did you feel you were fumbling your way through ? 

S 6 Yes .. . just that bit about diseases and stuff I didn't know what sort 

of diseases or if there were any. 

C 6 Ah, yes .. . I thought she was out of her depth ... she was not 

comfortable in the situation ... I thought she was out of her depth 

and I didn't think she had a sufficient pathophysiological base to be 

answering the questions I was putting to her. 

It was noted that the former category and the subsequent category are not 

discrete categories but interrelated. This interrelatedness is perceived by 

this study to be a companion to the 'transfer of learning' concept, which is, 

according to Bramble (1994: 59) when "experience or performance on one 

task influences performance on some subsequent task". Thus, there is a 

seen knowledge-application transfer between i) the ability to attend to 

nursing- medical specific knowledge, and ii) the challenges to any 

application of nursing practice principles. The response by S 5 in the 

following 'Personal competence : Positive' category is perceived by this 

study as particularly interesting as a mediation process. It is seen that the 
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reference to 'automatically' in the dialogue signifies a particular kind of 

knowledge application; namely, that of 'know-how'. Beckett (1996 : 139) 

refers to Polanyi (1958) as identifying this as 'tacit knowledge', "which has 

what he calls a latent character . . . of which we are aware in our sense of 

intellectual power based on this knowledge". The S 5 response appears to 

include an illustration of this assumed and unvoiced intellectual power. 

5.4.2. Personal competence. 

i) Personal competence - Positive. 

R OK what are you doing there . .. you're reassessing the ... 

S 5 I've split the plaster and I'm seeing if its relieved the symptoms of 

the swelling, the numbness and the pain . . . and it has ... probably 

80% to 90% effectively relieved it .. . there's probably still a few 

problems there. 

R Were you thinking this was something you had to do or was it just 

automatic that you did that once you you'd split the plaster ... 

S 5 Erm ... I just automatically did it .. . but you have to do it ... I 

assume. 

R You didn't have to think about it, you just did it automatically ? 

S 5 I just instinctively went to check because .. . what was the point of 

doing it if you weren't going to check if relieved or not. 
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R Anything there where she [S 5] was made aware of ... the hearing ? 

T 2 Yes I certainly thought she ... that she certainly knew how to 

approach someone who had a hearing problem ... looking at them 

directly ... ahrn ... in the face ... speaking clearly ... speaking 

slightly louder .. . and the gesturing with the hands and pointing to 

the foot and ... yes . .. she certainly knew what to do. 

R What's going through your mind there. Were you trying to think of 

ways in which this traction could actually be improved ? 

S 6 Yeh ... I was trying ... you know ... to visualise it from the top 

down and see if it was doing its job which is to keep him in bed and 

in alignment . .. well I thought it is . . . so does it really need 

anything else ? 

R When you say to visualise it from the top down, what do you mean 

there ? 

S 6 From where the traction starts ... going from his thighs down to 

make sure it's all properly done. 

ii) Personal competence - Negative. 

T 3 .. . and what would one of the first things you would do is to find 

out about your patient ... and in the little blurb [ie. written 

instructions for S 6] it said 'generally' find out about your patient 

and 'specifically' find out about your patient . .. so that's where I 



expected her to come in ... because the principle is- how can you 

look after someone unless you've got the information. 

R Yes .. . And did you feel she found out about [C 6] in any 'general ' 

way? 

T 3 No . .. no. 

R What was your feeling about her 'specific' discovery ... she didn't 

find out about the general issues, what about the specific issues ... ? 

T 3 Not withstanding the time frame . . . the constraints about the 

situation ... I would have expected her to take a far more ... well 

she was informal but to build up a rapport with [C 6} as well because 

if you're going to be asked to do these things [ie maintain position] 

that there should be a good rapport .. . 

Therefore, according to Brookfield (1986 : 23) one may think of facilitation 

as a transactional dialogue between participants (facili tators and students) 

who bring to the encounter experiences, attitudinal sets, and alternative 

ways of looking at their personal and professional worlds, along with a 

multitude of differing purposes, orientations, and expectations. The 

particular function of the facilitator is to challenge the students with 

alternate ways of interpreting their experience and to present them with 

ideas and behaviours that will cause them to examine critically their 

values, ways of acting, and the assumptions by which they act out their 

personal and professional lives (See 'constructive altemativism '). 

Brookfield (1986 : 85) claims that students will be able to exercise 

autonomous control over their learning - in fact, the students will know 
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what to do with 'the knowledge'. In this light, Maudsley (1979) has 

adapted the term 'meta-learning' to describe "the process by which 

learners become aware of and increasingly in control of habits of 

perception, inquiry, learning and growth that they have internalised" 

(cited in Mezirow 1981: 7) . 

5.5. Summary. 

This chapter has served to illustrate the richness of the interactive data 

and these data have allowed for a description of what the participants 

attended to during the participant structures. The category and theme 

elaborations were manually discriminated using predetermined 

categories as well as being inductively derived. Thus, the findings have 

been presented in such away as to illuminate the themes by incorporating 

the theoretical underpinnings and references from the literature. For 

example, issues such as whether this 'attention' is positive or negative in 

terms of cognitive processing, affective states, orientations, temporal 

considerations, their participant role, or to knowledge and its application, 

were considered. These data need to be reconsidered in terms of what they 

might offer in relevance and application to nursing and nursing 

education. This will be the focus of the following chapter. 
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CHAPTER 6. DISCUSSION AND CONCLUSIONS. 

6.1. Introduction. 

The main aims of this study were to: 

• elucidate the participants' cognitive, affective, and to some extent 

conative domains, 

• explore the usefulness of stimulated recall and derived methods for 

elucidation, and, if successful, 

• utilise stimulated recall for exploration of the findings and as a 

framework for ongoing research and application to nursing education. 

1 1 7 

Analogous to the changes the student was describing in the 

pathophysiology of peripheral vascular insufficiency (See S 5, Appendix 

3.5.1.) the participants underwent states of differentiation during the 

participant structures. These were the states of cognition, affect and 

conation. At this point it is only speculative as to how these differentiated 

states of 'activity' will influence facilitation and learning in those nursing 

education programmes containing simulated clinical encounters. Another 

question raised at the commencement of the study was whether the data 

would show the existence of phenomena which could then be used to 

illustrate reciprocal causality in the participant structures. As such the data 

provides support for the assumption that facilitators and students do 

influence each other, and that certain educational issues of a clinical 

nature could be dealt with more successfully if there was a clearer 

understanding of the forces at work in this type of simulation context. As a 

curriculum issue professional development within the field of nurse 

practitioner education within Australia lacks a uniform presentation of 

activities designed to prepare students to be competent in clinical practice. 

This study was not concerned primarily with the objective analysis of the 

participants' competency in terms of pass or fail criteria. In this instance 



the conceptualisation of competence implies a more holistic approach in 

which competence is conceptualised as the ability to draw on and to 

integrate a variety of knowledge and skills to address the simulated 

clinical challenge. This study has identified a methodology which goes 

someway towards illuminating a practical approach to introducing 

students to the varying categories of interaction operational within 

clinical practice . 

Thus, with regard to the stated proposition 

• that the teaching and learning of competency via clinical simulation 

strategies can be more meaningful, and more effective, when teacher, 

student, and simulated client respond in a manner conducive to 

supporting competence. 

It would seem evident from this study that 'meaningfulness' and 

'effectivity' can be linked to positive and negative stimuli and responses 

within the simulated encounters. The transcripts showed that stimuli that 

generated positive responses are more meaningful and effective in terms 

of teaching and learning, while those generating negative responses are 

less meaningful and effective, which appears to conform to best practice 

clinical teaching. 

Thus, with regard to the stated proposition 

• that the use of clinical simulations as part of the structured simulated 

clinical experiences process is a beneficial way of achieving learner 

competence. 

The data from this study illustrates that by utilising clinical simulations as 

'managed participant structures' students are able to immediately verify 
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the wisdom and consequences of their choice of action and develop 

insights into 'real clinical world' implications. This finding has 

significance for 'a search for clinical understandings' in curriculum 

development. No longer can it be justified to leave these clinical 

understandings to a be a random happening. 

Thus, with regard to the stated proposition 

• that this proposed research topic relates to illuminating participants' 

cognitive mediation as a measure of the worth of the encounter . 
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The study shows that the participants within a simulated clinical 

experience were able to access problem solving situations by virtue of their 

education and I or experience. This finding could have consequences for 

the positioning of the clinical experiences within the training programme 

and for selection of students entering the programme. It was found that 

for students in particular the simulation increases the meaningfulness of a 

clinical encounter by allowing greater attention to the experience in a 

supported and safer environment. 

Thus, with regard to the stated proposition 

• that facilitator activity directly influences learner affect and cognitive 

processing during the simulated encounter. 

In terms of role maintenance and role clarification this aspect of facilitator 

activity is seen to be evidenced in the study in attempts by facilitators to 

keep the influences 'on track' . In addition, whether this processing, for 

example, be in terms of 'self-efficacy', 'engagement', 'comparing' or 

'monitoring' (Winne and Marx 1982) these data illustrate that this aspect 

not only applies to influences between facilitator and learner, and 



facilitator and facilitator. Thus the study extends the Winne and Marx 

(1982) analysis by acknowledging the role of client as facilitator as well as 

teacher as facilitator. The significance of this finding for clinical 

understanding rests with the notion of client as a non passive participant 

in the learning process. Previous to this finding, either explicitly or 

implicitly, within the curriculum plan of clinical activities the client was 

conceptualised a passive recipient of the teaching learning process. 

Thus, with regard to the stated proposition 

• that cognitive processes are, in turn, the direct cause of whether 

learners attempt to 'leam' in accordance to the facilitators' intentions. 

This would appear to be related to the student's ability to attend to 

nursing - medical specific knowledge and to the challenge this brings to 

the application of nursing practice principles. The study reveals evidence 

of positive and negative influences on the student's attempts to exercise 

control over their learning. This control is evident in the students' 

relative level of nursing or medical knowledge. Those students who 

satisfied the teacher and I or client as facilitators in this respect were more 

positive about the facilitator's intentions and could thus complete the 

clinical task. The significance of this finding within the study relates to the 

need to pretest student knowledge prior to confronting the learner with 

clinical tasks which require them to interpret facilitator's intentions. In 

short, students need a specific knowledge base to engage in relevant 

cognitive processing in order to solve the problems set. 

6.2. Evaluation of the study in terms of method. 

Part of this study was to explore 'the usefulness of stimulated recall (SR) 

and derived methods for this elucidation '. Stimulated recall and 
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collaborative interpretation (where possible) and feedback have elucidated 

much information about the participants' exchange encounters. The data 

analysis yielded representations of mediation and feedback about the 

exercise and support for its educational implications. Together, the 

methods of data collection, analysis and interpretation have enabled 

comprehensive elucidation of the given domains. So successful is the 

method deemed to be that the issue of competencies will be mentioned 

here. The study began proposing that it will be concerned primarily with 

the participant structure from the cognitive mediation and ecological 

focus, and not from an evaluation of product variables; that is, 

12 1 

competency learning outcomes. However, during the analysis of the data 

in chapter five it began to emerge that the transcript data contained 

evidence that reflected the professional competencies of the Australian 

Nursing Council Incorporated (ANCI ), National Nursing Competencies 

for Registered Nurse Beginning Practitioners 1995 (See Appendix 1). This 

finding, although serendipitous, is seen to be a source of validating the 

ANCI competencies in practice. In other words, how does one know that 

the ANCI competencies are in fact practice based elements?. This study 

shows that the SR approach can be used to ascertain whether the ANCI 

competencies are embedded in practice . Thus the stimulated recall yielded 

rich data providing qualitative indices of the cognitive, affective, and 

conative domains. One example linking the data to the ANCI 

competencies follows: 

Competency 9. 

Maintains a physical and psychosocial environment which promotes 

safety, security and optimal health. 



9.3 Establishes, maintains and terminates caring, therapeutic and 

effective interpersonal relationships with individuals or 

groups. 

Example of competency 9.3 from transcript. 

R Yes, you got on to the social issues there. Were you thinking of 

anything in particular ? Were you thinking -'This is an important 

issue ?' 

S 6 For work ... or just the fact of being stuck in bed . . . you can't do the 

kind of things you normally do ... everything, your networks, 

supports and work, money .. . 

R So you felt this was an important issue ... with this particular 

condition. 

S 6 I)efinitely. 

See appendix 1 for comprehensive coverage of the ANCI competencies 

and appendix 2 for the examples of competencies illustrated in the 

transcript data. 

6.3. The study in relation to theory exploration. 

It was proposed that studies such as this are valuable steps toward applying 

theories of learning to the study of instruction in that they increase the 

available body of knowledge. Whilst the study was not specifically set up 

from this perspective it seems appropriate in the interests of completeness 

to reflect upon the teaching-learning process. More specifically, this 

reflection relates to facilitators' and students' cognitive processing; 
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knowledge about clinical simulation contexts; and knowledge about 

facilitators' and students' perceptions of those contexts. From an 

andragogical teaching theory point of view (Mezirow 1981 in Tight 1983), it 

could be said that an approach similar to the one carried out here would be 

useful to those interested in the facilitation of professional clinical 

competences. This facilitation will assist in, not only the interpretation of 

problems, but also for the generation of appropriate solutions to meet 

specific demands of clinical nursing contexts. For example; 

R What's you're thoughts on the answers to the questions. 

T 1 Yes, that was good. There was just one point ... about the patient 

going to theatre and nil by mouth ... took a while to get there but 

that's OK ... because she wasn't sure of the treabnent ... she 

understood. 

Learning theory, as aligned to the Dewey point of view of learning 
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through experience, has allowed the study to demonstrate students 

coming to terms with the simulated task environment and the intentions 

of the facilitators, so that the student develops an interpretive competence. 

Without this ability to assimilate and accommodate the content (that is, 

attain cognitive equilibrium by forming new schema) and to understand 

how the particular participant structure works (eg. through effective 

monitoring), any outcome will be compromised. Examples of attempts to 

attain cognitive equilibrium were seen throughout the transcripts. The 

following being one such instance; 

R Anything going through your mind about the pain? 

S 5 I was concerned about the pain . . . I was just wondering if it was 

related to ... you know ... whether the problem was ... 



Thus, the linking of teaching theory and learning theory demonstrates 

support for the proposition that facilitator activity directly influences 

students' cognitive processing during the participant structure. And that 

these cognitive processes are, in tum, the direct or indirect cause of 

whether students attempt to learn in accordance with the facilitators' 

intentions. The study was successful in its attempts to ascertain whether 

certain phenomena existed by allowing the participants to retrospectively 

think aloud and verbalise their meaning of the clinical interaction at 

particular points in the session. The stimulated recall technique was 

utilised appropriately to obtain a meaningful interpretation of the 

audiovisual stimulus presented to them and, by obtaining and describing 

the phenomena that effect mediation, some greater insight into the 

complexities of teaching-learning theory has been achieved. 

6.4. Limitations of the study. 

The nature of this thesis is to be conceptualised as having both practical 

and theoretical components. This thesis is the written analysis. What is 

missing is the video recordings of the researcher and the subjects at the 

research site. During the construction of the video recordings there were 

financial limitations placed by the university on the commercial 

preparation and presentation. Therefore it was decided to archive the 

original research videos in the Faculty of Education, NTU, rather than to 

allow the non professional presentation to be presented with the thesis. 

Limitations of the study include: 
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This stud y was conceptualised within the micro arena (Seaman 1987 : 168). 

Thus, one needs to be aware of this framework when attempting 

generalisations. There is no larger picture to be drawn from this landscape. 

On the other hand analytical categories chosen for this study have a broad 



canvas in order to capture a wide range of possibilities emerging from 

within the cognitive, affective, and conative domains. 

There is potential difficulty for the researcher and participants of 

confronting personal data in the videotaped episodes and the subsequent 

transcript data. The study demonstrates that phenomenological research is 

far more demanding than research which is concerned with gathering and 

analysing factual quantitative data. With regard to confronting personal 

data, the researcher believes that the reflexive stance wherein the aims 

and assumptions were clearly stated, and the respectful attitude toward the 

participants along with assured confidentiality, ensured not only 

collection of meaningful personal data relevant to the inquiry but also 

promoted a collaborative learning through increased awareness of the 

other's role participation within the simulated clinical encounter. 
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Data reported here is not, and should not, be viewed as an exhaustive 

inventory of the mediational relationships between clinical facilitation 

and student learning. The intention was to investigate whether 

phenomenon exist and then to describe them in terms of responses to 

facilitation stimuli. Thus, this study did not investigate student 

competence in terms of passing or failing in some particular skill. No 

attempt was made to qualify or quantify the data in terms of student 

achievement measurements; or by statements on facilitation effectiveness; 

or alternative strategies. In addition, no attempt has been made to find 

possible statistical relationships among variables (that is, the interactive 

categories as dealt with in Chapter 5). 

In retrospect, the mediational aspect of facilitation and learning described 

in this study would suggest that there are more questions generated which 



would serve to guide future studies of this paradigm. For example, the 

students' involvement with the instructional stimuli has had only brief 

attention. Also the students' perception of how and why they were doing 

'tasks' could be considered in greater detail. Thus, further studies to 

describe ways in which students respond to and deal with the exchange 

intentions, and, studies into the role of the facilitators as organisers of the 

exchange intentions could be designed. 

The somewhat small convenience sample cannot be viewed as 

representative of nurses and so issues of generalisation do not apply. And, 

even if such a representative sample were available generalisation would 

not be necessary from the phenomenological perspective which seeks 

understanding rather than empirical facts. 
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6.5. Implications of the study. 

The need to provide relatively risk free opportunities for professional 

development is reinforced in this study. The participants reported that 

their involvement increased their awareness of the advantages of 

simulations, and alerted them to the need for such an inclusion in the 

professional development opportunities at all levels of nursing education. 

Stimulated recall can be incorporated into the theoretical design of 

nursing programs to reflect relevant professional development issues. 

This study has highlighted the need to reassess the clinical experience 

needs of nurses and to provide appropriate education strategies by 

complementing existing preregistration and postregistration programmes. 

In this regard, one may consider the areas of communication theory, 

positive role modelling, knowledge development, conflict management, 



and other socio-clinical skills, all of which could be encompassed with the 

simulation-stimulated recall framework. 

Simulations and stimulated recall could be used as evaluative methods 

for monitoring curricula. As in this study , a collaborative interpretation 

with participants would be employed. For example, in a good curriculum 

design, one assumes a relationship between the particular professional 

competencies and the curriculum content and processes. It is proposed 

that the teaching and learning strategies ar ticulated in this study would be 

of value in identifying explicitly 'what the student needs to know' and 

'what the student needs to be able to do'. In this way, the domains of 

knowledge, skills, and other attributes referred to in Chapter 1 are given 

an appropriate vehicle for their development and assessment in the 

novice practitioner through to expert professional practice. 
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This study indicates that the stimulated recall approach provides a viable 

framework for nursing research which also has much to offer in 

monitoring and enhancing nurses' professional development. Stimulated 

recall not only makes demands of both the researcher and the participants 

as respondents, it also offers an opportunity for reciprocal awareness 

(Bannister, 1981 : 199). It is believed that this study, whilst acknowledging 

its limitations, demonstrates the usefulness of incorporating stimulated 

recall not only in research but also in educational opportunities aimed at 

maximising a positive personal and professional development for teachers 

as well as students of nursing. 

6.6. Concluding remarks. 

In terms of future research, this study's method and outcomes would 

seem to have merit. Further qualitative exploration of the cognitive and 

affective domains of 'participants' could be conducted to provide a more 



complete picture of facilitation and mediation in simulated teaching I 

learning participant structures. This would lead to additional knowledge 

of the underlying cognitive structures, styles, or domains not only utilised 

in clinical simulations but also in actual clinical practice. 
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Appendix 1 

Australian Nursing council Incorporated (ANCI) 
National Nursing Competencies for Registered Nurse Beginning 

Practitioners 1995. 

Adapted from : Nursing Education in Australian Universities, Report of 

the National Review of Nurse Education in the Higher Education Sector -

1994 and Beyond, Australian Government Publishing Service : Canberra. 

1994. pp. 359-362. 

THE PHILOSOPHY 
The nurse registering authorities in Australia assert that: 

• Nursing is a service which is authorised and valued by society. 

• The focus of nursing care is on health. Nurses are concerned with 
enabling people to remain healthy, return to a state of optimum 
function, behaviour or state of mind, and with assisting the dying to 
achieve a dignified death. 

• Nursing addresses the complexity and uniqueness and of the whole 
person in the environmental context. 

• Nurses provide care, simultaneously attending to the biological. 
psychological, social and spiritual needs of the person, and by being 
acutely aware of the interrelationships between these needs. 

• The effect of nursing care should be positive and result in benefit, 
physically, emotionally and I or spiritually, to an individual or group. 

• In circumstances of ill health, nurses focus on the response of 
individuals and groups to health problems, and their ability to contend 
with these responses. 

• Nursing is an art and a science. The essence of nursing lies in a unique 
interplay of knowledge, intuitive and logical thought and com[passion 
fro others. 

• The interaction of cognitive, affective and psychomotor skills essential 
for nursing practice. 

• Nursing knowledge is derived from qualitative and quantitative 
research and from the experience of nurses. 
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STATEMENT PERTAINING TO THE ROLE OF THE REGISTERED 
NURSE. 

The registered nurse is the first level nurse who is licences to practice 
nursing in the field/ s in which he I she is registered without supervision, 
and who assumes accountability and responsibility for his I her own 
actions. The nurse is also referred to as the professional nurse. 

Pre-registration nursing courses are designed to prepare a beginning 
practitioner to provide safe, competent and responsible nursing care in a 
variety of health care settings. 

The major aims of educational programs leading to registration is the 
development of knowledge and skill in providing nursing care fro 
individuals and groups. This includes provision of care and comfort, 
support in activities of daily living, and meeting basic human needs. The 
program aims to develop skills in assessment of health care needs, 
identification of goals; skills in problem identification and clinical 
decision making; and in planning, implementation and evaluation of the 
care provided to individuals or groups. 

The role of the registered nurse includes the following integrated 
components: clinician; care coordinator; counsellor; health teacher; client 
advocate; change agent; clinical teacher I supervisor. The role of the 
registered nurse includes the responsibility to examine nursing practice 
critically and to incorporate the results of personal action research or the 
research findings of others. 

It is the registered nurse's responsibility to understand the role and 
function of the enrolled nurse and to ensure that they are placed in 
situations where they are required to function only within the limits of 
their education and competence. The registered nurse determines on the 
basis of client needs, whether nursing will be given by a registered nurse 
or an enrolled nurse. 

the registering authorities expect that on initial registration, a beginning 
practitioner will have access to more experienced nurses. Registering 
authorities would not expect the beginning practitioner to take in-charge 
positions or function alone in area where clinical decisions involve 
unpredictable outcomes or where the client presents with multiple 
problems. 

The nurse practises independently and inter-dependently in accordance 
with professional standards, and employs a problem solving approach in 
practice. 
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COMPETENCIES FOR THE REGISTERED NURSE IN RECOMMENDED 
DOMAINS. 

Prerequisites for Registration: 

• Successfully completes an approved educational program. 

• Fulfils the assessment requirements of the nurse registering authority. 

Professional I Ethical practice: 

1. Demonstrates a satisfactory knowledge base for safe practice. 

2. Functions in accordance with legislation and common law affecting 
nursing practice. 

2.1 Demonstrates a knowledge of legislation pertinent to nursing 
practice. 

2.2 Demonstrates an awareness of the legal implications of 
actions taken in nursing situations. 

2.3 Fulfils the duty of care in the course of practice. 
2.4 Demonstrates knowledge of policies and procedures that 

have legal implications for practice. 
2.5 Intervenes when policies or practices may impede care or 

contravene the law. 
2.6 Responds appropriately to instances of unsafe practice. 

3. Protects the rights of individuals and groups. 

13 1 

3.1 demonstrates knowledge of the rights of individuals I groups 
in the health care setting. 

3.2 Recognises when policies or practices impinge on the rights 
of individuals I groups. 

3.3 Serves as an advocate when the rights of individuals I 
groups are overlooked. 

3.4 Ensures confidentiality of information. 
3.5 Acts to maintain the rights individuals I groups. 

4. Demonstrates accountability for nursing practice. 

4.1 Accepts responsibility for own actions. 
4.2 Clarifies unclear instructions. 
4.3 Question interventions which appear inappropriate. 
4.4 Makes sound independent clinical judgements. 
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5. Conducts nursing practice in a way that can be ethically justified. 

5.1 Complies with the profession's code of ethics. 
5.2 demonstrates knowledge of contemporary ethical issues 

impinging on nursing. 
5.3 Engages effectively in ethical decision making. 
5.4 maintains an effective process of care when confronted by 

differing values, beliefs and biases of the client. 
5.5 Responds appropriately to instances of unprofessional 

conduct. 

Reflective Practice: 

6. Recognises own abilities and level of professional competence. 

6.1 Practices within the limits of own abilities and qualifications. 
6.2 Consults with an experienced registered nurse when nursing 

care requires expertise beyond own abilities and 
qualifications. 

6.3 Consults other health care professionals when 
individual I group needs fall outside the scope of nursing 
practice. 

7. Acts to enhance the professional development of self and others. 

7.1 Use professional acceptable standards of practice to assess the 
performance of self and others. 

7.2 Identifies areas where professional growth can occur. 
7.3 Recognises the need for continuing education. 
7.4 Contributes to the learning experiences of colleagues. 
7.5 Enhances the professional development of others. 
7.6 Participates in activities of the profession. 

8. Recognises the value of research in contributing to developments in 
nursing and improved standards of care. 

8.1 Contributes to the process of nursing research. 
8.2 Incorporates research findings into nursing practice. 
8.3 Promotes research designed to improve nursing practice. 

Enabling: 

9. Maintains a physical and psychosocial environment which promotes 
safety, security and optimal health. 

9.1 Acts to prevent or minimise risk to individuals or groups. 
9.2 Provides for the comfort needs of individuals. 



9.3 Establishes, maintains and terminates caring, therapeutic and 
effective interpersonal relationships with individuals or 
groups. 

10. Acts to enhance the dignity and integrity of individuals and groups. 

10.1 Involves the individual / group as an active participant in the 
process of care. 

10.2 Respects the values, customs and spiritual beliefs of 
individuals and groups. 

10.3 Provides for the spiritual, emotional, and cultural needs of 
individuals/ groups. 

10.4 Applies strategies to promote self esteem, including 
identifying and using appropriate support networks. 

10.5 Identifies situations which may threaten the dignity and 
integrity of others and takes appropriate action on behalf of 
individuals/ groups. 

11. Assists individuals or groups to make informed decisions. 

11.1 Recognises the need for individuals or groups to receive 
information concerning health care. 

11.2 Ensures that individuals or groups receive and understand 
relevant and current information concerning health care. 

11.3 Provides or arranges for consultation to assist individuals or 
groups to make informed decisions regarding health care. 

11.4 Encourages and supports individuals/ groups in decision 
making. 

12. Communicates effectively and documents relevant information. 

12.1 Communicates effectively with individuals or groups and 
with other members of the health care team. 

12.2 Utilises effectively formal and informal channels of 
communication within an organisation. 

12.3 Demonstrates a problem solving approach in documenting 
relevant information. 

133 

12.4 Contributes to the establishment, maintenance and closure of 
accurate, clear and current client records within a legal and 
ethical framework . 

13. Effectively manages the nursing care of individuals or groups. 

13.1 Organises workload to ensure that planned nursing care for 
individuals and groups is effected. 



13.2 Delegates to other nurses activities commensurate with their 
abilities and scope of practice. 

13.3 Supervises aspects of care delegated to enrolled nurses. 
13.4 Facilitates co-ordination of care. 
13.5 Ensures continuity of care. 
13.6 Utilises resources effectively and efficiently. 
13.7 Responds effectively in unexpected or rapidly changing 

si tuations. 

Problem Framing and Solving: 

14. Carries out a comprehensive and accurate nursing assessment of 
individuals and groups in a variety of settings. 

14.1 Uses a systematic approach in the process of assessment. 
14.2 Assesses the health and functional status of individuals and 

groups through interaction, observation and measurement. 
14.3 Analyses data to identify findings. 
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15. Formulates a plan of care in consultation with individuals / groups 
taking into account the therapeutic regimes of other members of the 
health care team. 

15.1 Establishes priorities for resolution of identified health needs. 
15.2 Identifies expected outcomes including a time frame for 

achievement. 
15.3 Develops and documents a plan of nursing care to achieve 

optimal health, habilitation, rehabilitation or dignified death. 
15.4 Identifies criteria for evaluation of expected outcomes. 
15.5 Plans for discharge and follow-up care. 

16. Implements planned care. 

16.1 Implements planned nursing care to achieve identified 
outcomes. 

16.2 Utilises accepted principles in nursing interventions. 
16.3 Educates individuals or groups to maintain and promote 

health. 
16.4 Implements habilitation/ rehabilitation programs. 

17. Evaluates the progress toward expected outcomes and reviews plans in 
accordance with evaluation data. 

17.1 Determines the progress of individuals or groups toward 
planned outcomes. 



17.2 Assesses effectiveness of nursing care in achieving planned 
outcomes. 

17.3 Determines further outcomes and nursing interventions in 
accordance with evaluation data. 

Teamwork: 

18. Collaborates with the health care team. 

18.1 Recognises the role of members of the health care team in the 
deli very of health care. 

18.2 Establishes and maintains constructive relationships with 
colleagues in the nursing team. 

18.3 Establishes and maintains collaborative relationships with 
members of the wider health care team. 

18.4 Participates in patient care conferences of the health care 
team. 

18.5 Collaborates with other members of the health care team in 
decision making. 
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Appendix 2 

Australian Nursing council Incorporated (ANCI) 
National Nursing Competencies for Registered Nurse Beginning 

Practitioners 1995. 

Professional I Ethical practice: 

2. Functions in accordance with legislation and common law affecting 
nursing practice. 

2.4 

2.1 Demonstrates a knowledge of legislation pertinent to nursing 
practice. 

2.2 Demonstrates an awareness of the legal implications of 
actions taken in nursing situations. 

2.3 Fulfils the duty of care in the course of practice. 
2.4 Demonstrates knowledge of policies and procedures that 

have legal implications for practice. 
2.5 Intervenes when policies or practices may impede care or 

contravene the law. 
2.6 Responds appropriately to instances of unsafe practice. 

R Now then, what about the wrong charts ... did that throw you? 

S 5 Yes ... I thought there's been some incompetence here ... if 
someone hadn't checked the name and the HRN number he 
could've been given the wrong medication or his observations 
could have been recorded for the wrong person ... and ... in the 
long run ... you could be in a lot of trouble. Yes it was a big concern. 

2.4 
R She's smiling there ... I think it was the charts. 

T 2 Whoops, she [S 5] said, we seem to have the wrong person 's chart 
.. . I think discretion would have been better .. . rather than let the 
patient know we've got someone else's chart ... she's extremely 
honest. 

-------------------------------------------------------------------------------------------------------
Professional I Ethical practice: 

3. Protects the rights of individuals and groups. 

3.1 demonstrates knowledge of the rights of individuals I groups 
in the health care setting. 
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3.5 

3.2 Recognises when policies or practices impinge on the rights 
of individuals I groups. 

3.3 Serves as an advocate when the rights of individuals I 
groups are overlooked. 

3.4 Ensures confidentiality of information. 
3.5 Acts to maintain the rights individuals I groups. 

R Did you feel as though she was thinking ahead ? She anticipated 
quite well ... and she was able to grasp ... - Ah, because of his 
hearing I will have to do - , the next step is to let everyone know ... 

T 2 Yes, and she explained it to him, she [S 5] didn't just say to me 'Oh 
I'll get a sign up' ... She said- because of your hearing I'll get a sign 
put up on your bed if you agree. She was certainly allowing him 
[C 5] his rights. The right to choose whether he wanted a sign there 
or not. That's important ... a lot of people [? nurses] don't ... they 
just come and plonk a sign there. 

Professional I Ethical practice: 

4. Demonstrates accountability for nursing practice. 

4.1 Accepts responsibility for own actions. 
4.2 Clarifies unclear instructions. 
4.3 Question interventions which appear inappropriate. 
4.4 Makes sound independent clinical judgements. 

4.3 
R Were you thinking anything there about the drugs and the pain ? 

S 6 The fact that he [C 6] was written up for Panadol which is not much 
or Pethidine which is pretty big ... I would have preferred 
something in between like Panadene Forte which is ... yeh, I 
thought we needed something else ... It was all or nothing basically. 

R So you felt that could have been reassessed? 

5 6 Mm .. . mm. 

4.1 Neg. 
C 6 She's handed the problem back to the doctor ... she didn't take on 

board that issue .. . I would have thought that was a nursing issue. 

R Which one was that ? 
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C 6 Where I was concerned about loss of income ... my understanding 
is that it's a relevant nursing diagnosis and therefore should be part 
of their [nursing] care plan. 

Reflective Practice: 

6. Recognises own abilities and level of professional competence. 

6.1 

6.1 Practices within the limits of own abilities and qualifications. 
6.2 Consults with an experienced registered nurse when nursing 

care requires expertise beyond own abilities and 
qualifications. 

6.3 Consults other health care professionals when 
individual I group needs fall outside the scope of nursing 
practice. 

T 2 Yes . .. she's [S 5] very much a people person ... and she is 
comfortable and confident to her level ... she's someone you don't 
have to worry is going to be stepping out of her boundaries ... and 
she surprised me with the knowledge she has over a short period of 
time . .. because she is quiet and unassuming and one always has 

the tendency of thinking- I wonder just how much the person 
knows- unless you're actually working side by side with her ... but 
she has got a handle on things ... although slow getting to the 
point, she does have a handle on things. 

Enabling: 

9. Maintains a physical and psychosocial environment which promotes 
safety, security and optimal health. 

9.1 Acts to prevent or minimise risk to individuals or groups. 
9.2 Provides for the comfort needs of individuals. 
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9.3 Establishes, maintains and terminates caring, therapeutic and 
effective interpersonal relationships with individuals or 
groups. 

9.3 
R Yes, you got on to the social issues there. Were you thinking of 

anything in particular ? Were you thinking -'This is an important 
issue ?' 



S 6 For work ... or just the fact of being stuck in bed ... you can't do the 
kind of things you normally do . . . everything, your networks, 
supports and work, money . .. 

R So you felt this was an important issue ... with this particular 
condition. 

S 6 I)efinitely. 

--------------------------------------------------------------------------------------------------------
Enabling: 

13. Effectively manages the nursing care of individuals or groups. 

13.7 

13.1 Organises workload to ensure that planned nursing care for 
individuals and groups is effected. 

13.2 I>elegates to other nurses activities commensurate with their 
abilities and scope of practice. 

13.3 Supervises aspects of care delegated to enrolled nurses. 
13.4 Facilitates co-ordination of care. 
13.5 Ensures continuity of care. 
13.6 Utilises resources effectively and efficiently. 
13.7 Responds effectively in unexpected or rapidly changing 

situations. 

S 1 Yeh, the only thing was the thermometer ... because ... it sounds 
quite strange cos you don't really see mercury thermometers any 
more and so I was just thinking ... how long do I leave that in for?, 
and he [C 1] said that ... the chartings pretty universal wherever 
you go ... 

Problem Framing and Solving: 

17. Evaluates the progress toward expected outcomes and reviews plans in 
accordance with evaluation data. 

17.2 

17.1 Determines the progress of individuals or groups toward 
planned outcomes. 

17.2 Assesses effectiveness of nursing care in achieving planned 
outcomes. 

17.3 Determines further outcomes and nursing interventions in 
accordance with evaluation data. 

R Now you were feeling there, that the pillow wasn't adequate! 



S 4 Usually when we admit them ... if they're an ankle they go on 
three pillows anyway ... so I guess that threw me a bit with 
coming in there and the leg just being right on the bed. 

R So, when you came in you knew there was something wrong .. . 
with the plaster being flat on the bed? 

17.2 
S 4 Yeah ... probably because it wasn't ... I don't know ... In a real 

clinical situation we would walk in and look at those things 
anyway. 

R But you felt that it should be elevated 

S 4 Oh, yes. 

17.3 
S 4 I think maybe worried that the information you have [S 4 

knowledge] is wrong or what you might think is the right thing to 
do wouldn't be the next step ... Yeah. 

Teamwork: 

18. Collaborates with the health care team. 

18.2 

18.1 Recognises the role of members of the health care team in the 
delivery of health care. 

18.2 Establishes and maintains constructive relationships with 
colleagues in the nursing team. 

18.3 Establishes and maintains collaborative relationships with 
members of the wider health care team. 

18.4 Participates in patient care conferences of the health care 
team. 

18.5 Collaborates with other members of the health care team in 
decision making. 

R .. . so that the anxiety can be picked up and dealt with. So by 
concentrating we're not neglecting the patient. 

S 4 Yes, you'd do that with any procedure ... whoevers doing the job .. 
the other would be ... Yeah. 
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Appendix 3.1.1 

Transcript: Researcher [R] + Student 1 [S 1] I Site A :Session 1. 
S = Student, C = Client, T = Teacher, R = Researcher, ~~~~ = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Student 1 [S 1] 
[Attending to Client 1 [C 1] Site A :Session 1] 

R Were you [S 1] thinking or feeling anything when you first 
approached the patient? 

Sl Urn ... overwhelming sense of like ... not panic just ... your minds 
cloudy ... you don't have ... you should be thinking about what 
you've just read on the wall, which is telling you your overall aim 
... you're meant to do about four things, but you just want to do 
them all simultaneously ... yeh ... because the aim was time 
management you had that in the back of your head ... and so the 
time ticking away in the NABS is always ... you're always about to 
hear the bell go off even though you've just walked in, you think 
the bells going to go so that always the first thing, which makes you 
just cloudy, confused, and so, its an exam, yeh; when I read it 
you've just got to take a deep breath and approach the patient, and 
when you're talking, you're not really talking, you're thinking, not 
really listening to what you're saying - so it's quite confusing. 

R That's interesting ... because at this particular time, you are trying 
to get your tasks sorted out ? 

Sl Mm 

R Ok ... which chart is which ? 

R Did the fact that there was no means of taking oral temperatures 
concern you at all ... were you thinking or feeling ... why isn't it 
possible to take the temperature orally ? 

S 1 To take the temperature orally ? 

R Yes 
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S 1 Urn, no, ... usually in hospital these days we have tympanic ... so 
it was just different technology ... but urn ... 

R But you couldn't do his [C 1] with the tympanic? 

S 1 Yeh ... he [C 1] had hearing aids in so ... just things like finding 
the thermometer ... I sort of didn't know ... but it was sitting right 
in front of me ... but I had to sort of look for a while ... you never 
really look for the obvious ... you ... 

R Nothing special here ? 

S 1 Urn ... no. 

R Were you feeling any more relaxed as you got into it? 
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S 1 ... as you do go along, yeh. It depends a lot in the first ten or twenty 
seconds ... if you have it clear in your head ... at that stage by the 
end of ten or twenty seconds you're ok ... but if something goes 
wrong it usually snowballs until ... urn ... sometimes everything 
going fine, but just because one thing's gone wrong it just taints the 
whole ... (?) 

R If you had your time to go over it again during that NAB would you 
have done anything differently? Were you at this point thinking 
that "I could have done things a little differently ?" 

S 1 Yeh, yeh, if ... just one run through and you'd have it down ... Its 
just fear of the unknown ... like ... Like there when I went to take 
his pulse ... I had his pulse and I was reading it and I realised I 
didn't have my watch out of my pocket ... I just thought ... oh .. . 
whereas taking a pulse is a very basic task, but ... just knowing 
you've got someone who is going to mark you on this ... whereas 
in the hospital setting by this stage you be sort of having a quick chat 
with the patient as you're taking the pulse ... even asking them 
how they are ... I didn't bother saying "How are you?" I was ... 
just Hi .. . 

R Right, so do you feel that communication could have been a bit 
more ... 



S 1 Yeh, definitely. 

R You felt quite happy with your ability to do the skills ? 

S 1 Yeh, the only thing was the thermometer ... because .. . it sounds 
quite strange cos you don't really see mercury thermometers any 
more and so I was just thinking .. . how long do I leave that in for?, 
and he C 1] said that ... the chartings pretty universal wherever you 
go ... 

R So you're not particularly thinking or feeling anything ... apart 
from perhaps ... 

S 1 The bell ... listening for the bell the whole time ... you listen for 
the bell .. . 

R And you were saying that was an added pressure. 

S 1 Yeh, definitely ... if ... I think it would help everyone a great deal if 
they could see how much time they had left . . . at some stage if they 
had a count-down or maybe a bell at one minute-to-go. But again if 
you did have a long time ... you might just pack it all in the last 
minute . . . and descend into chaos, yeh ... cos you just have no 
concept of time when you're in there ... you're trying to think as 
well as trying to count in your head ... and that sort of makes the 
clouding a bit worse. 

R Nothing special 

S 1 Even when I was using the calculator I was pressing wrong buttons 
... I was so nervous ... I was like oh ... it took me so long to do a 
calculation .. . When I left I thought I'd done that completely wrong 
but .. when you watch it you think I've done everything ... but 
you always feel that ... you always think you might have done one 
thing wrong ... I went to take his pulse on the hand that had a 
splint .. . and I thought ugh ... so I walked around, and I didn't get 
my watch out . . . and it gave me this feeling of "I've really stuffed 
up, I've really done badly" ... then when I watched it you could 
even notice I'd done that ... you couldn't see that I hadn't got my 
watch out - or see that I'd gone to take it ... It just looked as though 
I'd seen the splint and w alked around. But every little mistake you 
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make is just tenfold in your head, it makes it look like there's a lot 
of alarm bells going off . .. and the assessors going oh ... she's done 
that wrong, but they don't . .. I think the most helpful thing we 
ever did was in practice NABS ... we did the NABS as students but 
then we took the job as the assessor .. .. so we were standing there 
and you get to have a feeling of the sympathy that the assessor does 
feel for you ... They're not out there to try and fail you ... standing 
there saying poor thing, or she didn't do that exactly right. .. and all 
the different marks its possible to get .... she didn't do one thing, its 
a 'cross' overall, its, yeh, categorised in a small, little components, so 
urn, that was really helpful ... just knowing the assessor is not 
there to kill you . .. yeh, that was good. 

R Thank you for that (51) 

S 1 It's alright. 
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Appendix 3.1.2. 
Transcript: Researcher [R] + Client 1 [C 1] I Site A :Session 1. 
S =Student, C = Client, T= Teacher, R = Researcher, ----=Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Client 1 [C 1] 
[Attended by Student 1 [S 1] Site A: Session 1] 

R Recording so that we can get anything . . . any comments that we 
might have about this session. This is where she [S 1] is starting 
... she's looking at the instructions. Nothing at the moment ... ? 

R OK, what were your first impressions of this [S 1] girl ? 

C1 Erm .. . 

R Did you have any ? 

C 1 Ah, I think it might have been that she [S 1] was floundering a bit 
... just a little bit ... not a lot. There's a definite difference between 
some of them who come on ... they know exactly what's going on. 
Most of the third years have an awful lot of confidence ... first year 
are nervous ... perfectly understandable ... but some of these third 
year know exactly what is going on. But she had a bit of a . . . sort of 
a ... diffidence sort of thing ... she wasn't quite sure how to go 
about it even she possibly knew the whole thing without any 
problem. I don't remember exactly ... 

C 1 Was this the first girl [S 1] .. . ? [note: this was the first volunteer 
student although she was the second student to progress through 
this component of the NABS] 

R This was the second [S 1]. 

C 1 Because I think it was the first or the second that looked for the ... 
the thing for the ear business. 

R That would be the first one. 

C 1 I sort of explained quickly that she would have to use the mercury 
thermometer. 

R That was the first one. 

C 1 There wasn't much conversation with any of them because they 
have too much writing to do ... and you don't want to break into 
their train of thought as well. 
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R I see. 

C 1 You can't just sort of jabber on and put them [students] off. 

R So you were being considerate to them [students] ? 

C 1 Well trying at least ... to some extent. 

C 1 You know, with a lot of the others there's a lot of nice girls and 
there's a terrible temptation to prompt them and help them on a bit . 
. . but you can't. 

R You can't do that? 

C 1 Were not allowed ... that's one thing we must not do. Especially 
when they [students] are supposed to be checking up on drugs 
which can be serious. Like we had one ... with [Digoxin]. I think it 
was above a certain level ... or below a certain blood pressure if you 
give that person that drug you can kill them ... and one girl got it 
completely wrong. 

R Oh dear. 

R Do you think she [51] remained the same as your initial impression 
or is she getting better or ... 

C 1 I think she [51] got better if anything, yes I think so ... yes ... I'd say 
so. I think once they get into it they're alright. 

R I think your comment about not interrupting their train of thought 
is interesting. 

C 1 Yes, in this one [51] in particular ... because they've got to work out 
the drip and the fluid content ... and work it all out ... and your 
only confusing the issue if you start to alter the train of thought. 
With some of them we've had a whole lot of questions about nasa
gastric tubes and things like that ... and all sorts of other things ... 
That was a little bit different because there was a certain amount of 
conversation ... sort of intercourse between the two of you ... 
which there would be with most patients anyway. 

R This is a particular point [video reference] where you wouldn't 
want o change the ... get into their [student's] train of thought 
while they're clicking away on the calculator. · 

Cl Mm Mm. 
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R And how about yourself [C 1]. Are you feeling fairly comfortable in 
bed there with all this performance ? 

C 1 Oh yes ... its fine ... yes. I have had one or two that are a little bit 
strenuous like the [apex beat] measurements ... under there ... and 
one or two of them [students] press like hell ... press the whole 
thing right in ... leave you a bit bruised. Of course the blood 
pressure with the pad on ... had one girl unfortunately left it on 
and the ann ... ann went black . . . and the adjudicator or assessor 
came and said to tell her to take it off quick. 

R That's the end of that [video] ... anything else you want to say about 
that particular exercise with that girl {51] ? 

C 1 I don't think so, it don't ... I can't think of anything particularly ... 
no, no, not really. 

R Thank you very much. 
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Appendix 3.2.1 

Transcript : Researcher [R] + Student 2 [S 2] I Site A : Session 2. 
S = Student, C = Client, T =Teacher, R = Researcher, ---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] +Student 2 [S 2] 
[Attending to Client 2 [C 2] Site A :Session 2] 

R If you can see anything that you particularly ... or feeling things at 
time you can ... 

S 2 I got a bit confused because I thought that the only space left was for 
the patient [C 2] to .. . the patient label is normally on the ward and 
that's why I'd better reread the instructions properly ... I just sort of 
glanced at them as I was walking in, ok, I thought I would have to 
put it where the patient's label would normally go ... and then I 
think I moved the table to the side . .. it was kinda hard ... and 
then there was someone else's pen ... there was all this rubbish left 
on the desk from the person behind me, sticky labels and their pen 
and stuff ... 

R Did that throw you ? 

S 2 Yeh, it did because ... I thought I'd dropped the thermometer ... 
but when I looked down it was only someone else's pen. 

R Make you feel good eh! 

S 2 Mm, I thought someone was just throwing their rubbish around 
before I got there ... 

R Did the fact that there wasn't any other means of taking the 
temperature, other than the mercury ... 

S 2 Na, no I'm not used to using the tympanic anyway. I've seen ... 
you know ... most places I've worked at still have the old ... 

R It's just that was the only bay that didn't have one. 

S 2 You had a choice at the others did you ? 

R Nothing happening ? 

S 2 No, not really. 

R Straight forward ? 
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S 2 Yeh 

S 2 Don't know, I lost my breath here ... I really needed a drink of 
water .. . you know when you get something caught in your throat . 
. . you just can't get your breath ... it's horrible ... nobody paid me 
any attention . .. nobody seemed to notice that I was over here and 
was having a real difficult time ... was I breathing - you know what 
I mean ? .. . there must have been other people in the room. I know 
it wasn't a supervised station ... but the lady in the bed (C 2] looked 
at me a bit funny. I don't know what makes you do it but 
sometimes you can't quite clear your throat and that .. . I was 
looking for the IV instructions . .. which was a little confusing 
because I thought that it must be on the chart that I'm looking at ... 
then I thought they're not there, then I finally remembered that 
they were on the end of the bed ... but I think it should have been 
written rather than telling us at the briefing station six stations ago. 
It should have been on that chart on the top, there where we read 
where our instructions were. Because you're so nervous you've 
forgotten by the time you get to here ... what she told you in the 
debriefing session, sorry the briefing station. 

R Didn't throw you too much though? 

S 2 No, ... I just stood there for a minute and thought ... logically 
where should it be ? And I thought, 'at the end of the bed'. 

S 2 And I wouldn't have left the thermometer in her mouth so long 
only I got a bit lost ... about things so ... I would have normally 
taken that out earlier. 

R How did you feel about the time overall? Were you ... concern you? 

S 2 It was alright ... no not really. If you're not nervous ... if it was just 
a normal ward situation, I would have felt quite comfortable doing 
that amount of stuff in that amount of time. You can do more than 
one thing at a time .. you've just go to ... I'm so nervous. 

R Its very quiet in there. 

S 2 [Laughter] what, do you mean I should be talking to her ? 

R No, I mean overall ... 

S 2 Yeh ... there's not a lot of background conversation is there. 

R No there's not. 

S 2 I don't know that I'm a very interesting subject here ... there's not 
a lot happening. 
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R What was the chatter there ? 

S 2 Oh, well she [C 2] said "How was it" and it was actually 37.1 ... and I 
said to her ... you know ... it's on the border, are you feeling a, bit 
warm, do you want me to take a blanket off or something ? and she 
said No, she's fine, and I said I'll keep an eye on you and if you 
begin to feel warm we can either take your jacket off or come back 
with something . . . 

S 2 I was looking where you had to put them [the completed 
assessment papers] ... you normally have to post them in a box ... 
and that's it. 

R It's all very clinical isn't it ... because of the nature of the session ... 

52 Mm. 
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Appendix 3.2.2 

Transcript: Researcher [R] + Client 2 [C 2] I Site A: Session 2. 
S = Student, C =Client, T= Teacher, R =Researcher, ---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R) +Client 2 [C 2) 
[Attended to by Student 2 [S 2) Site A :Session 2) 

R Any first impressions on her [S 2) commencement of the . .. 

C 2 Yes, if I'd have been a real patient she [S 2] would have put me at 
ease. 

R Good. [pause) Quite happy there? 

C2 Yes. 

R [S 2 is) Just doing a little fiddling there ... it didn't put you off? 

C 2 Err, no it didn't. I think at times you have a bit of fiddle going on 
where you wouldn't have it in a normal hospital situation. 

C 2 The nurse [S 2] ... she did have problem, she had a 'frog in her 
throat' .. she got a bit nervous I think and she went husky. 

R That's right, she [S 2] eventually coughs it out doesn't she. 

C 2 Yes. Thought she [S 2) might like a drink of water or something but 
I didn't like to say 'do you want a drink of water ?' I didn't know if 
that was the right thing to do. 

R So. No other impressions at this time ? 

C 2 She [S 2] was doing well I thought ... she had put me at ease, and ... 
what she was concerned about was her throat a bit. 

R Now she's [S 2] looking for the notes. 

C 2 Yes, she [S 2) was looking to see how much of the intravenous had 
gone through. 

C 2 I think the timing upsets them [students] a bit because the know 
they've got limited time. They'd be more relaxed if they thought 
they had a bit more time. 

R Do you ever feel like prompting ? 
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C 2 Ahm, I feel sorry for them if they're [students] doing badly ... and of 
course I can't say anything to them about it ... well I shouldn't be 
helping them anyway because they should know it properly for the 
exams. 

C 2 I think its a very good set-up they have here though . .. it feels 
almost like a hospital ward. 

R Well cooked by now . .. [reference to length of time thermometer 
was left in the client's mouth] 

C 2 Yes, they [students] tend to leave the thermometer in longer than 
they have to ... the oral one. And some of them haven't used the 
electronic one [tympanic] before .. . the ones who have seem to 
prefer because they are much quicker than the oral. 

R Communication was OK ? You found that was OK ? 

C 2 Yes I did. They're [students] just dreading that bell going if they're 
not getting along fast enough. 
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Appendix 3.3.1 

Transcript: Researcher [R] +Student 3 [S 3) I Site A: Session 3. 
S =Student, C = Client, T= Teacher, R = Researcher, ---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] +Student 3 [S 3] 
[Attending to Client 3 [C 3] Site A :Session 3] 

R How are you feeling there? You had been in there about one 
minute by that time I'd reckon ... got your act together? 

S 3 Yes, for sure ... I was nervous at the beginning ... but I had to 
introduce myself and that ... figuring out what to do first, second, 
and third. 

R Ok, when you first read the instructions, did that phase you at all ? 
Quite happy with those ? 

S 3 Yeh, I was happy with them, cos' like ... in the beginning they 
warned us what was coming. 

R This was in the initial briefing ? 

S 3 Yeh. 

R Communication with your patient ok? ... no problem there? 

S 3 Wasn't too much communication, but enough to get my job done 
though ... to go through in five minutes is a bit hard. 

R Would you normally communicate more ? 

S 3 Yeh, well I might ask them how their day was or something like 
that ... but its an assessment. you know ... 

R So you think the assessment alters the communication ? 

S 3 Yeh, for sure. 

R Feeling happier now? [reference to video cue]. 

S 3 Yeh. 

R Warming up to the task ... were you conscious of the time? 

S 3 Oh no, I wasn't actually ... I was . .. I thought I was doing it at a 
constant sort of rate. He [C 3] helped me a lot as well .. . he helped 
me feel comfortable. 
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R By him talking ? 

S 3 Yes, by talking and ... yeh, he asked me about my name and where I 
came from ... he noticed it was a Greek name ... your right ... 

R You thought that helped ? 

S 3 yeh. 

R Excellent, excellent. 

154 



Appendix 3.3.2 

Transcript: Researcher [R] +Client 3 [C 3]. I Site A: Session 3. 
S = Student, C =Client, T= Teacher, R =Researcher, ----=Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] +Client 3 [C 3} 
[Attended to by Student 3 [S 3] Site A :Session 2] 

R If something happens it happens ... if you can't recall anything ... 

C 3 I recall one girl [student] who couldn't take a temperature properly 
at all ... I'm trying to ... 

R This is the . . . 

C 3 Yes, she was the ... girl, first or second ... 

R S 3 [naming the student] 

C 3 That's right, yes. 

R By that time she'd [S 3] been in there about ... a minute I'd say by 
this particular stage. Just about getting warmed up. We had a little 
technical problems when the battery on the camera ran out ... 

C 3 There were one or two [students] who completely forgot the pulse. 
Completely forgot it ... and you can't remind them or help them. 

R This young lady [S 3] OK ? 

C 3 I think so, yes I think so. 

R Nothing special about her [S 3] style, demeanour or attitude ? 

C 3 Not really, no. Competent I'd say ... although not particularly 
knowledgeable. Floundering a little like all of them to some extent. 
That's right she [S 3] did ... I think she did make a mistake of 
talking to me while putting the thermometer in my mouth and 
that isn't a good thing really. I know it wouldn't worry most people 
but some people could be a bit concerned I think. Like I said before, 
you can't talk to them ... they're trying to sort things out. 

R That's the end of it. So, nothing special ? 

C 3 Nothing special really. 

R That's fine. 
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C 3 I'd like to be a bit more helpful. 

R No that's fine. If you weren't particularly thinking of anything that 
struck you . .. or feeling anything . .. 

C 3 There's one thing that did occur to me .. . it was that all of them 
[students] ... they are students, right. I mean if you'd had a nurse 
who had been nursing for ten years in hospitals and whizzing 
through things you'd know about it and they would have no 
problem at all. But with them, they are students and they're having 
to think of the next thing ... then they look at the notice and try to 
glean a little bit more from the notice . . . and think again. So, its 
not quite the same ... if I'd think of anything it wouldn't apply in 
quite the same way. 

R That's fine. 

C 3 Amongst this lot [students] there didn't seem to be any ... Oh that's 
another thing the ones who came before they were competent ... so 
competent. Whether they would be absolutely accurate or not I'm 
not competent to say ... but as far as wading in ... that was it ... no 
worries. 
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Appendix 3.4.1 

Transcript : Researcher [R) + Student 4 [S 4]. I Site B :Session 4. 
S = Student, C = Client, T = Teacher, R = Researcher, ---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Student 4 [S 4]. 
[Attending to Client 4 [C 4] with Teacher 1 [T 1] Site B :Session 4] 

R It doesn't matter that we can't hear the sound very well. It's the 
visual clues that matter. 

S 4 Yeah. 

R What will happen is that we'll run through the VT and at various 
spots I can press the pause button ... 

54 Mm ... mm ... 

R ... and ask you if you were thinking or feeling anything at the time. 
If we reach a point were there's something you might want to press 
pause for ... and say- I was thinking this then, or feeling that then, 
then we can do that to. 

R How were you feeling overall about the exercise when you came in? 

S 4 Nervous. 

R When you were presented with the situation [the simulated clinical 
episode] did that add to the nervousness ... or were you 
comfortable? 

S 4 The situation was comfortable it was probably the fact that there was 
the camera and someone else there ... that wouldn't normally .... 

R So [T 1's] job here is to guide you and challenge you a little bit ... to 
get you think about what may or may not ... you were quite happy 
with that? 

S 4 Yeah, it took me a while to figure out what was going on and how 
we [T 1 and S 4] were meant to approach it ... it was fine. 

S 4 I think not knowing that the bowl and stuff was there ... maybe ... 
like in a normal ward situation ... you just know that all that stuff 
is there. 

R For a moment it just threw you did it? 
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S 4 Yeah. 

R When you were getting into the situation like this ... and now, on 
looking back ... do you feel that you would have talked to the 
patient more? 

S 4 I probably would have talked to the patient more in a normal ward 
situation anyway ... I know I would have talked to them more in a 
normal ward situation. Its just the camera and those sorts of things. 

R ... and you were concentrating on what [T 1] was demanding of 
you ... 

S 4 Yeah ... yeah. 

R How did you interpret [T l 's] questions to you? Were you guided 
by it, confused by it, enlightened by it ... 

S 4 The questions were alright ... some of them I didn't exactly know 
where [T 1] was coming from ... or what she was asking for 
specifically ... Yeah ... but most of them were good. A lot of them 
were guiding questions. 

R Now were [S 4] are looking for the elevation . . . pillow. 

54 Mm ... mm. 

R Now you were feeling there, that the pillow wasn't adequate! 

S 4 Usually when we admit them ... if they're an ankle they go on 
three pillows anyway ... so I guess that threw me a bit with 
coming in there and the leg just being right on the bed. 

R So, when you came in you knew there was something wrong ... 
with the plaster being flat on the bed? 

S 4 Yeah . .. probably because it wasn't ... I don't know . .. In a real 
clinical situation we would walk in and look at those things 
anyway. 

R But you felt that it should be elevated 

S 4 Oh, yes. 
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R Elevated enough to raise the foot of the bed ... now you were 
having some difficulty there ... 

S 4 Yes .. . just looking at the video it does look as thought its [the bed) 
is actually going up. 

R Were you thinking of anything there [ie. difficulty raising the foot 
of the bed]. Like- why is this happening to me ... what's wrong here? 

S 4 Erm ... I was thinking why is this happening while there's a 
camera behind me. It happens though under normal ward 
situations. You get your beds which are all different ... getting 
towards the end I thought getting some more pillows would be a 
good idea. 

R so you were getting to a point were you were saying - that's not 
going to work [raising the foot of the bed] and we're going to have to 
put the extra one in 

S 4 Mm ... mm. 

R Is that the way they put them in, in the wards . .. or longitudinally? 
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S 4 No ... like that ... but you've got three it supports the leg from a 
little further up and evenly. 

R What did you feel, what did you think about that plaster? 

S 4 In terms of ... ? 

R Its adequacy. 

S 4 Well she [C 4] can move her foot quite a lot if she wants to . . . its 
not really covering ... so it wouldn't be doing the job its supposed 
to be doing. 

R That's right. A bit rough wasn't it. 

R When [T 1] was asking questions there did you feel you had 
adequate knowledge to answer them? 

S 4 Yes ... the knowledge was there. I was just tongue tied ... I couldn't 
answer the question on the spot. If I'd have been there by myself I'd 
have just automatically thought to do it. 

R So situations like this where ... although this isn't an assessment 
situation; if it was ... you might know the material but you feel a bit 
compromised by the situation? 



S 4 I think maybe worried that the information you have [S 4 
knowledge] is wrong or what you might think is the right thing to 
do wouldn't be the next step ... Yeah. 

R So you're being led along a particular path here to the decision that 
this p laster, in its present form, is doing the patient no good. 

S 4 Yep. 

R And how did you feel when it was put to you that the saw [plaster 
saw] and splitting the plaster was going to be the option? 

S 4 I felt worse for the patient as much as myself. No, it was good that it 
was going to be fixed because it wasn't doing any good in the first 
place. It was doing more worse than good. Erm ... as for actually 
using the saw myself .. . no . . . it wasn't too bad. 

R You felt fairly comfortable with that? 

S 4 Yeah, once [T 1] had shown me how and everything. 

R Well there's the comment [on VT] "Oh my god"! 

S 4 And I was thinking the same thing ... 

R If you said that [the comment], under normal circumstances with a 
real patient- what might the patient be feeling? 

S 4 They'd be feeling the same thing but worse. 

R So your insecurity would be passed on to the patient. 

S 4 For sure. 

[sound of saw on VT initiates subdued laughter from S 1] 

R So, anything special there ... were you thinking or feeling 
anything? 

S 4 Actually ... erm . .. worried about using it [the saw]. 

R So even though [T 1] was explaining and demonstrating ... 

S 4 Once [T 1] had demonstrated it on her [C 4] leg it was fine. 

R Now, if you look at the patient's face .. . she didn't look very 
happy ... 
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S 4 No . .. she needed reassurance and explanation of what we [S 4 and 
T 1] were doing. 

R So you feel as though a little reassurance ... 

S 4 Yeah. 

R Now I know this situation is quite atypical but under normal 
circumstances the one that is sawing would saw and the other one 
would be watching the patient ... 

S 4 Yep. 

R ... so that the anxiety can be picked up and dealt with. So by 
concentrating we're not neglecting the patient. 

S 4 Yes, you'd do that with any procedure . .. whoevers doing the job . . 

the other would be ... Yeah. 

R With all that pulling and tugging and ripping and tearing ... were 
you feeling anything for the patient? 

S 4 Yes, I was feeling she would be getting more anxious as we [S 4 and 
T 1] continued pulling and tugging on it ... No, I wouldn't have 
liked to have been in that position. 

R She [C 4) appeared to tolerate it quite well. 

S 4 [laughter] Considering she [C 4] knew I hadn't used it [the plaster 
saw] before too ... she was quite relaxed compared to what a lot of 
people would be. 

[FF] 

R Well, this is a new experience handling these[plaster] tools. Looking 
back do you feel you could have handled it any differently? Or, 
handle the equipment any differently? 

S 4 Probably in a hospital situation I would have dealt with it myself 
anyway ... like I would have looked to putting the saw away before 
I picked up the other things to pry the plaster apart ... Maybe 
because [T 1] was there I was using her to my advantage anyway. 

R I bet you felt as this was going on forever [removal of plaster] . 
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S 4 I did actually . . . I think a lot of it was because the plaster was still 
wet. 

R Yes, you are working under difficult circumstances when its wet ... 
under different circumstances [earlier application] it would have 
been drier ... 

S 4 But then I would have more stressed out too probably cos there 
would have been the real problem there . .. 

R Anything special there going through your mind? 

S 4 Probably what she [T 1] was going to ask me next ... it had me 
thinking though ... like what I should be doing because [T 1] was 
there asking me questions ... sort of thinking- what is she going to 
ask me ... what should I be doing? 

R Now that we're getting to the end, have you any overall comments 
on the exercise as a thinking exercise? Did it make you think? In 
what ways did it make you think? 

S 4 Having someone there asking questions the whole time ... like
what steps would you take next? ... that had me thinking. Whereas 
if you got stuck [on the ward] you'd just go out of the room and ask 
someone more senior. Erm ... it was educating as well cos, you 
know, if I didn't know something she was there to explain it all. 

R Do you think the exercise has helped you to think about problem 
solving ... in a more logical way? [the T's] questions seem to be 
guiding you towards that end ... 

S 4 Maybe when your tackling the situation as a whole and thinking 
about the steps and what you should do first ... Yeah, in that way it 
would. as a thinking exercise it was good, the only problem was not 
knowing what was available, like the bowl, the pillows, . .. but it 
was good. 
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Appendix 3.4.2 

Transcript: Researcher [R] + Client 4 [C 4]. I Site B :Session 4. 
S =Student, C = Client, T= Teacher, R = Researcher,---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Client 4 [C 4] . 
[Attended by Student 4 [S 4] with Teacher 3 [T 3] Site B :Session 4] 

R This preparation phase is always a little problematic ... setting the 
scene when people don't know each other. How did you fell about 
doing this? 

C4 It was OK 

R It was OK? You weren 't too apprehensive? 

C 4 No, No . .. it was fun really. 

R Fun! 

C 4 Yes [laughter]. 

R That's good ... that's good. 

R When we [Rand T 1] were explaining the kinds of things we were 
thinking the student might do ... that didn't give you any cause for 
concern? ... the plaster saw .. . ? 

C 4 No. 

R What I'm going to do is to run the tape and then if there's any 
period [clinical event] while the tapes running where you can say: 
Ah, I was really thinking something there; or I felt such a thing; I 
felt she didn't know what she was doing; or, I felt very sure of what 
she w as doing; or, I was hoping she wouldn't do that; or why d id 
she think . . . . So, if you are thinking or feeling anything as we 
watch the tape, then we'll press the pause button and record the 
comments on the [audio] tape; OK? 

C4 Mm .. . Mm. 

R How do you think she [S 4] might be feeling? 

C 4 A bit nervous [laughter] . . . yes, a bit nervous I guess. 

R Yes, it wouldn't be too surprising that would it .. . you'd just come 
into this situation not knowing what to expect. 
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C4 Yeah. 

R I'll just get those comments .. . she [S 4] seemed a bit confused ? 

C 4 As to which way the ... there seemed to be two different ways that 
the x-ray ran and she [S 4] wasn't to sure that it went that way 
[reference to antero-posterior and lateral views]. 

R OK, so you thought she [S 4] was a little confused with the x-ray. 

R Are you happy with her [S 4] initial approach to you? Did you feel 
she was OK at that, or ... 

C 4 No, she [S 4] was OK. 

R You were looking at [T 1] there ... was there any reason why 
you were looking at [T 1] ... or just ... 

C 4 I was checking that I was doing it right ... 

R Doing the right things . .. , OK. 

R Do you feel she [S 4] was being too gentle, too rough, just nice . .. 

C 4 No, actually she [S 4]was very gentle. 

R Were you happy how she [S 4] was handling the pain issue? 

C4 Yes ... yes. 

R Now this is were she [S 4] got a bit ... erm ... confused or 
bemused. 

C 4 This is where the bed didn't go up . .. right ... yeah. 

R Were you thinking anything then? 

C 4 Ahm ... I was thinking that . .. maybe ... , I would have thought 
they [T 1 and S 4] knew which way it went up. 

R So you would have expected them [T 1 and S 4] to know. That's 
what you were thinking. 
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C4 Yes. 

R Nothing happening there? ... nothing happening giving you cause 
to think or feel anything? 

C 4 Err ... no ... just the confusion over which winder [raised the foot 
of the bed]. 

R We'll fast forward [FF] that. 

R That's when [episode on VT] they [T 1 and S 4] decided that putting 
the bed up wasn't a good idea, and to add the extra pillow. Was 
adding that extra pillow, in that way, comfortable or uncomfortable? 

C 4 Ah . .. it was a lot more comfortable. 

R Just FF that. 

R Would you have felt quite comfortable as the patient in having 
these things explained 'over you' like this? Was it frightening or 
reassuring? 

C 4 A bit of both .. . It was good to know what was going to happen 
next, but also, . . . ahm ... it was a little bit of a worry they talked to 
each other [T 1 and S 4] about what they were going to do ... 

R Did you feel excluded to some extent? 

C 4 A little ... not a great deal. 

R This is where the decisions been made to interfere with the plaster 
. . . with the saw. Have you any thoughts on what's happening 
now .. . how you felt about this. You gave a little grimace there ... 

C 4 The saw was ... when I saw the saw I thought ... I didn't realise it 
just vibrated through ... I thought it actually cut through, and 
knowing how thin the plaster is ... it was a bit scary ... but they 
[T 1 and S 4] reassured me it wasn't going to cut me. 

R So, having been reassured, you were quite happy with what they 
[T 1 and S 4] were talking about and going to do ... 

165 



C 4 Yeah ... until it actually happened and then I was a bit nervous. 

R You were a bit nervous when they [T 1 and S 4] actually started . . . 

C 4 .. . cutting . .. 

R ... into the plaster ... 

C4 yeah. 

R You weren't hoping that she [S 4] knew what she was doing were 
you? 

C 4 I was actually ... cos she [S 4] said it was the first time that she'd 
ever done it ... and I thought I . . . 

R So this is where you start to get a little bit nervous [actually cutting 
into the plaster]. 

C4 Mm ... mm. 

R So now were [S 4] going to get the spreaders ... and this was a bit 
of a difficulty wasn't it because they're the wrong size spreaders for 
the job. Were you quite happy with them [T1 and S 4] pulling and 
tugging and ripping . .. ? 

C 4 Yeah, they [T 1 and S 4] were quite gentle actually, they didn' t move 
my leg around much at all .. . it was OK. 

R Good. 

R We'll just see where they [T1 and S 4] are up to [FF]. 

R This is where they [T 1 and S 4] were talking about compartmental 
syndrome. 

C 4 Oh right . .. yes. 

R Did that concern you. Did you have a feeling about - what are they 
[T 1 and S 4] talking about? 

C 4 Ahm .. . I was thinking at first what are they [T 1 and S 4] talking 
about, but then I realised that ... erm . .. then what they were 
saying started to make sense. The no-feeling and no-pulse and that 
sort of thing. A bit confusing at first but ... 
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R We're more or less reaching the end here of the road here ... 

C4 Mm ... mm ... 

R just checking the circulation, I think ... 

C4 Yeah ... yeah. 

R And there were no major problems with that? 

C 4 No, it's good. 



Appendix 3.4.3 

Transcript : Researcher [R] + Teacher 1[T 1]. I Site B :Session 4. 
S = Student, C =Client, T= Teacher, R =Researcher,~~~~= Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] +Teacher l[T 1]. 
[With Client 4 [C 4] attended by Student 4 [S 4] Site B: Session 4] 

R What I will do is let the tape run or fast forward it, and we've got 
the pause button and at various points either I will stop it and ask 
you questions, or you can say- I was thinking or feeling something 
there .. . 

T 1 Right. 

R So, the comments you just had about ... the questions, ... whether 
or not you were doing ... asking the right questions. 

T 1 Yes, I started off alright ... but then I got a bit carried away ... and I 
thought, no. I can't be asking her [S 4] this. 

R So you were thinking ... 

T 1 I was taking over .. . 

R You were taking over and not letting her [S 4] come up with the 
answer ... you were telling rather than ... 

T 1 Well I wasn't prompting ... Oh, I thought I could ask that just as a 
prompting question ... making her say it ... cos I'll just rattle-on 
[laughter]. 

R What about communication with the patient .. . do you think 
[S 4] was doing enough of that ? 

T 1 I think she was .. . if I hadn't been there, if it had been a real 
situation she would have been fine. 

R What were you thinking there when you started to chuckle? 

T 1 The blue dye . .. the toes were 'blue'. 

R Were you trying to get round to the fact that it [the plaster] needed 
to be elevated? 

T 1 Yeah ... we got there in a round about way ... that wasn't a wrong 
thing ... I'm trying to get there now. 
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R Do you think her [S 4] reasoning skills are reasonably good . .. 
Thinking things through. 

T 1 Yes ... I knew she was a bit nervous but ... yes ... but I didn't want 
to put her on the spot with 'compartmental syndrome' because 
that's a little more complicated ... so I didn't want make her feel 
bad. 

R So you were aware of her [S 4] limitations and you didn't want to ... 

T 1 Well I wasn't really aware of them because I haven't worked with 
her very much. 

R What were you thinking here? 

T 1 Trying to elevate the end of the bed [laughter] ... which wouldn't, 
but that sometimes happens ... you've got to improvise ... in a real 
situation it [the leg I bed] would have automatically been elevated. 

R We [the T 1 and S 4] got round to the second pillow as an 
alternative. You felt this was alright? 

T 1 Yeah ... we'd elevate more in the ward . .. I was asking side 
questions ... it takes time . . . because its a teaching session ... I felt 
that was necessary. She answered well. 

R So you felt these explanations were an essential part ... 

T 1 Yeah ... if I hadn't dwelt on the fact that it was a terrible plaster ... 
Yeah, it would have been wrong because she might have thought -
that's OK. 

T 1 That's when I pulled back [when talking about the common 
peroneal nerve] 

R Was that when you thought you were taking over somewhat and 
pulled back? 

T 1 Yeah. 

T 1 She [C 4] didn't know whether she should be in pain or 
comfortable or what ... 

R Any thoughts or feelings here where the [plaster] tools are 
introduced? 
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T 1 Well she did the right thing because the normal thing would be to 
give them to the person in charge to do the cutting. So I knew I had 
to hand it over so that she does the cutting. She knew it was 
constricting and had to be opened up. So that's really good ... but I 
thought [C 4] looked a bit worried. 

R Yes she did ... and when you handed her [S 4] the saw [S 4] said 
"Oh my God" - which couldn't have made the patient feel very 
confident. 

T 1 That's true ... it threw me because its not our usual saw, its 
different. 

R Were you feeling a bit unsure ... ? 

T 1 Not too much ... it was just a bit different. 

T 1 We [T 1 and S 4] had a problem with the plaster ... there was no 
way we could get the big spreaders in the plaster .. . 

R Did you think it was going on too long ... the procedure? 

T 1 Yeah ... I mean, if the patient really had blue toes that would have 
been too long ... but even if it was a wet plaster and the toes were 
blue you 'd just rip it ... and wouldn't really care about the plaster. 

R And under the circumstances do you think she did OK? 

T 1 Oh yeah ... because that was the first time she's done it ... I think 
that's good. I think if your in a different situation- if you've got the 
haemovac there post-op- all those things make it difficult ... and 
they're always difficult to get off when you've got swelling and pain 
... just around the ankle ... really tricky. 

R What's you're thoughts on the answers to the questions. 

T 1 Yes, that was good. There was just one point ... about the patient 
going to theatre and nil by mouth ... took a while to get there but 
that's OK ... because she wasn't sure of the treatment ... she 
understood. 

T 1 I felt I could have gone more into 'compartmental syndrome' and 
really gone to town on it ... explained it more in detail . . . but that 
might have taken too long. 
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Appendix 3.5.1 

Transcript: Researcher [R] +Student 5 [S 5]. I Site B : Session 5. 
S = Student, C = Client, T = Teacher, R = Researcher, ---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Student 5 [S 4]. 
[Attending to Client 5 [C 5] with Teacher 1 [T 2] Site B :Session 5] 

R ... we watch the videotape ... if there's any particular incident on 
the tape, when it might look as though there's somethin interesting 
as to what you might be thinking at any particular point in time we 
press the pause button, [demonstrates] and get the comments down 
on the tape recorder ... so its really and exercise in asking people 
what they're thinking or feeling at any particular ... time. 

So this is the initial introduction to [C 5] ... an introduction by [T 2] 
... any points at this particular pint in time when you initially hit 
the situation ? 

S 5 Err ... just to assess the affected limb and ... erm ... 

R .. . did you feel confident in being able to do that ? 

S 5 Yes ... quite experienced. 

R OK ... so you weren't being asked to do or think about anything 
you hadn't done before ? 

S 5 No ... its a pretty routine procedure on the ward. 

1 7 1 

R When [C 5] was mentioning the particular disturbances ... were you 
thinking anything there? Were you trying to work things out in 
any way? 

S 5 When [C 5] was talking about the impairment and everything? 

R Mm ... yes. 

S 5 Er .. . yes ... I was kind of trying to assess whether it was a nerve 
problem or ... or if it was some kind of blood supply problem or 
whether there's even some kind of congestion going on there ... 
but there wasn't ... whether there was an insufficiency with the 
arterial blood supply or different factors that can come into account. 



S 5 Always in the back of your head is ... you know ... what's 
happening underneath as well ... like what's happening in the 
limb ... and er ... which was a concern because [C 5] failed pretty 
miserably on his neurovascular obs ... 

R ... right, so you have to recall your knowledge of the peripheral 
nervous system and the vascular system ? 

S 5 That's right. 

R [T 2's] comments there to try and differentiate the sensations. Was 
that helpful ? 

S 5 Er ... yes ... if there is a complete numbness that would mean 
complete nerve impairment ... but if there was tingling there ... it 
would mean ... like ... there is some impairment but not too bad .. 
. Mm. 

R did you notice that the plaster wasn't really what you would expect 
from a plaster for that injury that's on the x-ray ? 

S 5 Well I did think the foot looked a bit floppish . . . yeh ... like .. . the 
foot was dropping ... yeh. 

R So you've figured out that you can't do the obs particularly well 
with all that plaster . .. 

55 Mm ... 

R Good rationalisation there from [T 2] ? 

S 5 Very good. 

R So your feeling quite happy with those toes I 

S 5 They looked OK, yeh ... they felt the same but it was a hypothetical 
situation and [C 5] said they were warmer ... 

R What is [T 2] getting you to do there .. . ? 

S 5 ... to get the plaster off the back of the foot .. . 

R What did you think of [C S's] interaction with you ... you felt [C 5] 
was helpful ... not helpful ... or? 

S 5 [C 5] was good ... he was describing the symptoms quite clearly and 
the pain ... 
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R Did that help you to think things through ... ? 

S 5 Yes ... yeh ... its better when the patient is communicating and 
giving you a verbal idea of what's going on rather than . .. taking 
account of physically what you see, or feel, or hear ... your getting 
input from the patient as well so that's ... you don't know if 
someone's feeling pain, only they can tell you that. 

R [ C 5] is saying he can't feel them there . .. 

S 5 ... the toes ... ? 

R ... yes ... did that make you think of anything in particular as to ... 
what might be wrong ? 

S 5 Erm . . . apart from nerve damage, or ... I was sort of thinking 
compartmental syndrome ... you know .. . 

R Supposing he would have asked you what that was ... would you 
have been happy in explaining that ? 

S 5 Yeah ... its when you've kind of erm ... and intracellular and 
intercellular exchange of fluid ... and its kind of a build up of fluid 
in the muscle or in that area and erm ... produce kind of pain and 
swelling . . . 

R So, you would have been confident in explaining that ? 

S 5 Yes ... yeh ... [indecipherable talk] 

R You're inspecting the plaster very well there . .. was there anything 
going through you mind ? 

S 5 Er ... I was just, kind of ... seeing if it was still too wet or dry ... 
how easy it was going to be to split it and ... 

R So you were checking to see if it was wet or dry because you 
appreciate that the relative degree of wetness or dryness ... 

S 5 ... can affect the ... 

R ... way it comes off or split. 

S 5 Yes. 
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R So you're anticipating problems if its wet? 

S 5 Yes, its much harder to cut through ... 

S 5 And I was assessing the plaster around the top and the bottom to see 
whether felt tight or constricting ... 

R Were you thinking there might have been some pressure at the top 
that might have accounted for any sensori-motor disturbance ? 

S 5 I thought there might have been ... but I couldn't feel anything. 

R You weren't thinking of pressure on the common peroneal nerve 
for instance ? 

55 No. 

R No problems with [C 5] asking you questions ? 

55 No ... 

R Good. 

R Were you thinking, why have they left this plaster on ? 

S 5 Yes I was actually ... I thought it was a very untidy job. 

R Anything going through your mind about the pain? 

S 5 I was concerned about the pain ... I was just wondering if it was 
related to ... you know ... whether the problem was ... 

R Like the fracture particularly ... or comparbnental syndrome ... 

S 5 Mm ... err ... I suppose if the plaster wasn't set properly in the first 
place ... and the bones weren't in alignment anyway ... he'd have 
patn. 

R This is where you mention the hearing problem ... that didn't 
throw you at all ? 

S 5 Sorry? 

R This is where [ C 5] was talking ... you said something to him and 
[T 2] repeated it and he said he didn't hear it ... so ... you feeling 
anything there when he brought up the hearing problem ? 
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S 5 It made you more aware to ... erm ... to talk directly to him and 
... not loudly but dearly ... and allow him to lip read ... 
pronounce the words properly. 

R Now then, what about the wrong charts ... did that throw you ? 

S 5 Yes ... I thought there's been some incompetence here .. . if 
someone hadn't checked the name and the HRN number he 
could've been given the wrong medication or his observations 
could have been recorded for the wrong person ... and ... in the 
long run ... you could be in a lot of trouble. Yes it was a big concern. 

R You appear quite confident ... are you feeling apprehensive at all ? 

S 5 I felt fairly confident ... well 90%. 

R OK, but some apprehension about splitting the plaster? 

S 5 I've never erm ... I've observed plaster being split but I've never 
done it so I was lacking in confidence when I thought [laughter] ... 
I was trying to remember exactly how you do it. 

R Checking the x-ray there. Any feelings about what you saw ? 
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S 5 Well I'm not an expert at x-rays but it looked like a pretty nasty 
break ... and erm ... I assume that was pre having the plaster on ... 

R Post. 

S 5 Oh, post. 

R See ... the plaster is already on. 

S 5 Right. No I wasn't happy with it at all ... no it didn't look good at 
all ... it probably explains why ... which makes logical sense 
because the plaster wasn't set in the right way ... I didn't realise it 
was post .. . I should have paid more attention. 

R So [T 2] is explaining the use of the saw ... happy with that? 

S 5 Yes ... 

R [C 5] looks a bit ... 



S 5 ... apprehensive [laughter] ... [I] could have picked it up a little 
better than that ... 

R Having gone through this now and seen this and done this enn ... 
do you think now that you are more appreciative of the reassurance 
side of what needs to be done when you're doing this to a person ? 

S 5 Yes. 

R Its not the most pleasant sensation. 

S 5 Well its the sound I think ... it reminds me of the sound of the 
drill when you go to the dentist as a kid ... it sounds more 
intimidating than even watching or feeling. 

R There you go [having a go with the saw) ... what are you feeling 
now? 

S 5 Reasonably comfortable. 

R [ C 5] has still got his blanket over his face ... 

S 5 Y eh ... yeh ... I've failed ... 

R What might normally happen is that while one person is 
concentrating on the sawing the other will be keeping an eye more 
on the patient ... 

S 5 Yeh ... because it wasn't a real patient situation I wasn't sure if [C 5) 
was hamming it up ... or ... I kind of forgot he was meant to be 
this real patient ... I think in a real situation I would have been a 
bit more supportive. 

R So this is the cutting of the p laster which takes a little while ... then 
in the end you get your scissors and . . . 

S 5 .. cut it through. 

R Thinking anything there ? Nothing special going through your 
mind - no problems, no difficulties ? 

S 5 No ... I'm just kak-handed there ... see how my hands are ... I felt 
very uncomfortable ... that's why I went down to the other end 
because I just couldn't manage it. 

S 5 Takes me ages to cut it off. 

R OK what are you doing there ... you're reassessing the ... 
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S 5 I've split the plaster and I'm seeing if its relieved the symptoms of 
the swelling, the numbness and the pain . .. and it has ... probably 
80% to 90% effectively relieved it ... there's probably still a few 
problems there. 

R Were you thinking this was something you had to do or was it just 
automatic that you did that once you you'd split the plaster ... 

S 5 Erm ... I just automatically did it ... but you have to do it ... I 
assume. 

R You didn't have to think about it, you just did it automatically ? 

S 5 I just instinctively went to check because ... what was the point of 
doing it if you weren't going to check if relieved or not. 

R What are you thinking there ... anything special ? 

S 5 Erm ... oh ... this is where we [S 5 and T 2] are checking for the 
foot-drop ... the angle of the aligrunent of the foot ... it hadn't been 
fit properly at all ... 

R Did you pick that up yourself or only on a cue from [T 2] ? 

S 5 Er ... I did notice it when I first ... kind of first walked in ... I did 
notice it but I didn't come out and say ... but that's when I checked 
it out properly. 

S 5 Now I'm just jacking up the bed. 

R What was your thinking behind that? 

S 5 Well to reduce the swelling ... to like ... to reduce the chance of it 
happening any more ... eliminate the risk ... I should have done 
that first real! y .. . on initial assessment . .. 

R You thought it might have been done earlier? 

S 5 Yes ... but I didn't pick it up earlier ... I thought it was elevated ... 
I thought ... on one pillow, its elevated ... but afterwards I realised 
it wasn't elevated quite enough. 

R Would you normally express [to C 5] that other people have been 
incompetent. [with laughter] 
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S 5 No ... that was very unprofessional ... I didn't normally ... I was 
just talking to [C 5] as [C 5] the demonstrator ... naturally in a 
hospital situation I wouldn't have said that to a patient. 

R Overall did you think the exercise was useful in making you think 
about ... clinical problems ? 

S 5 Erm . . . for future you mean . . . or . . . 

R Yes. 

S 5 Yes, I think so. 

R You didn't seem particularly stretched by the things presented to 
you. 

S 5 Oh right ... I suppose ... yeh, that kind of assessment and 
everything ... when you 're working on the orthopaedic ward is 
what you 're doing day in and day out ... so no ... I didn't feel too 
intimidated by it. I mean . .. yes ... having the camera on me .. . 
there were a few things I would have said .. . relating to patients ... 
just without the exterior things going on ... no . .. it was useful. 

R That's good. 
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Appendix 3.502 

Transcript: Researcher [R] + Client 5 [C 5]0 I Site B : Session 5. 
S =Student, C = Client, T= Teacher, R =Researcher, """''""'"'"""'=Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Client 5 [C 5]0 
[Attended by Student 5 [S 5] with Teacher 2 [T 2] Site B :Session 5] 

R So what we are going to do is to play the [video]tape through 
and if when we see anything of significance we can just press this 
pause button . 0 . so, if there's anything you were thinking or feeling 
at any stage we'll pop the comments in. 

C 5 In what relation ? 

R Well ... particularly if you were thinking or feeling anything in 
response to what either [T 2] said or did or [S 5] said or did .. 0 if 
you're feeling happy, confident, bemused, confused ... that kind of 
stuff ... 

C 5 Right 0 .. not interested in the artificial situation .. . just for the 
nursing .. 0 real life ? 

R Yes ... how you did feel about what [T 2 or S 5] said .. 0 or about the 
situation, so . 0 . they were just checking your name there . 0 0 

C5 Yeh. 

R They [T 2 and S 5] were talking over you there rather than at you 0 0 0 

C 5 Yes, I thought they were trying to set the scenario . 0 0 so I didn't 
think it was a problem . .. 

C 5 Actually the plaster was tight so I didn't have to ham-it-up about 
losing feeling in some of the toes .. 0 

R Quite happy about the kinds of questions [C 5] is asking? 

C 5 Yes, yes ... she [S 5] is being quite nice and asking me if I was feeling 
anything ... she was nervous but that's put down to the artificial 
situation 0 .. in the real world she would have been more confident 
in that ... erm. I thought she was doing quite well for that artificial 
situation ... she was listening. I was mostly talking to her [S 5] and 
ignoring [T 2] because I didn't think she was to be there as such. 0 . 
giving the other one [S 5] all the attention. 

R Feel she's doing the right things ? 
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C 5 Yeh ... yeh ... there was a difference in colour, there was difference 
in temperature ... 

R What was that about ? 

C 5 What I did then ? ... She was asking if I could feel anything . .. and 
it doesn't matter whether I could feel it or not, automatically I could 
see that she was doing something ... so I did what I thought the 
person would have done then is to look the other way and say you 
could feel something ... that's me ... but the standard thing is that 
they grab hold of you. 

R [T 2]'s questions were OK? 

C 5 Yes ... but that's experience talking ... there was a lot more 
direction to her questions ... searching questions for answers the 
other girl [S 5] was mainly looking at colour ... wasn't asking me 
questions ... probably because [T 2] was there and [T 2] outranks her 
so much in the system and [S 5 ] didn't feel so much in control ... 
that was my opinion [thinking] . 

R Handling your leg alright there ? 

C 5 Yes, yes. 

C 5 See that was the truth [reference to the deafness] I wasn't even 
gamming [pretending] then. 

R Right ... you didn't really hear. 

C 5 I'm not used to her voice as such .. . and she's [S 5] is a bit further 
away .. . and then from a deaf person's point of view she ... from 
then on, nine times out of ten when she said something she made 
sure she was looking at you. 

R So you feel she took on board the deafness issue ? 

C 5 Mm ... she did very well actually compared to other people ... 

R Explanation and reassurance ... 

C 5 You see [T 2] is giving that . .. I don't know who is supposed to give 
that as such ... She is just cleaning it to inspect it ... the colour is 
different and I tell her that one foot is 8 and the other 8 and a half, 
so yes it is swollen ... 

C 5 I was trying to get my symptoms right here [reference to pain] 
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R OK, right. 

C 5 What I was asking for is some pain relief ... it hadn't been offered 
... but then they're still doing investigative work at the present 
time ... so until they get some feeling back I wouldn't expect to get 
some pain relief ... 

R You felt her [C 5] response to that [request for panadol] was OK? 

C 5 Yes ... I thought she was quite wonderful ... she did everything 
right considering she hasn't worked in that area before . .. she did 
rather well. 

C 5 I didn't know if I was giving away too many hints away here or not. 

R When she actually got there, that something needed to be done ... 
did you feel as though 'thank goodness, she's got there at last' ? 

C 5 Well I was trying to figure it out ... I wasn't quite sure what was 
there ... the leg was tight and ... whether they [T 2 and S 5] were 
going to cut the plaster and release it or not ... it was an unknown 
quantity ... I never knew they would do that ... I thought they'd 
call the doctor and take it off and put another one on ... Maybe 
there may have been an explanation from the from the patient's 
point of view as - what we [T 2 and S 5] can do is release the 
pressure- ... it came later but maybe it could have come in there. I 
didn't feel bad about it because I was trying to describe the pain ... 

R You're really stretching her [S 5] there. 

C 5 I am stretching her [S 5] ... I was really surprised when she came up 
with the answer [ie. cardiovascular rationale]. 

R You weren't too unhappy with the fact that she [C 5] wasn't 
particular! y skilled or experienced ? 

C 5 If I was a member of the general public ... trying to look at it from 
that point of view ... had it not been introduced that she was 
in training, I was just taking her as a caring - feeling sort of person 
coming in ... As I said I wasn't sure whether [T 2] was supposed to 
be there as such ... I was focusing on her [S 5] and if she came in 
and did all these things ... 

R Now [S 5] is doing more cleaning ... 

C 5 But we [S 5] never finished cleaning the foot. .. did the cleaning 
more to look for ... 
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R Were you thinking -why didn't she do it all at once ? 

C 5 I thought the first time she [S 5] did it was to just look at the colour. 
This time she was using it to look at the other toes ... but I don't 
know if it would have been better to use a scalpel and pushing 
things off the toenail ... rather than melt it off or wash it off. She 
was quite gentle but she was digging her nails in ... not enough to 
draw blood ... 

R But you didn't feel as though it was too uncomfortable ? 

C 5 No ... I felt it but I was playing a role. 

R It was good that you gave her [S 5] an indication of your pain 
threshold. 

C 5 Yeh ... we are male after all ... pretty low pain threshold. 

C 5 She' [S 5] got the eye contact in everything, she's got everything 
she's going to be doing ... OK ... She's never used one of these 
before ... I don't know how they practice on using it ... but all 
things considered she did quite well using it ... but she didn't have 
[T 2]'s expertise ... and knowing the depth she was going to ... 

R You didn't feel too concerned that this was the first go ? 

C 5 [T 2] left her [S 5] three inches to do . .. the other thing is that if they 
are on their own ward they would be better prepared for this ... 
there would have been a tray of stuff ... see (T 2] is explaining 
what's going to happen and I just coast along for the ride on that. 

R Whether real or part of the role play you did give some response ... 
(to the plaster saw]. 

C 5 Oh, yes ... see up to this stage [T 2] was just teaching her and I 
wasn't being spoken to . . . 

R so now they've included you in it. 

C5 Yes 

R So you weren't particularly feeling too unhappy or apprehensive ? 

C 5 Ah ... no ... , when you've got an expert doing that ... the only 
thing is when she [T 2] touched me there and said not to worry .. . 
erm ... I was gamming [pretending] more fear than what I felt ... I 
was role playing really. 
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C 5 This was the first time she'd [S 5] done this and it showed [ie. the 
left I right hand incoordination] 

R You felt she [S 5] was a bit uncoordinated? 

C 5 Yes ... she [S 5] is physically left handed trying to do things right 
handed. 

C 5 The only thing I thought they missed was what they're [T 2 
and S 5] going to do in opening the plaster ... there to relieve the 
pressure and that was the end of the story ... it was ... 1 sort of felt 
that erm ... well that's all we're going to do ... we're going to leave 
it like that while your here ... and I was thinking why do we have a 
plaster on if it's going to be so loose ... erm. So it seemed to be task 
specific, we're relieving the pressure by doing this, this is the major 
part of the exercise but for the next session, so to speak, what is 
actually going to be done ... 

R So you think they [T 2 and S 5] could have taken the explanation a 
bit further ? 

C 5 Yes ... they [T 2 and S 5] could have turned around and said- what 
were doing is relieving the pressure on this particular plaster but 
you 're going to have to be replastered ... and there's the comments 
[made by S 5] ... slightly derogatory about the person who put the 
plaster on . . . whether you would use them in a real life situation .. 
. you can't say that against your peers. You'd never say the doctor 
who put this on didn't put it on right ... you might say it in the tea 
room but not in front of the patient. 

C 5 She [ C 5] was trying to use the wrong scissors ... then she borrowed 
[T 2]'s scissors. because the foot was so forward the instep was 
difficult and she had to press down firm! y ... if the bone had been 
broken that would have been painful. 

R She got round to the fact that it was a bit low [not elevated]. Did you 
feel they [T 2 and S 5] could have done that [ie. elevate it] sooner ? 

C 5 Well, I would have thought ... my own impression would have 
been that this would have been one of the first things you would 
have done ... brought it up to relieve the blood flow to it ... not 
talking medically ... But I also think they [T 2 and S 5] would be 
better off putting pillows underneath it rather jacking-up the bed 
because at no stage was I comfortable up there which through 
jacking the bed up complicated the padding of the pillows behind 
my head. 
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C 5 Further explanation there ... she did that well ? 

C 5 Ah, good explanation . .. that's about the only time that she [S 5] 
turned sideways when she was talking ... every other time it was 
direct. Her touch and everything was very gentle ... even when she 
used those scissors for the first time, which was complicated by the 
plaster being put on with the foot too far downwards. 

C 5 Here I'm being given a couple of pain killers ... now ... I realise I 
wouldn't have got pain killers until they'd [T 2 and S 5] relieved 
something because they don't know if they are hurting or 
something ... but this wasn 't explained ... I don't know whether 
you normally would. 

C 5 They didn't cover up my right foot even though I complained it 
was cold. I've had far worse treatment than that in hospital ... if 
that was the standard of treatment I would be very happy. 

R What do you think or feel about the overall session as a session that 
would get people into the thinking mode ? 

C 5 I thought it was quite good ... [some suggestions for orientation to 
session given here] . The scenario coming in on me, that was 
wonderful ... I got the impression I was going toward [S 5] rather 
than [T 2] ... she [S 5] was making the right decisions ... and I was 
happy with that scenario. 
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Appendix 3.5.3 

Transcript: Researcher [R] +Teacher 2 [T 2]. I Site B: Session 5. 
S = Student, C = Client, T = Teacher, R = Researcher, ,....,....,....,.... = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Teacher 2 [T 2]. 
[With Client 5 [C 5] attended by Student 5 [S 5] Site B :Session 5] 

R What we [Rand T 2] do is just let the videotape run and anything 
we think is worth mentioning about what [S 5] might be feeling or 
what [C 5] might be feeling or what you might be thinking or feeling 
at any particular time we can talk over it or just press the pause 
button .. . and get the comments down. 

R This is the initial introduction ... 

T 2 Mm ... mm ... I couldn't make out what his [C 5] ... as I was 
getting up there I thought how am I going to introduce him . .. I 
didn't know his surname ... yes. 

R Any initial thoughts as you were trying to guide her [S 5] toward the 
assessment ? 

T 2 Yes I was erm ... what I was thinking was that I was a little bit 
concerned that [S 5] wasn't going to be taking note of the plaster 
covering his [C 5] foot ... she was heading in the right direction but 
I wasn't sure she was going to come to the point of washing that 
foot ... you could see a tiny bit of the great toe there was some pink 
... now I was hoping she wasn't going to be misguided by that little 
bit of pinkness ... and then she was going through the toes ... and I 
remembered thinking we can't spend too much time going through 
the toes ... thinking about the overall time we had for the session. 

T 2 I was thinking her approach was fine to this point ... how she was 
doing the actual procedure ... 

R Her interaction with [C 5] to this point ... do you feel that was OK? 

T 2 I thought she was relating to him [ C 5] very well ... except he was 
indicating some ... well he said he had hearing problems ... he was 
indicating by the slight turn of his head that he wasn't hearing ... 
because I [T 2] have a hearing problem I picked that up more than 
anybody else. 

R Now she's [S 5] managed to figure out that it will need washing. 

T 2 Yes. 



T 2 He's [C 5] very good ... the leg was as heavy as lead ... he didn't 
help at all ... he was quite exceptional. It helps having had a 
procedure done ... [reference to C 5 medical history] 

R Anything there where she [S 5] was made aware of ... the hearing ? 

T 2 Yes I certainly thought she ... that she certainly knew how to 
approach someone who had a hearing problem ... looking at them 
directly ... alun ... in the face . .. speaking clearly ... speaking 
slightly louder ... and the gesturing with the hands and pointing to 
the foot and ... yes ... she certainly knew what to do. 

R Did you have any overall impression of her [S 5] manner ... her 
confidence ? 

T 2 I felt a little bit concerned ... she's done this quite often ... in the 
ward, the neurovascular observations and the approach and the 
reporting to me . .. but I was a bit concerned that she was ... erm ... 
this foot ... she didn't wash the base of the foot ... and she just did 
an area which is an overall general mistake, as you know, of a lot 
of people ... they just do the bit they need to see, but they forget 
about the bottom of the foot. Ahm ... the other thing I was 
concerned about ... she wasn't ... on the same track of 
compartment syndrome ... a fresh fracture .. . and ... then after a 
while when she got to it, I thought maybe, because I'm so used to it 
that she's being more cautious because of the level that she's at so 
she ... If we are looking at competence she's within the realm of 
her competence level .... ahm ... if we're looking at a thinking 
pattern then yes she's still in that view because she's only been with 
me a short space of time . . . she's just eliminating step by step all of 
the problems in her own way. So then I thought, you have to step 
back ... step back ... 

R Although you're [T 2] leaning forward there doing and doing stuff 
and generally getting involved there ... did you feel as though she 
needed help at that point ... or guiding? 

T 2 Just with the foot ... she hadn't totally to my expectation washed 
that foot enough free of plaster to be able to satisfactorily say she 
had done competently the neurovascular observations of that foot. 
From a colour point of view and the warmth of that she wouldn't 
have been able to feel through that plaster the actual warmth of 
that foot to the right degree. 

R Her [S 5] interactions seem to be good ... 

T 2 Yes ... she's [S 5] very much a people person ... and she is 
comfortable and confident to her level ... she's someone you don't 
have to worry is going to be stepping out of her boundaries ... and 
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she surprised me with the knowledge she has over a short period of 
time .. . because she is quiet and unassuming and one always has 

the tendency of thinking - I wonder just how much the person 
knows- unless you're actually working side by side with her ... but 
she has got a handle on things ... although slow getting to the 
point, she does have a handle on things. 

R She certainly didn't appear to be anxious ... 

T 2 No ... no, she wasn't anxious. 

R You felt her questions were relevant ? 

T2 Yes ... and I felt also that [C 5] was .. . he had a full understanding 
of what was there ... it was gripping ... he was using all the words 
... it was gripping and its tight ... and it feels like deep into the 
muscle. That's good, she's comparing the other side ... I felt she did 
that well. 

R She's [S 5] asking more questions there ... to pin point ... do you 
feel she had a grasp on comparbnental syndrome ? 

T 2 Yes . .. yes ... because she said to me after we had finished - I was 
just going to say that and then you jumped in and beat me - ... just 
on the splitting of the plaster. 

R Right. 

T 2 For a moment I thought she was going to miss it. 

R Were you happy with the rationale ... ? 

T 2 Yes .. . yes . .. her [S 5) explanation, when she said the capillary 
return is very brisk, very fast, and he [C 5) said - What's capillary ? -
and ... then she went through arteries, arterioles down and finally 
down to capillaries and then it comes back ... yeh ... 

R Just doing the chart . .. you ... 

T 2 She's just doing the writing up of the chart and saying about the .. . 

R And you wouldn't expect her to have any in-depth knowledge 
about reading the x-ray ... the fracture ... and so on ? 

T 2 No .. . not at this stage ... but she does have some ... she did notice 
when we were talking about ... and I pointed to it, she did notice it, 
she did notice it was forward . . . which is important. 
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R She spent a long time on the explanations ... 

T 2 And its funny because I noticed (C5] ... he was starting also to relax 
... the minute you place anything around someone's limb ... you 
get some level of anxiety. 

R He [C 5] gave her [S 5] some indication of his pain threshold ... that 
he didn't tolerate pain very well ... 

T 2 Comparatively to someone in labor he [C 5] had hardly any ... but, 
as far as himself was concerned he had his pain and it was that. She 
[S 5] conferred with him there when he said he was in pain and 
she said that's what's important. 

R Did you feel as though she was thinking ahead ? She anticipated 
quite well ... and she was able to grasp ... - Ah, because of his 
hearing I will have to do-, the next step is to let everyone know ... 

T 2 Yes, and she explained it to him, she [S 5] didn't just say to me 'Oh 
I'll get a sign up' ... She said -because of your hearing I'll get a sign 
put up on your bed if you agree. She was certainly allowing him 
[C 5] his rights. The right to choose whether he wanted a sign there 
or not. That's important . . . a lot of people [?nurses] don't ... they 
just come and plonk a sign there. 

R She's smiling there ... I think it was the charts. 

T 2 Whoops, she [S 5] said, we seem to have the wrong person's chart 
... I think discretion would have been better ... rather than let the 
patient know we've got someone else's chart ... she's extremely 
honest. 

R You were obviously quite happy with the way she got to this 
particular point ... in needing the saw? 

T 2 Oh yes . .. once she said she needed to split I just said to her .. . 
within me I was thinking- thank God we've got to this [laughter]. 

R You were feeling quite relieved ? 

T 2 Yes ... I was happy with that bit when she [S 5] approached the x-ray 
. .. you should know what the fracture is before you start cutting 
your plaster, so ... I said to her .. . she said its [the fracture] moved 
... and I said its dislocated and that's probably the cause of his [C 5] 
pain. 
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R You felt you had her [S 5] attention there ? 

T 2 Oh yes, she didn't know how to use the saw, see. 

R [C 5] is taking it all in. 

T 2 Yes. 

R Even though she wasn't too familiar with the technique herself at 
least she [S 5] knew the patient needed reassuring. 

T 2 Yes ... yes ... she's quite delightful actually ... if we had a ward 
full of them [ie. nurses with the same demeanour as S 5] we'd be 
fine. 

T2 For a first try of holding the saw she [S 5] was ... she coped very well 
... yeh ... just by the way she was listening .. . 

T 2 The thing I was thinking there was the safety aspect of leaving the 
cord around . . . you don't want to .. . 

R .. . get rid of that ... 

T 2 Yes. 

R Now she [S 5] had a little bit of a problem . .. 

T 2 With her hands . . . her hands weren't ... she's erm ... she 
writes with her left hand and she does function things right 
handed ... and the scissors were .. . she couldn't get the idea of 
getting the fingers under and cutting. 

R This is where she has a go ... 

T 2 Yes, that's her little scissors .. 

R She [S 5] was sensitive enough? 

T 2 Yes .. . yes . . . very nice manner about her. 

R Almost to the end . .. what was this ? 

T 2 She [S 5] needed a bit of prompting with the foot . .. it needed to be 
... we got a problem with the angle of the foot ... it needs to be 
elevated do you think? and she indicated by her body language that 
its dorsiflexion . .. she didn't have the word dorsiflexion. 
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R She's [now] doing the final check after the split ... felt happy with 
that? 

T 2 Yes, yes ... I think her final check was good. 

R She [S 5] said- we'll try and get someone more competent [to 
reapply the plaster] or words to that effect. 

T 2 That's right, I heard that to ... I thought ... oh. 

R You felt that was an inappropriate comment? 

T 2 Yes, yes. 

R You felt you had to do that explaining there about the policy? 

T 2 Yes, because there was nothing written on his [C 5] chart ... 

R Overall, did you think that was a useful exercise in ... or could it be 
a useful exercise in leading learners through particular clinical 
situations ? 

T 2 Yes, yes. 

R Not necessarily this one all the time but others ? 

T 2 Yes, yes ... I think that learners would be able to look at this and 
you'll be able to take them through it ... and you could probably 
look at the telly and ask them what do you think the persons 
thinking ... why do you think ... yes ... I think it's a marvellous 
concept ... I think it's a great idea. 
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Appendix 3.6.1 

Transcript: Researcher [R] + Student 6 [S 6]. I Site B : Session 6. 
S =Student, C = Client, T= Teacher, R = Researcher, ---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Student 6 [S 6 ]. 
[Attending to Client 6 [C 6] with Teacher 3 [T 3] Site B: Session 6] 

R So what happens is we just leave this running and if anything 
happens during the running of it either you think is significant ... 
worth mentioning ... or I do then I'll just press the pause button or, 
we can talk over the top of it and we can ask ... or you can say I was 
feeling this or I was thinking that. .. erm ... that surprised me ... 
whatever you want to say ... 

R Any initial thoughts there when he [C 6] came back with the 
response that he did [ie. to the question- 'do you know why you are 
in traction?') 

S 6 That it hurts ? ... I did expect that actually because it hurts more at 
the beginning and gets better .... so no ... 

R You just considered that as normal ? 

S 6 Yeh. 

R His [C 6] comments didn't put you off, you were feeling alright ? 

S 6 No, they didn't put me off at all [C 6 comments on the pain] ... as I 
said, I did expect it to hurt more at first and ... we'd ordered 
medication .. so no not really. 

S 6 I should have probably got pain relief beforehand . . . before doing it 
[ie. moving C 6] 

R What was your thinking about the pan relief before you did it ? 

S 6 Well moving around might be painful, and giving pain relief 
before a procedure so that it doesn't hurt as much at the time. 

R His [C 6] position lying on his side, that's not too atypical that he's 
thinking it would be better lying on his side rather than on his back 
... Do you know why that might be? 

S 6 What. .. back into alignment ? 
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R No, ... why it might be easier lying on his side ... in the position he 
was in with his knees bent ... ? 

S 6 Just more comfortable ... 
R He was trying to increase the space between the vertebrae by curling 

up ... 

S 6 To take the pressure off ... 

R What were you doing there ? 

S 6 Checking that they [the legs and traction] were in alignment. 

R And you thought that was important ? 

S 6 Yeh ... if the ropes aren't in alignment with his limb ... its not 
how they are supposed to be . .. free rolling ... and things like that. 

R So for maximum efficiency you were thinking that they had to be in 
alignment ? 

56 Mm ... mm 

R Happy with that ... alignment ? 

S 6 It was a bit high ... Its not comfortable for him to have his legs no 
pillows ... I mean they were straight and .. . 

R Were you thinking it was a bit high? 

S 6 From his [C 6] foot ... the rope for his foot to the pulley, it wasn't 
quite along the straight line of his leg. 

R So what did you think might need to be done ? 

S 6 Take the pillow out ... but then he needed some padding under his 
heels .. . pressure areas ... and is probably more comfortable to 
have them raised up a bit than to be completely flat. 

R 'What's all this meant to do ?' he [C 6] asks ... that didn't throw 
you ? ... quite happy with that ? 

S 6 That's when I'm telling him he needs it on to relax his back and to 
keep him in bed. 

R Do you feel that your explanation was OK? You were quite happy 
with the way . . . 

192 



S 6 Not perfect! y ... 

R If you went over it again, would you do it any differently ? 

S 6 Ahm ... I'd probably tell him I'll come back and I'll sit down and 
explain it to you properly and maybe get some pictures and books 
and stuff ... teaching aids. 

R What made you think that you'll do that ? 

S 6 Ah ... doing something at the time ... I think it's a lot better if you 
can sit down and concentrate on letting him know what he wants to 
know. 

R You put a lot of effort into that ... alignment ... keeping the 
alignment there, you felt that was an important issue didn't you ? 

S 6 Oh yeh ... nothing really . .. it gave me something to do as well. 

R How did you feel when I [T 3] asked you the question about the 
nerves ? 

S 6 Well I'd just spoken to [the ward sister] about it this morning .. .I 
didn't remember the name but I knew that ... you know ... it was 
something to be wary of. 

R Did that trigger anything in your mind when he said 'Is that why 
I've been tripping '? 

S 6 Enn ... not at the time ... although maybe I thought ... just 
fleetingly he might have a problem with a foot ... floppy ... 

R These are all clues ... clinical clues ... could make you think he's 
got some weakness down that left side. 

s 6 Right. 

R Were you thinking anything there about the drugs and the pain? 

S 6 The fact that he [C 6] was written up for Panadol which is not much 
or Pethidine which is pretty big ... I would have preferred 
something in between like Panadene Forte which is ... yeh, I 
thought we needed something else ... It was all or nothing basically. 
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R So you felt that could have been reassessed ? 

56 Mm . .. mm. 

R Not thinking anything special there ? 

S 6 No ... They [the feet] were still nice and warm and pink, but as soon 
as he [C 6] moved them there was the left ... that deficit ... so I 
thought that just be related to the nerve maybe that was ... related 
to the prolapsed cord ... nothing like a CV A or anything because he 
is still orientated ... 

R So were you thinking through the fact that there could be 
peripheral nerve involvement ? 

S 6 What, when I do his capillary refill it was all fine. Peripheral nerve . 
. . I would have thought it would be a bit bigger than that if it was 
the whole leg where he can't bend his knee ... I can't test anywhere 
else except his foot. 

R You didn't feel as though you had to test for sensation anywhere 
else other than the foot ? 

S 6 Well it was mainly ... I suppose testing the neurovascular of the 
legs and so the feet being the peripheries ... if its there then its 
going down the whole way. 

R You can get a clue as to which nerves are involved by looking at the 
sensory distribution ... the sensory alteration throughout the leg. 

S 6 Oh the level of vertebrae and ... yeh ... I didn't 

R Tension ... as opposed to spasm was the point [T 3] was trying to 
make. Muscle are in tension normally ... its the spasm that causes 
the pain. 

R We [S 6] didn't get round to doing a history ... do you feel that was 
important to find out ... 

S 6 It would be to see how he [C 6] did it and if maybe its a part of his 
life normally, maybe not lifting properly, or something like that 
then you could address that and teach him otherwise . .. things like 
that. 

R Did you really feel that three pounds is alright? 
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S 6 I'd say so, yeh. 

R You didn't think it was unreasonable - three pounds ? 

S 6 No, no ... again I've never done traction ... and I just remember 
reading that up to five pounds for a back pain. 

R Were you thinking anything there where [T 3} was asking you about 
the principles of traction ... did you feel comfortable with that or 
not? 

S 6 No, I wasn't ... once [T 3] had said - keeping it prolonged and things 
- yeh, that was ... oh, you think that's obvious, but no ... and I 
knew that you had to keep it like that and when you put it up you 
say is there something wrong with that- well its not doing the job .. 
. but not really. 

R So were the questions confusing you, or ... guiding you through 
things to any logical end ? 

S 6 I wasn't really sure what [T 3] was after ... but [T 3] said what If I do 
that ... I sort of knew what [T 3] was trying to ask me ... what do we 
need ? ... but I didn't quite dick on. 

R Were you thinking that you could just put one leg on, or not ? 

S 6 No, no. 

FF 

R OK ... were [S 6 and T 3] getting on to the principles again ... did 
this cause you any problem ? 

S 6 No, no ... once [T 3] said it ... it was good. 

R Then we [S 6 and T 3] get on to the x-ray and the pathology ... when 
you initially put it [the x-ray] up ... you were happy with what you 
saw? 

S 6 I saw it as a good teaching tool, it was like having a good picture in a 
book of the vertebrae, and although you couldn't see the discs I 
thought I could explain to him [C 6] where it was ... it just showed 
his vertebrae. 

R You admitted to the lack of knowledge there about the x-rays and 
structures and stuff, but you weren't too uncomfortable at not 
knowing? 
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S 6 Well, I didn't think that I needed to be an expert on x-rays and stuff 
to be able too tell him [C 6] what's going on, because, as I said, it 
didn't really matter which vertebrae it would be the same sort of 
story ... I know anatomy, I just don't know which number 
vertebrae is which ... I know how many there are and I could count 
them eventually, but no, not really ... not for him to get the idea. 

R Do you think he [C 6] was quite knowledgeable? 

S 6 Yes, if he knew that the nerves came out from behind, definitely. 

R His [C 6] questions didn't throw you too much? 

S 6 No ... no, get used to questions like that ... no. 

R Did they make you think ? Do you feel they were probing, 
challenging type questions ? 

S 6 Challenging .. . well why, why ? ... and it was hard for me to 
explain that you can't see them on x-ray but it's a symptom of your 
[C 6] condition and so even though you can't see it that's what it is 
from those symptoms. 

R When you [S 6] were asked the question [by T 3] as to which view is 
that did you wonder -'why am I being asked that?'. 

S 6 As to the curvatures ? 

R So you initially thought 'why am I being asked that?' ... and the 
explanation ... 

· S 6 To see the curvature .... that's right, yes . .. definitely. 

R What was the confusion there ? What were you thinking there ? 

S 6 he's asking why did he [C 6] have an x-ray done if he can't see it [ie. 
the disc lesion] or why am I showing him this x-ray ... that's all. 

FF 

R Any confusion there about the questions on the x-ray [by T 3) ... 
were you thinking in your mind -'why are x-rays taken ?' 

S 6 Yeh ... yeh . .. as to why he'd need another one ... yeh well, why 
not. .. to compare the differences. 
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R No problems there with the questions ? Nothing going through you 
mind? 

S 6 Yes, no I didn't really know any other reason other than injury ... 
gone there .. . 

R Did you feel you were fumbling your way through? 

S 6 Yes ... just that bit about diseases and stuff I didn't know what sort 
of diseases or if there were any. 

R Yes, you got on to the social issues there. Were you thinking of 
anything in particular ? Were you thinking -'This is an important 
issue ?' 

S 6 For work ... or just the fact of being stuck in bed ... you can't do the 
kind of things you normally do ... everything, your networks, 
supports and work, money ... 

R So you felt this was an important issue ... with this particular 
condition. 

S 6 Definitely. 

R Did the extra questions [by T 3] on the traction confuse you, or ... do 
you [S 6] feel confused? 

S 6 I'm not confused ... as I said I haven't done traction so it's not 
something I know ... but it was hard to tell if there was anything 
else I should have done or should be done. 

R What's going through your mind there. Were you trying to think of 
ways in which this traction could actually be improved ? 

S 6 Yeh ... I was trying ... you know ... to visualise it from the top 
down and see if it was doing its job which is to keep him in bed and 
in alignment ... well I thought it is ... so does it really need 
anything else ? 

R When you say to visualise it from the top down, what do you mean 
there ? 

S 6 From where the traction starts ... going from his thighs down to 
make sure it's all properly done. 

R There's a series of things that can be done- that seems to be the 
direction [ofT 3's questions] there ... was that a guess or ... if you 
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haven't had much to do with traction ... The question was - 'How 
long would that be on ?' 

S 6 No ... well I knew it would get worse at first then it gets better but 
. . . I just didn't think that something like that would need weeks 
on end ... and there wouldn't be any point to do it for a day or so. 

R What made you think it would get better? 

S 6 Well just resting his spine ... not standing up ... not putting 
weight on it and keeping his legs still. 

R Unbalanced, that was ... what was going through your mind there 
on that question ? 

S 6 I don't know traction so ... sounds like the opposite of that one. 

R It was just a reflex answer. 

S 6 Yeh ... that's the one ... absolutely. 

R Nothing special there on that last question to [ C 6] ? 

S 6 No, he seemed to be quite happy then . .. so no. 

R Alright, the exercise overall .. . I just wondered if you have any 
thoughts or feelings about the exercise overall within what we [the 
study] are trying to do with it . . . as an exercise in trying to help 
people to think through clinical situations. 

S 6 I think it's a great idea . .. makes you think as to why you're doing it 
. . . and if someone can come around while your working and not 
say 'what are you doing' or 'why are you doing that' and give you a 
bit of a prod then you would understand so much more. 

R So as an exercise in clinical thinking and getting through clinical 
problems ... you found it useful for yourself? 

S 6 Yes, definitely. 

R You got some benefit from it? 

S 6 Mm, mm ... its like writing something down, and find you 
remember it a lot more than if you just try to remember it, so yeh, a 
bit of an extra push, a bit of extra help for you to remember it, ... 
definitely. 

R Thank you. 
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Appendix 3.6.2 

Transcript: Researcher [R] +Client 6 [C 5]. I Site B :Session 6. 
S =Student, C =Client, T= Teacher, R = Researcher,,...,...,...,... = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Client 6 [C 6]. 
[Attended by Student 6 [S 6] with Teacher 3 [T 3] Site B : Session 6] 

R If there's anything you want to mention about what you were 
thinking or feeling in response to what she [S 6] was doing or saying 
then we can just either talk over it or press the pause button. 

C 6 I felt at that stage that her explanation was unconvincing. 

R You didn't feel too reassured by that? 

C 6 Well no, . .. no I didn't feel reassured, I didn't feel that she 
understood the pathology ... erm ... and of course she had a 
difficult patient [C 6] and [S 6] didn't realise where I was coming 
from ... er .. . 

R Would you think that a nurse of her level would have known? 

C 6 I expected her to but I have to concede I don't know what nurses 
know. 

R Some patients would expect nurses to know everything. 

C 6 And they might have been satisfied with the explanation . .. but I 
didn't feel that she had any grasp of the pathology ... erm ... she 
never once spoke about my spasm being the cause of the pain ... 
erm ... and ... well I thought the answer to that [reference to pain 
now but will get better] should have been yes and I'm sorry . .. I 
accept she's a student ... 

R What was the question ? 

C 6 She was talking about it getting better, and I said it starts off by 
getting worse does it ? 

R Right. 

C 6 I d on't know if I got the symptoms right there ... my recollections 
of putting people up in traction was that they used to be pretty stiff 
and sore. 
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R Are you still feeling that the answers to the questions are ... 

C 6 ... Well I knew the spine . .. the anterior posterior curvature of the 
spine wasn't straight the way I was, so the concept of being straight 
wasn't what it was about ... if we [S 6] was trying to get rid of lateral 
curvature ... OK, but ... she didn't check out who I was and ,.vhere 
I was at in terms of understanding and insight. 

R Did you feel she was missing clues? 

C 6 I thought her reaction to my weakness which was pretty profound 
was very unconvincing . . . if I'd had someone with that kind of 
weakness ... I 'd have been worried. 

C 6 At this stage I wasn't sure whether I was role acting with [T 3] as 
well or not. 

C 6 When I watch this was ... this was the impression I had in the bed 
... she's dithering ... she didn't worry about parasthesia ... and the 
other thing she didn't pick up was my reaction to pethidine ... If 
someone had said to me 'Is that the one that makes you vomit ?' ... 
that was really their level of understanding of the drug ... but their 
memory of it was that, then, if they'd [patients] had an experience of 
it in the past ... I think that was worth picking up on. 

R Yes. This was my point about whether or not you felt that she [S 6] 
was missing clues. 

C 6 I was trying to give ... she struck me as inexperienced. 

R Did you think she was making some attempt to think things 
through, or ... just ... 

C 6 Ah, yes ... I thought she was out of her depth ... she was not 
comfortable in the situation ... I thought she was out of her depth 
and I didn't think she had a sufficient pathophysiological base to be 
answering the questions I was putting to her. 

R So what were you thinking about her level of questioning - they 
weren't appropriate ... ? 

C 6 Well they were appropriate but insufficiently insightful ... erm ... I 
was taking this as my first encounter with the ward staff and the 
level of diagnostic skill being demonstrated was insufficient to the 
task ... [T 3] actual I y got her to go back to it. 

C 6 She had [T 3] as the primary focus she was very much taking this as 
an exam and periodically I tried to make life difficult for her. 
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C 6 At that stage it was an issue that [T 3] tried to pick up on - is it really 
just there to keep him in bed ? if not why not shackle him ? ... and 
that's what I was getting at there ... as a patient it didn't make sense 
to me ... I had not had explained to me at a level I understood why 
I had to lie in a painful position. Yeh. 

R Did you feel she [S 6] had difficulty working things out? 

C 6 I didn't think she had any understanding of what the traction was 
really doing ... [T 3] really had to drag it out of her. 

C 6 I was a bit lost here as to whether [T 3] was in fact teaching or 
whether [T 3 was] simulating teaching. 

R Are you feeling reassured there ? 

C 6 No, I .. . she never checked out what had you [C 6] been told and 
w ho told you what ... she did no checking and . . . she shouldn't 
have embarked on explaining the x-rays. 

C 6 Would [T 3] expect an orthopaedic nurse to find LS [fifth lumbar 
vertebra] ? 

R Yes. 

C 6 I would have thought that LS was something you should be able to 
get pretty early on in the course. 

C 6 And she was demonstrating an anterior prolapse ... 

R Just confirming your feelings of her [S 6] inadequate knowledge? 

C6 Mm. 

C 6 And she didn't offer ... you had back pain ... significant back pain, 
the x-ray is to make sure there aren't any other problems, [T 3] 
actually dragged that out of her later. 

R There I suppose [T 3] was trying to get out her that you never look at 
anything without two views ... you don't take one view . . . you 
can't work with just one view. 

R What were you [C 6] getting from her [S 6] there ? 
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C 6 I was prepared to accept that the first one was taken to exclude other 
pathology but if the pathology I had was not visible on x-ray, why 
repeat it? ... and as my advocate she should be saying [and 
thinking] no, you don't need it. 

C 6 She was pretty good in watching ... you could say that [reference to 
C 6 moving his leg]. 

C 6 She missed discogram ... if your actually going to go aggressively 
searching for it ... 

C 6 She's handed the problem back to the doctor ... she didn't take on 
board that issue ... I would have thought that was a nursing issue. 

R Which one was that ? 

C 6 Where I was concerned about loss of income ... my understanding 
is that it's a relevant nursing diagnosis and therefore should be part 
of their [nursing] care plan. 

C 6 At this point I was trying to make the peace with her unless I'd 
upset her. 

C 6 That was very much a junior student kind of response ... [reference 
to skeletal traction] the absolute overkill ... we'll go to skeletal 
traction. 

C 6 She appeared very uncertain ... struggling at this stage I felt. 

C 6 I wasn't thinking anything particular at this stage other than [T 3] 
was having a lot of trouble extracting the information from her 
[S 6]. I [C 6] had sort of withdrawn. 

R Where are we up to here ? 

C 6 Well she's checking out whether I understand ... and my view was 
that at this stage there would be little point in saying no. 

R Simulations as an exercise ... don't mind them ... ? 

C 6 I don't mind them I think they've got a lot going for them 
particularly if the [simulated] patient is sufficiently well informed 

202 



and able to behave in sort of a stylised way rather than a specific 
way. 
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Appendix 3.6.3 

Transcript : Researcher [R] + Teacher 3 [T 3]. I Site B :Session 6. 
S =Student, C =Client, T= Teacher, R = Researcher, ---- = Bracket of 
dialogue, VT = videotape. 

Stimulated Recall Interview between Researcher [R] + Teacher 3 [T 3]. 
[With Client 6 [C 6] attended by Student 6 [S 6] Site B :Session 6] 

R I suppose the question is, 'where were you [T 3] at that stage ?' 

T 3 In the introduction I explained to her that you 'd just been admitted 
and she had been assigned to you, so I expected her to come in and 
greet you as she would a new patient . . . 

R Ah ... 

T 3 ... and what would one of the first things you would do is to find 
out about your patient . .. and in the little blurb [ie. written 
instructions for S 6] it said 'generally' find out about your patient 
and 'specifically' find out about your patient ... so that's where I 
expected her to come in . .. because the principle is - how can you 
look after someone unless you've got the information. 

R Yes . .. And did you feel she found out about [C 6] in any 'general' 
way? 

T 3 No ... no. 
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R What was your feeling about her 'specific' discovery ... she didn't 
find out about the general issues, what about the specific issues ... ? 

T 3 Not withstanding the time frame ... the constraints about the 
situation .. . I would have expected her to take a far more . . . well 
she was informal but to build up a rapport with [C 6} as well because 
if you're going to be asked to do these things [ie maintain position] 
that there should be a good rapport ... 

R Yep . .. and were you trying to help her [S 6] to do that, do you 
think ? 

T 3 I don't think I was . .. I think at this point I was taken-a-back a bit 
because I expected her . . . I was expecting her to think that way and 
she wasn't .. . again I thought she was non-specific in her approach 
... and I didn't want to interfere while she [S 6] was trying to 
persuade [C 6] to get on [his] back. 

R She got [C 6] onto [his] back fairly quickly. 



T 3 [S 61 is doing a lot of inspecting ... 

R Is that what you [T 31 expected ? 

T 3 No, I think I expected her to ... to get the interpersonal 
relationships more fixed . .. as I said not withstanding that time 
constraints it wouldn't have mattered if ... for a little while she'd 
have taken the chair round the side there facing [ C 61 and had a chat 

R Yep ... 

T 3 ... and then got round to the fact that [C 61 [was] on [his] side and so 
on .. . 

R Yes. 

T 3 So I was feeling she was rather ... erm ... not confused . . . vague is 
the tight word ... 

R . . . and ineffectual ? 

T 3 Yes. 

T 3 I felt that she [S 6) ... erm .. . lacked insight, foresight ... erm . .. ' 
there is no sequence, or no apparent sequence to the way she's 
thinking and doing things ... yes. 

R And you expected that at this level? 

T 3 Yes . .. yes I did 

R What level is she [S 6] functioning at? 

T 3 This is first year stuff ... I feel that this is first year s tuff. 

R Yes. 

T 3 I think she .. . erm ... she had a lot of catching up to do in her 
knowledge base and her application of that knowledge. 

R Mm ... mm 

R What are you doing at this stage ? 
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T 3 Well ... I was trying to get some ... for her to give me some 
background to the fact that [C 6] did have or could have problems 
with that left leg- why was she asking [C 6] to lift it up ? Why was 
she asking [C 6] to dorsiflex and move [the] toes, there must have 
been a reason for that ... and then she [S 6] went on about the 
bandages being tight ... I wanted her to give me specifics as to what 
she was looking for ... To be more specific ... it's not just 
something in the leg but something specific in the leg .. . 

R Right ... right ... what reaction would you have thought 
appropriate at that stage when she's doing the strength tests ? 

T 3 Her response to [C 6]? 

R As a nurse eliciting a clinical sign ... given the sign she elicited ... 

T 3 Well, I would have expected her to take it further ... if that's a sign, 
its just one indicator - so I would have expected her to explore that a 
little bit further and document that. 

R Right. 
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T 3 Get more information ... get some information ... either from a 
physical examination ... from [C 6]'s questions and then eventually 
make that part of the care plan. 

R [C 6] even tried to hint at foot drop at one stage. 

T 3 That's right. 

T 3 So I think that most of my questions were ... were rationale type 
questions- tell me why, do you understand this?, why do this?, 
that kind of ... I mean- why are you [S 6] stroking his [C 6] foot ? or 
[C 6] feet? why shouldn't we lift the weights?, ... 

R And at this stage are you acting out the role of examiner or 
facilitator. What role are you acting out when you are asking those 
questions ? 

T 3 Ah ... I'm informal assessor ... but not to the fact that she's either 
passing or failing but just that these would be issues that would 
need to be dealt with later on ... we've [S 6] established that there's 
a deficit ... 

R You'd established there's a deficit, have we [S 6] established there's a 
deficit ? 

T 3 No ... no she hasn't. 



R What kind of word would use to describe to describe yourself now 
frustrated, amazed, perplexed, surprised ? 

T 3 Disappointed to some extent .. . d isappointed I think that's the 
feeling ... I expected more ... but was that unrealistic ... I don't 
think it was unrealistic. 

R Of the other players [S 6 and C 6] were you aware of either of them 
picking that up ? 

T 3 Sorry ? 

R Of the nurse and the patient . . . this feeling you of your 's of 
disappoinbnent - do you think either of them was picking that up? 

T 3 I don't think so. 

T 3 I think I was expecting her to know more than she did ... or to give 
me better explan ations than she did ... or to give [C 6] better 
explanations than she did ... I thought the words ... she didn't 
know whether or not the words she was using were appropriate or 
not because she didn't find out where [C 6] was coming from ... I 
found that the words ... the vocabulary she was u sing quite basic ... 

R Yes. 

R So where are you now? 

T 3 Where are we now . .. not quite certain where we are now. 

R Why are you persisting? 

T 3 I felt it was important that she ... at least I get some insights or she 
get some insight in to the principles of this traction ... it seems 
logical to me that you can't look after the traction and the patient 
that's in it unless you've got some idea of what's working it. 

R So are you at this stage taking on the role of informal assessor or 
informal teacher ? 

T 3 At this stage I think I'm informal teacher ... but I'm still persisting 
in trying to drag out the answers ... am I being unrealistic? ... no, I 
don't think I am. 

T 3 I expected her [S 6] to be able to think her way through that 
[exercise]. 
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T 3 I don't know what I expected from these x-rays ... this was an 
experiment . .. she admit she doesn't know the reading of the x-rays 
very well ... but again I felt that she should have had more of a 
clue about the anatomy at least. 

R So you were back in the role of assessor ? 

T 3 Yes .. . yes. What does the x-ray show. Yes. 

T 3 It shows nothing ... OK ... go on ... go further ... 

R Right. 

R Do you normally pace up and down [near] the bed ? 

T 3 I think I'm frustrated there ... I think to some extent I was 
frustrated. 

R You look like you're withdrawing. 

T 3 Yeh .. . I was in this 'gimme', 'gimme', 'gimme' mood ... you 
know . .. but I wasn't getting it ... and felt quite frustrated. 

R It seems to me you've come forward and are teaching again. 

T 3 Mm . . . yes you're right .. . I'm swinging aren't I ... I'm swinging 
.. . I appear to be swinging between teaching once, assessing once ... 

R You kept looking at the clock. 

T 3 I didn't want it to go for hours and ... yet I wanted to give her a fair 
go. 

R What's happening with you now? You stepped forward ... there 
was a very clear step forward ? 

T 3 I was probably just looking closely at the x-ray ... because she was 
pointing about changes .. . Ah, right ... trying to get her think about 
the use of the x-ray. 

T 3 Now I'm assessing . .. 

R You look like your'e assessing. 

R Backing off again. 



T 3 When she said osteomyelitis. 

T 3 This is the lifestyle issue isn't it ? Which is trying to get her to think 
about possible consequences ... which is just as much an issue as 
the pathology . .. you [T 3] would have expected her to follow that 
up. 

R She keeps losing you [reference toT 3 backing away]. 

T 3 I'm still feeling that there's something missing ... I would have 
expected her thought processes to be working a little more quickly 
and logically and reasoned. 

R Where are you now ? 

T 3 My comment [to 'skeletal traction'] was 'overkill ' ... if you were 
talking with a patient you probably wouldn 't say that's overkill but. 
.. it didn't show that she was thinking along the . .. well she 
certainly wasn't tuned into to how it works ... I wouldn't have 
expected the first thing to come out her mouth was 'skeletal 
traction'. 

R Are you teaching or assessing ? 

T 3 I'm teaching .. . like ... isn't this a good idea? To get her to think 
that it's a good idea rather than the skeletal traction . .. or a better 
idea than the skeletal traction. 

T3 She acknowledges that her knowledge about traction is pretty 
limited ... but I'm thinking that it shouldn't be that limited. 

R And is her general nursing knowledge sufficient in your view ? 

T 3 Anything in particular ? 

R Well .. . things like approach to the patient, general issues you 
thought a graduate would know. 

T 3 No ... as I said at the beginning ... 

T 3 She is a volunteer and were grateful for that. If we don't explore 
these things in simulation then they're not explored in the clinical 
area maybe ... unless someone goes through them on the ward ... 

R Do you think she will get the opportunity for a teaching session like 
that ever again ... one on one ? 

T 3 Probably not. 

209 



R Is that why you were trying to teach her ? 

T 3 Well, I don't think that was conscious ... that ... it probably just 
automatically came out that I think it's useful for her to know these 
things. 

R Does it perhaps bother you that an orthopaedic specialist nurse is 
functioning at this level, being an orthopaedic specialist nurse 
yourself? 

T 3 Yes ... she's obviously junior on the orthopaedic ward ... Traction 
is basic on the orthopaedic ward and anybody that works on the 
orthopaedic ward should know about traction from day one .. . and 
I would have expected her to know about that. 

R So you were disappointed ? 

T 3 Yes. 
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Appendix 4.1 

SITE 'A' SESSIONS. AFFECTIVE STATES 
Session 1. Student S 1. 
I am feeling ... 
Positive affective state (enhancer) 

Relaxed 

I perceive the client to be feeling . . . 
Positive affective state (enhancer) 

N il 

Session 1. Client C 1. 
I am feeling . . . 
Positive affective state (enhancer) 

N il 

I perceive the student to be feeling . . . 
Positive affective state (enhancer) 

Negative affective state (inhibi tor) 
Confused 
Fearful 
Pressurised 
N ervous 
Cloudy minded 

Negative affective state (inhibitor) 
Nil 

Negative affective state (inhibitor) 
N il 

Negative affective state (inhibitor) 
Floundering 
Diffident 

-------------------------------------------------------------------------------------------------------
Session 2. Student S 2. 
I am feeling ... 
Positive affective state (enhancer) 

Nil 

I perceive the client to be feeling ... 
Positive affective state (enhancer) 

Nil 

Session 2. Client C 2. 
I am feeling ... 
Positive affective state (enhancer) 

Nil 

I perceive the student to be feeling ... 
Positive affective state (enhancer) 

Nil 

Negative affective state (inhibitor) 
Confused 
Nervous 

Negative affective state (inhibitor) 
Nil 

Negative affective state (inhibitor) 
Nil 

Negative affective state (inhibitor) 
N il 

2 1 1 



Session 3. Student 3. 
I am feeling ... 
Positive affective state (enhancer) 

Happy 
Comfortable 

I perceive the client to be feeling ... 
Positive affective state (enhancer) 

Nil 

Session 3. Client 3. 
I am feeling .. . 
Positive affective state (enhancer) 

Nil 

I perceive the student to be feeling ... 
Positive affective state (enhancer) 

Competent 

Negative affective state (inhibitor) 
Nervous 

Negative affective state (inhibitor) 
Ni l 

Negative affective state (inhibitor) 
Nil 

Negative affective state (inhibitor) 
N il 
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Appendix 4.2 

SITE 'B' SESSIONS - AFFECTIVE STATES 
Session 4. Student S 4. 
I am feeling ... 
Positive affective states (enhancers) Negative affective states (detractors) 

I perceive the client to be feeling ... 
Positive affective states (enhancers) 

Relaxed 

I perceive the teacher to be feeling ... 
Positive affective states (enhancers) 

Nil 

Session 4. Client C 4. 
I am feeling ... 
Positive affective states (enhancers) 

I perceive the student to be feeling . .. 
Positive affective states (enhancers) 

I perceive the teacher to be feeling ... 
Positive affective states (enhancers) 

Ni l 

Session 4. Teacher T 1. 
I am feeling ... 
Positive affective states (enhancers) 

Nil 

I perceive the student to be feeling ... 

Insecure 
Worried 
Nervous 
Com promised 
'thrown' 
' worse' 

Negative affective states (detractors) 
Insecure 
Unhappy 
Anxious 

Negative affective states (detractors) 
Nil 

Negative affective states (detractors) 
Worried 
Nervous 
Scared 
confused 

Negative affective states (detractors) 
Nervous 
Confused 

Negative affective states (detractors) 
Nil 

Negative affective states (detractors) 
Nil 

Positive affective states (enhancers) Negative affective states (detractors) 
Nil Nervous 

I perceive the client to be feeling ... 
Positive affective states (enhancers) 

Nil 

Unsure 

Negative affective states (detractors) 
Nil 
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Session 5. Student 5. 
I am feeling ... 
Positive affective states (enhancers) 

Confident 
Aware 
Comfortable 
Unintimidated 

I perceive the client to be feeling ... 
Positive affective states (enhancers) 

I perceive the teacher to be feeling ... 
Positive affective states (enhancers) 

N il 

Session 5. Client 5. 
I am feeling ... 
Positive affective states (enhancers) 

Pleasantly surprised 
I perceive the student to be feeling ... 
Positive affective states (enhancers) 

I perceive the teacher to be feeling ... 
Positive affective states (enhancers) 

Nil 

Session 5. Teacher T 2. 
I am feeling ... 
Positive affective states (enhancers) 

Un-anxious 
Surprised 
Relieved 
Happy 

I perceive the student to be feeling ... 
Positive affective states (enhancers) 

Competent 
Comfortable 
Confident 

I perceive the client to be feeling . . . 
Positive affective states (enhancers) 

Nil 

Negative affective states (detractors) 
Apprehensive 
Unconfident 
Unhappy 
A Failure 
Uncomfortable 

Negative affective states (detractors) 
Apprehensive 

Negative affective states (detractors) 
Nil 

214 

Negative affective states (detractors) 
Not in control 

Negative affective states (detractors) 
Nervous 
Confused 

Negative affective states (detractors) 
Nil 

Negative affective states (detractors) 
Concerned 

Negative affective states (detractors) 
Cautions 

Negative affective states (detractors) 
Anxious 

----------·--------------·-------·--·----------------·------------------·------------------·-----·----·------



Session 6. Student 6. 
I am feeling ... 
Positive affective states (enhancers) 

Not confused 

I perceive the client to be feeling ... 
Positive affective states (enhancers) 

Ni l 

I perceive the teacher to be feeling ... 
Positive affective states (enhancers) 

Nil 

Session 6. Client 6. 
I am feeling ... 
Positive affective states (enhancers) 

Nil 

I perceive the student to be . .. 
Positive affective states (enhancers) 

N il 

I perceive the teacher to be feeling ... 
Positive affective states (enhancers) 

Nil 

Session 6. Teacher T 3. 
I am feeling ... 
Positive affective states (enhancers) 

Nil 

I perceive the student to be feeling ... 

Negative affective states (detractors) 
Unhappy 
Uncomfortable 
Confused 
'fumbling' 

Negative affective states (detractors) 
Nil 

Negative affective states (detractors) 
Nil 

Negative affective states (detractors) 
Worried 
Un-reassured 

Negative affective states (detractors) 
Unconvincing 
Inexperience 
Uncomfortable 
Uncertain 

Negative affective states (detractors) 
Nil 

Negative affective states (detractors) 
Disappointed 
Frustrated 

Positive affective states (enhancers) Negative affective states (detractors) 
Nil Vague 

I perceive the client to be feeling ... 
Positive affective states (enhancers) 

Nil 

Ineffectual 

Negative affective states (detractors) 
Nil 
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Appendix 5.1 

PLAIN LANGUAGE STATEMENT 

RESEARCH PROJECT: 'CLINICAL SIMULATION' AS A TEACHING-LEARNING-ASSESSMENT 
STRATEGY : A SEARCH FOR UNO ERST ANDING VIA A 'STIMULATED RECALL' 
METHODOLOGY. 

CHIEF RESEARCHER: Lawrence Gormley 

PURPOSE Of STUDY: You are invited to assist me by aJlowing me to videotape you during 
the clinical simulation sessions in the nursing laboratory. During the clinical simulations 
the learner, teacher, and simulated client will in teract in pursuance of their various roles. 
It is through videotaped interviews subsequent to the clinical simulation session that the 
essence of that interaction will be explored using episodes from the videoed clinical 
simulation as cues to memory 

BENEFITS OF THE STUDY: This stud y will help in structuring of clinical simulations so 
that they meet both the needs of the learners as a knowledge and / or skill acquisition 
strategy, and meeting the actual clinical needs by supplying competent graduates who can 
offer quality care. 

WHAT WOULD BE EXPECTED OF YOU? If you decide to take part in this study you would 
participate in the normal clinical nursing education program using simulated clients as an 
aid to teaching, learning, or assessment. You will be encouraged to dis regard the fixed 
camera and the operator (researcher).and progress through the session in a manner that 
meets your ind ividual role characteristics (ie. learner, teacher, or simulated client). 

Simulated clients would be asked to comply with the teacher's need to have a period of 
preparation and induction into role prior to the clinical simulation session. 

DISCOMFORTS: There are no specific risks associated with this study. The only minor 
discomfort could come from being videotaped during the simulation and subsequent 
interview sessions. 

CONFIDENTIALITY: The videotaping will be done by the researcher only, and subsequent 
analysis will also be done personally by the researcher. The videotapes will be kept 
confidential during the analysis phase and will only be made public in an edited form 
which is acceptable to the participants. Your names w ill not be mentioned on the 
videotaped sessions or in any transcript. 

YOUR PARTICIPATION: I would be grateful if you would participate in this study but you 
are free to refuse to participate. Even if you agree to participate you are free to withdraw 
from the study at any time. You will not be disadvantaged in your nursing education 
program w hether you refuse to participate or withdraw from the study. 

RESULTS OF THE STUDY: You will have access to the videotapes/ transcripts at all phases 
of the study. Interviews with all participants will ensure that you have maximum input 
into the final submission. 

PERSONS TO CONTACT: If there is an emergency or if you have concerns before 
commencing, during, or after the completion of the study, contact: 
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... -..... -.................................................................................................................. Tel. ..................................................................... . 

.............................................................................................................................. Tel ...................................................................... . 

.............................................................................................................................. Tel. ..................................................................... . 



Appendix 5.2 

HUMAN ETHICS COMMITTEE 

CONSENT FORM 

L ..................................................................................... of ........................................................................................................ . 

Hereby consent to be participant in a human research s tudy to be undertaken by Lawrence 

Gormley and I understand that the purpose of the study is explore the way learners, 

teachers, and simulated clients 'think their way' through the clinical simulation sessions 

in the nursing laboratory. Permission is given for videotaping selected clinical simulation 

sessions. I understand that during the clinical simulations my role interaction as either 

learner, teacher, or simulated client will be the focus, and that through videotaped 

interviews subsequent to the clinical simulation session the essence of that interaction will 

be explored using episodes from the videoed clinical simulation as cues to memory 

I acknowledge 

1. That the aims, methods, and anticipated benefit, and possible hazards of the 

study, have been explained to me. 

2. That I voluntarily and freely give my consent to my participation in such a study. 

3. That the aggregated results will be used for research purposes and may be reported 

in academic and professional journals. 

4. hat individual results will not be released to any person except at my request and 

on my authorisation. 

5. That I am free to withdraw my consent at any time during the study, in which case 

my participation in the study will cease immediately and any information 

obtained will not be used. 

Signature: .. .................... ...................... .. .... ....... .. ..... ....... . Date: ............ ........... .. 

2 1 7 



Introduction to the simulated clinical sessions. 
Appendjx 6 

Site B - Session 1. Student 4 fS 41 :Client 4 fC4) :Teacher 1 [Tll 

The idea of recivrocal effects of interaction : 
Trus relates to the notion that the learner will have an impact on the 
response opportunities they receive, the role(s) they will assume in the 
simulation, and the way the facilitators behave also.That is; reciprocity 
will moderate the interaction witrun the simulation encounter. 

So, the learner will interact with the client and the teacher; the client will 
interact w ith the learner and the teacher; and the teacher will interact with 
the client and the learner. A three way interaction influenced by 'clinical 
event'. 

learner 

(Reflecting -in - action) 

I ' sensory-motor inpu2->thinking structure --------srmance 

simulated client teacher I assessor 

Reciprocal effect of interaction.structures 

Re: The clinical event. 

Each participant can ask anytrung reasonable of other participants. 

Each participant may be as 'clinically realistically inventive' as they like in 
their response. 

Remember that trus is not a competency (skill) 'test' - It is not a pass I fail 
exercise. 

Remember that it is an exercise in 'trunking' - ie. putting some challenge 
the way we trunk clinically. That goes for all the participants. 
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Site B -Session 1. Student 4 [S 4] : Client 4 [ C4] : Teacher 1 [Tl] 

Client guidelines : The client is suffering from an undisplaced stable 
fracture of the lower right tibia with soft tissue damage, which has been 
placed in a short leg (below knee) plaster of paris cast. The client is to 
simulate the symptoms of localised pain from fracture and increasing 
intrapop. pressure from swelling. The signs of wound bleeding will be 
simulated also. The client will also exhibit signs of anxiety and agitation 
from these features and request an explantion from the learner as to the 
cause of the pain. The client will attempt to persuade the learner to relieve 
the symptoms by 'splitting the plaster of paris cast'. 
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Leamer [Student] guidelines : The learner will be introduced to the client 
and the pathology and recent intervention. The learner will be requested 
to undertake a nursing assessment as to the status of the client (locally -
neurovascular observations, and generally), and also the efficacy of the 
plaster of paris cast. 

Facilitator [Teacher] guidelines: The facilitator will introduce the Ieamer to 
the client and invite her I him to carryout the instructions, ie. to 
undertake a nursing assessment as to the status of the client (locally -
neurovascular observations, and generally), and also the efficacy of the 
pop. 

Site B- Session 3. Student 6 [S 6] :Client 6 [C6] :Teacher 3 [T3] 

Client guidelines : The client is suffering from a prolapsed intervertebral 
disc (L31 4). Skin I balanced traction (Buck's I Pugh's) has been applied. 
The client is to simulate the symptoms of localised lumbar pain from the 
prolapsed intervertebral disc and reffered pain and sensori-motor 
disturbance d own left leg. The client will also exhibit signs of anxiety and 
agitation from the traction and these features . The 'client' will request an 
explantion from the learner as to the cause of the pain. The client will 
attempt to persuade the learner to relieve the symptoms by removing the 
traction. 
································· ···················· ···················································································· 
Leamer [Student] guidelines : The learner will be introduced to the client 
and the pathology and recent intervention. The learner will be requested 
to undertake a nursing assessment as to the status of the client (locally and 
generally), and also the efficacy of the traction. 

································································································································ ········· 
Facilitator [Teacher] guidelines : The facilitator will introduce the learner 
to the client and invite her I him to carryout the instructions, ie. to 
undertake a nursing assessment as to the status of the client (locally and 
general! y ), and also the efficacy of the traction. 
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