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The purpose of this interpretive phenomenological study was to develop a deeper understanding 

of the strategies and barriers to weaving empathy into simulation pedagogy so stakeholders and 

educators may be able to develop a blueprint for improving simulation pedagogy and improving 

empathy levels of nursing students.  The conceptual framework that guided this research was the 

National League of Nursing Jeffries simulation theory (Jeffries, 2016).  This investigation used 

an interpretive phenomenological design consistent with principles originally identified by 

Heidegger (1927/1962) and a modified hermeneutic analysis further developed by Diekelmann, 

Allen, and Tanner (1989).  Findings from this study indicated that all 14 research participants 

believed it was important to weave empathy into nursing simulation pedagogy.  Strategies 

identified by the participants to support empathy in simulation pedagogy included cultivating 

buy-in at many multiple levels, improving the authenticity of the simulation (e.g., using 

standardized patients or confederates), creating a positive learner-centered environment that is 

grounded in empathy, utilizing educational and design strategies (e.g., role modeling, reflection, 

storytelling, and taking the patient’s perspective), training facilitators, scaffolding empathy into 

the curriculum, and clarifying the concept of empathy.  Participants identified several barriers to 



  

weaving empathy into simulation pedagogy.  These barriers included stakeholders not buying 

into or valuing empathy, too much content diluting the concept of empathy, resources needed to 

support weaving empathy being unavailable, facilitators not having proper training, competitive 

environment clashing with empathy development, participant characteristics limiting empathy 

development, and the concept of empathy creating confusion.  This research also illuminated the 

need to improve simulation pedagogy and foster empathy in nursing students.  Further research 

opportunities include using different methodologies and exploring different perspectives.  In 

addition, the strategies identified in the present study to cultivate empathy in nursing students 

could be evaluated to determine their effectiveness. 
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CHAPTER 1: INTRODUCTION TO THE STUDY 

 

This research study has examined nursing simulation faculty strategies and the barriers 

that they have identified towards weaving empathy into simulation pedagogy.  Empathy is an 

essential component of the nurse-patient relationship and plays a major role in providing quality 

care.  Empathy is a complex process that has affective, behavioral, cognitive, and moral 

components (Morse et al., 1992).  Mercer and Reynolds (2002) describe these dimensions as an 

“entering into of the patient’s perspective, beliefs, and experiences” (p. s10).  Currently, 

simulation is being leveraged as a key teaching methodology in nursing education, allowing 

students to learn and make mistakes in a safe, nonthreatening environment (National League of 

Nursing [NLN], 2015).  As the use of simulation increases, a concern is whether it can hinder the 

development of empathy in participants (Dean, Williams, & Balnaves, 2016).  Simulations may 

not connect nurses with the thoughts and feelings of their patients.  It is important that nurse 

educators develop evidence-based best practices to improve empathy levels of nursing students 

and improve simulation pedagogy.  Central to this understanding are nursing simulation faculty, 

who are experts in simulation pedagogy.  They are educators whose primary role is the 

coordination with key stakeholders to plan, design, implement, and evaluate simulation 

pedagogy.  These stakeholders can include students, graduates, academic staff and 

administration, professional organizations, community members, donors, medical staff, and 

members of a technology department (Laerdal, n.d.).  By identifying strategies and barriers to 

weaving empathy into simulation pedagogy, this study can contribute to the pedagogy of 

simulation and the development of empathy in nursing education.   
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This chapter begins with an examination of the problem and a brief discussion of the 

literature that have guided this investigation.  Further, a list of operational definitions that were 

utilized in this research study will be provided.  The NLN Jeffries simulation theory served as 

the conceptual framework for this study and a brief overview of this framework is provided 

(Jeffries, 2016).  The chapter continues with a description of the methodology of the study and 

research questions.  Finally, there is a discussion of the significance of the study to nursing 

education, practice, and research.                    

Problem Statement 

Recently, there has been a shift from traditional didactic methods of teaching to 

simulation pedagogy in order to better prepare nursing students with the knowledge and skills 

needed for competent practice in a complex healthcare environment (Gore, Van Gele, Ravert, & 

Mabire, 2010).  The proliferation of simulation was demonstrated in a National Council of State 

Boards of Nursing (NCSBN) survey which found that 917 nursing programs were utilizing 

medium- or high-fidelity simulations in their curricula (Hayden, 2010).  This is compared to a 

survey in 2002 that found that only 66 nursing programs utilized simulations (Nehring & 

Lashley, 2004).  Simulations, however, have limitations in that they may not connect nurses with 

the thoughts and feelings of their patients.  Technical competency is often valued over human 

connectedness (Ward et al., 2012).  Dean et al. (2016) suggested that students immersed in 

simulation training utilizing mannequins might lose perspective on the patient’s lived experience 

and not develop quality interpersonal communication skills, including empathy, which are at the 

core of the nurse-patient relationship.  This lack of connection with real patients may lead to 

nursing students becoming more distant and less empathetic.  
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Empathy is a critical attribute of effective communication in the nursing profession and is 

the foundation for both positive nurse-patient relationships and quality patient-centered care 

(Bauchat, Seropian, & Jeffries, 2016).  The American Association of Colleges of Nursing 

(AACN, 2008) published the Essentials of Baccalaureate Education for Professional Nursing 

Practice, which established empathy as one of the core professional values of nursing.  Empathy 

is the “foundation of understanding patient’s needs, concerns and emotions, and is fundamental 

to nursing practice” (McMillan, 2011, p. 1).  It has been defined as a complex, multi-dimensional 

concept that has affective, behavioral, cognitive, and moral components (Morse et al., 1992).  

Research illustrates that empathic care has a profound effect on patient satisfaction (Beckman & 

Frankel, 1984; Bertakis, Roter, & Putnam, 1991; Fields, Hojat, Gonnella, Mangione, Kane, & 

Magee, 2004; Kim, Kaplowitz, & Johnston, 2004; Pollak et al., 2011; Thorne, Bultz, & Baile, 

2004), patient compliance (Kim et al., 2004; Winefield, Murrell, & Clifford, 1995), and health 

outcomes (Benner & Wrubel, 1989; Derksen, Bensing, & Lagro-Janssen, 2013; Hojat, Louis, 

Markham, Wender, Rabinowitz, & Gonnella, 2011; Kelley, Kraft-Todd, Schapira, Kossowsky, & 

Riess, 2014; LaMonica, Wolf, Madea, & Oberst, 1987).  Empathic care has a positive impact on 

a nurse’s professional satisfaction (McGilton, Robinson, & Boscart, 2006).   

Empathy is the foundation for good communication and is a major driver of patient 

satisfaction (Carrus, Cordina, Gretz, & Neher, 2015).  Empathic communication is an important 

measure of healthcare quality and has been tied to reimbursement (Berkowitz, 2016).  The 

Centers for Medicare & Medicaid Services tie hospitals’ reimbursement to how highly patients 

score them on the Hospital Consumer Assessment of Healthcare Providers and Systems 

(HCAHPS) survey (McClelland & Vogus, 2014).  Empathic communication with nurses is one 

of the components of this survey.  Nurses’ poor communication skills are commonly cited in 
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patients’ complaints (Reader, Gillespie, & Roberts, 2014) and adverse events (Bartlett, Blais, 

Tamblyn, Clermont, & MacGibbon, 2008).  Patients who are more satisfied with their care are 

more likely to adhere to their treatment plan and maintain an ongoing relationship with their 

healthcare provider (Kim et al., 2004).  Consequently, patient satisfaction is inversely correlated 

to malpractice risk (Beckman & Frankel, 1984).  Empathy can improve health outcomes and has 

been shown to improve patients’ mental (LaMonica et al., 1987) and physical health (Hojat et al., 

2011).  By forging deeper connections with patients, nurses can experience improved 

professional satisfaction (McGilton et al., 2006).  Despite the widespread recognition that 

empathy is an essential component of the nurse-patient relationship and quality care, empathy 

levels have been shown to decline in nursing school (Ward, Cody, Schaal, & Hojat, 2012) and 

practice (Lombardo & Eyre, 2011). Neto, Shalof, and Costello (2006) suggested nurses become 

fixated on tasks and technology at the expense of communicating empathically with their 

patients.    

Nurse educators need to create a culture of empathy in nursing simulation so that students 

immersed in simulation training can provide empathic patient-centered care.  A blueprint is 

needed for creating a culture of empathy that permeates every aspect of simulation pedagogy.  

This includes the context of the simulation, setting, the nursing curriculum, simulation 

objectives, simulation design, educational strategies, and facilitator and participant roles.  By 

weaving empathy into every aspect of simulation pedagogy, nursing educators can create a 

culture of empathy which aids in cultivation or fostering of empathy in nursing students. Also, 

understanding the barriers to cultivating empathy in simulation pedagogy and identifying 

strategies that are currently being used or could be used to weave empathy in simulation 

pedagogy, is important in developing a blueprint for creating a culture of empathy in simulation.  
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Central to this are nursing simulation faculty whose primary role is the coordination with key 

stakeholders to plan, design, implement, and evaluate simulation pedagogy.  As experts in 

simulation pedagogy they were able to provide insight into the barriers to empathy cultivation in 

simulation and provide strategies for developing a culture of empathy in simulation pedagogy.  

Therefore, the purpose of this study was to explore nursing simulation faculty strategies and 

barriers to weaving empathy into simulation pedagogy.   

Literature Review 

This research included an examination of three bodies of literature related to creating a 

culture of empathy in simulation pedagogy.  The following literatures were explored: (a) 

empathy in nursing, (b) pedagogies to improve empathy, and (c) simulation as a pedagogical 

approach in nursing.   

Empathy in Nursing 

A concept analysis of empathy was examined, specifically exploring the definition of 

empathy and differentiating empathy from similar concepts such as compassion, sympathy, pity, 

and caring.  Next, the literature review examined the importance of empathy in the nurse-patient 

relationship (Brunero, Lamont, & Coates, 2010; Dearing & Steadman, 2009) and team member 

communication (Baggs & Schmitt, 1997; Rapisarda, 2002).  Empathy has been shown to 

improve patient satisfaction (Beckman & Frankel, 1984; Bertakis et al., 1991; Fields et al., 2004; 

Kim et al., 2004; Pollak et al., 2011; Thorne et al., 2004), patient compliance (Kim et al., 2004; 

Winefield et al., 1995), health outcomes (Benner & Wrubel, 1989; Derksen et al., 2013; Hojat et 

al., 2011; Kelley et al., 2014; LaMonica et al., 1987), and professional satisfaction (McGilton et 

al., 2006).   
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However, there are challenges related to empathy, specifically barriers to learning and 

displaying empathy.  These include professional training issues (Afghan, Besimanto, Amin, & 

Shapiro, 2011), fear of over-attachment (Halpern, 2003), work-related issues (Hardee & Platt, 

2013; Sabo, 2006), technology (Dean et al., 2016; Drumm & Chase, 2010), individual traits 

(Brunero et al., 2010; Cunico et al., 2012; Hojat et al., 2005; Magalhaes, Costa, & Costa, 2012), 

and environmental influences (Cunico et al., 2012; Mikkonen, Kyngas, & Kaariainen, 2015).  

There are also perceived dangers of empathy (Hilfiker, 1985; Hooper, Craig, Janvrin, Wetsel, & 

Reimels, 2010; Macnaughton, 2009; Zenasni, Boujut, Woerner, & Sultan, 2012).  Researchers 

have found empathy levels in nursing students can be lost during their educational training and 

practice (Ward et al., 2012).  

Pedagogies Used to Teach Empathy 

The development and display of empathy in the nursing profession is essential to 

providing quality patient care.  Five different pedagogies are currently being used to cultivate 

empathy: traditional methods (e.g., Ancel, 2006; Cunico et al., 2012; Cutcliffe & Cassedy, 1999; 

Nardi, 1990; Ozcan, Bilgin, & Eracar, 2011; Ozcan, Oflaz, & Bakir, 2012; Sheehan, Perrin, 

Potter, Kazanowski, & Bennett, 2013; Taylor, Mamier, Bahjri, Anton, & Petersen, 2009), arts 

and humanities approach (e.g., DeVito, 1999; Dow, Leong, Anderson, & Wenzel, 2007; 

Garrison, Lyness, Frank, & Epstein, 2011; Gaufberg & Williams, 2011; Ozcan et al., 2011; 

Shapiro & Rucker, 2003; Sheehan et al., 2013), clinical education (e.g., Henry-Tillman, Deloney, 

Savidge, Graham, & Klimberg, 2002; Shapiro, 2002), self-care (e.g., Beddoe & Murphy, 2004; 

Schure, Christopher, & Christopher, 2008), and simulation (e.g., Bearman, Palermo, Allen, 

NutrDiet, & Williams, 2015; Chaffin & Adams, 2013; Dearing & Steadman, 2009; Eymard, 

Crawford, & Keller, 2010; Maruca, Diaz, Kuhnly, & Jeffries, 2015; Vanlaere, Timmermann, 
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Stevens, & Gastmans, 2012).  First, traditional methods of teaching empathy are formal training 

sessions where a goal is the cultivation of empathy.  A traditional approach might be a 

communication skills training course.  Next, an arts and humanities approach to cultivating 

empathy would be through the integration of art, drama, dance, and literature into healthcare 

education.  Also, clinical education can provide students an opportunity to learn empathy 

through observing role models and shadowing a patient.  Next, self-care can be taught to students 

as a means to reducing stress, which can be a barrier to empathy.  Methods of self-care include 

mindfulness training such as hatha yoga, meditation, and qigong.  Lastly, simulation is being 

used as an instructional method and an experience where students are participating in simulation 

to cultivate empathy.  It is essential to understand the different methodologies used to foster 

empathy so that intentional strategies can be developed to cultivate empathy in nursing students.   

Simulation as a Pedagogical Approach in Nursing  

Simulation is a teaching technique or pedagogy (Jeffries, 2005), not a technology for 

learning.  There are multiple driving forces leveraging nursing simulation as a methodology in 

nursing education.  These include stakeholders re-evaluating clinical experiences (Ironside, 

McNelis & Ebright, 2013), societal demands for improving patient safety and the quality of care 

(Kohn, Corrigan, & Donaldson, 2000), and the demand for interprofessional training and 

education (Institute of Medicine, 2014).  As a result, simulation is increasingly being utilized as 

pedagogy in nursing education (NLN, 2015).  Despite all the driving forces for the expanded use 

of simulation pedagogy, there are many challenges related to simulation.  The challenges 

include: utilization of resources, such as the high cost of simulation (Harlow & Sportsman, 

2007), time requirement needed to participate and prepare for simulation (Feingold, Calaluce, & 

Kallen, 2004), space availability (Reeves et al., 2008), lack of faculty preparation (Taibi & 
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Kardong-Edgren, 2014), technology issues (Howard, Englert, Kameg, & Perozzi, 2011), lack of 

realism (Dean et al., 2016), and risk sensitization (Onello & Regan, 2013).  These are discussed 

in greater detail in chapter two.  Despite the challenges associated with simulation, stakeholders 

have suggested traditional clinical experience hours could be replaced by nursing simulation 

(Hayden, Smiley, Alexander, Kardong-Edgren, & Jeffries, 2014).   

Lastly, outcomes of the simulation pedagogy may be separated into three levels: 

participant, patient, and system.  Simulation pedagogy is being used to improve participants’ 

knowledge (Brannan & Bezanson, 2008; Dearmon et al., 2013; Gates, Parr, & Hughen, 2012), 

skill performance (Alinier, Hunt, & Gordon, 2004), learner satisfaction (Dearmon et al., 2013; 

Lapkin, Levett-Jones, Bellchambers, & Fernandez, 2010), critical thinking (Cant & Cooper, 

2010; Rhodes & Curran, 2005; Wood & Toronto, 2012), and self-confidence (Dearmon et al., 

2013; Reilly & Spratt, 2007; Scherer, Bruce, & Runkawatt, 2007; Sinclair & Ferguson, 2009).  It 

is also being used as a teaching strategy in nursing practice to improve patient outcomes and 

healthcare systems (Aebersold & Tschannen, 2013).  

The study explored nursing simulation faculty reports of strategies that they have used or 

perceived would be helpful to weave empathy in simulation pedagogy, as well as barriers to 

cultivating empathy in simulation pedagogy.  Related literatures were reviewed in greater detail 

in chapter two, and provided context to understand the strategies and barriers to weaving 

empathy into simulation pedagogy. 

Conceptual Framework 

The conceptual framework that guided this study was the NLN Jeffries simulation theory 

(Jeffries, 2016).  Jeffries (2016), in partnership with the NLN, presented a mid-range theory, 

based on the Jeffries simulation framework (Jeffries, 2005, 2007, 2012), to guide nurse educators 
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in evidence-based practices in planning, conducting, and evaluating simulations, as well as 

conducting research.  The refinement from a framework to mid-level theory was drawn from 

insights gained from rigorous empirical and theoretical research from nursing, medicine, and 

other non-healthcare related disciplines, as well as a dialogue with simulation researchers and 

educators (Jeffries, 2016).  A mid-range theory is less abstract than broad theories and is strongly 

supported by empirical data (Butts and Rich, 2015; Jeffries, 2016).  The theory is well-respected, 

has a strong theoretical foundation, and has been applied in numerous studies in nursing (LaFond 

& Vincent, 2013).  The NLN Jeffries simulation theory consists of eight concepts: context, 

background, design, simulation experience, facilitator, educational strategies, participant, and 

outcomes (Jeffries, 2016).   According to this theory, the context influences three interdependent 

elements: background, design, and the simulation experience.  These three sequential elements 

lead to desired outcomes.  Figure 1 provides a graphic representation of the NLN Jeffries 

simulation theory.    

 
Figure 1. Diagram of NLN Jeffries simulation theory (Jeffries, 2016).  
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According to the NLN Jeffries simulation theory, the context is the starting point for 

planning and evaluating a simulation and impacts every aspect of the simulation (Jeffries, 2016).    

The contextual factors include the circumstances and setting of the simulation experience.  The 

context includes the overarching objectives of the simulation experience and location, such as an 

educational setting or practice environment.  The setting may include an academic lab, hospital 

lab, or clinical environment.  The simulation can be used for evaluating performance or for 

instructional purposes for either students or experienced nurses.  Within the context is the 

background, including the goals of the simulation and the resources needed to complete the 

simulated activity.  Some typical resources include designated space for the simulator, 

equipment, time, and personnel allocated to run the simulation.  The background impacts the 

design and implementation of the simulation.   

Next, the design precedes the actual simulation experience and should be considered in 

preparation of the simulation.  Elements that make up a simulation design include objectives, 

physical and conceptual fidelity, participant and observer roles, progression of activities, and 

briefing/debriefing strategies.  The objectives are goals that guide the simulated activity; they 

consider the learners’ knowledge and experience and the degree of problem-solving expected to 

meet outcomes.  The fidelity is the degree of authenticity needed to mimic clinical reality.  The 

design should also specify the role the participants and facilitators play within the simulation.  

For instance, participants might role-play patients, family members, or caregivers.  Also, it must 

be determined whether videography will be used.  Successful simulation experiences depend on 

a carefully planned sequence of events.  Lastly, the design considers the facilitator’s briefing 

techniques, such as the students’ orientation to the simulated activity and the debriefing 

strategies used to promote critical reflection.  
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The context, background, and simulation design inform the simulation experience.  The 

overall simulation experience can be conceptualized in the diagram as a sphere that contains 

three interactive elements.  The simulation experience is grounded in an environment of trust, 

where learning is collaborative, interactive, learner-centered, and experiential.  The concepts 

within the simulation experience include the facilitator, participant, and educational practices; 

they have an interactive relationship that influence outcomes.  Facilitator attributes include the 

skills, educational techniques, and preparation that affect the simulation experience.  The role of 

the facilitator also involves reacting to the participants’ needs during simulated activities by 

responding with various educational strategies to improve outcomes.  The attributes of the 

participant have different characteristics that influence the simulation learning experience.  These 

characteristics include participant’s age, gender, level of anxiety, and preparedness.  There is a 

dynamic and interactive relationship between the facilitator and participant.   

The outcomes of the simulated experience are conceptually represented in the diagram by 

a hierarchical pyramid with three levels: participant, patient, and system.  The first or bottom 

level begins with participant outcomes, which include individual reaction, learning, and 

behavior.  The second level is patient outcomes, which relate to the patient’s health outcomes 

after their caregiver was trained using simulation.  Lastly, the top level is system outcomes, 

which refer to the improved organization and implementation of patient care practices, as well as 

enhanced overall public health where simulation was utilized.   

In summary, the NLN Jeffries simulation theory presented an appropriate lens through 

which to study the strategies and barriers identified by nursing simulation faculty in cultivating 

empathy in nursing simulations (Jeffries, 2016).   Specifically, focusing on the elements of 

simulation, including context, background, design, simulation experience, facilitator, participant, 
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and outcomes.  The identification of nursing simulation faculty perspectives on strategies and 

barriers for weaving empathy into simulation pedagogy will help develop a blueprint to 

improved pedagogy and nurses’ empathy.    

Definition of Terms 

For purposes of this study, the following conceptual definitions were applied. 

Table 1  

Definition of Terms 

Concepts                                                                Definitions 

Background  The backdrop of a simulation-based experience that considers the goals of 

the simulation and the resources that will be allocated.  It informs the 

design and implementation of the simulation (Jeffries, 2016). 

 

Barrier An obstacle or circumstance that prevents the cultivation of empathy. 

 

Context The overarching purpose of a simulation-based experience that considers 

the circumstances and setting of a simulation and affects all aspects of the 

simulation (Jeffries, 2016).  

 

Design  The composition of a simulated experience that takes into consideration 

specific elements such as the objectives, fidelity, participant and observer 

roles, progression of activities, and briefing/debriefing strategies (Jeffries, 

2016).  

 

Educational 

strategies  

The use of educational techniques by the facilitator to engage learning in a 

simulation-based experience (Jeffries, 2016).  

 

Empathy A complex concept that includes an affective, cognitive, behavioral and 

moral dimension (Morse et al., 1992). Mercer and Reynolds (2002) 

describe these dimensions as an “entering into of the patient’s perspective, 

beliefs, and experiences” (p. s10). 

 

Facilitator An individual who promotes learning and provides guidance, support, and 

structure in a simulation-based experience (International Nursing 

Association for Clinical Simulation and Learning (INACSL) Standards 

Committee, 2016). 
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Table 1 Continued    

Concepts Definitions 

Learning 

laboratory 

An environment located in a college of nursing that mimics patient care 

areas used by nursing students to develop skills and knowledge needed for 

practice. 

 

Nursing 

simulation 

faculty 

A nurse educator whose primary role is the coordination with key 

stakeholders to plan, design, implement, and evaluate simulation 

pedagogy.   

 

Outcomes The measureable results on the participant, patient, and system where 

simulation was used as a pedagogy (Jeffries, 2016). 

 

Participant A person who engages in a simulation-based experience (Jeffries, 2016). 

 

Simulation 

experience  

“A broad array of structured activities that represent an actual or potential 

situation in education, practice, and research” (INACSL Standards 

Committee, 2016, p. s45).  It is grounded in an environment of learning 

that is experiential, interactive, collaborative, trustful, and learner centered 

(Jeffries, 2016). 

 

Methodology 

Research Design 

The qualitative research study used an interpretive phenomenological approach by 

interviewing nursing simulation faculty to identify strategies that they used or perceived could be 

helpful in weaving empathy into simulation pedagogy, as well as barriers to cultivating empathy 

in simulation pedagogy.  This method was chosen because interpretive phenomenology, or 

hermeneutics, is used to “enter another’s world and to discover the practical wisdom, 

possibilities, and understandings found there” (Profetto-McGrathe, Polit, & Beck, 2010, p. 179).  

Interpretive phenomenology was developed by Heidegger (1927/1962), grounded in the earlier 

phenomenology teachings of Husserl (Reiner, 2012).  Heidegger expanded Husserl’s goal of 

phenomenology from the description of lived experience to the interpretation of that lived 

experience (Grove, Burns, & Gray, 2013).  In interpretive phenomenology, researchers seek 
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meanings that are embedded in everyday experiences (Reiner, 2012).  Both the researchers’ and 

participants’ perceptions and knowledge can be a tool for understanding the phenomenon being 

studied (Polit & Beck, 2012).  Researchers do not remove themselves from impartiality, as they 

become enmeshed in the experience and cannot negate their prior understanding of the 

phenomena under investigation (Reiner, 2012).  This interpretive approach has been used in 

nursing research to further understand the nursing profession, including the education of nurses 

(Diekelmann, 2001). 

Research Questions 

 The research questions (RQ) and the analytic questions (AQ) in this study were derived 

from the conceptual framework.  They were: 

RQ1: What are nursing simulation faculty reports regarding the importance of integrating 

empathy into simulation pedagogy? 

RQ2: What strategies do nursing simulation faculty identify as fostering empathy into simulation 

pedagogy?  

 AQ 2.1. What strategies related to the simulation context do nursing simulation faculty 

recommend for incorporating empathy? 

AQ 2.2. What strategies related to the simulation background do nursing simulation 

faculty recommend for incorporating empathy? 

 AQ 2.3. What strategies related to the simulation design do nursing simulation faculty 

recommend for incorporating empathy? 

 AQ 2.4. What strategies related to the simulation experience do nursing simulation 

faculty recommend for incorporating empathy? 
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 AQ 2.5. What strategies related to the simulation facilitator do nursing simulation faculty 

recommend for incorporating empathy? 

 AQ 2.6. What strategies related to the simulation facilitator’s educational strategies do 

nursing simulation faculty recommend for incorporating empathy?  

 AQ 2.7. What strategies related to the simulation participant do nursing simulation 

faculty recommend for incorporating empathy?  

 AQ 2.8. What strategies related to simulation outcomes do nursing simulation faculty 

recommend for incorporating empathy? 

RQ3: What are the barriers to fostering empathy in nursing simulations that faculty identify?  

 AQ 3.1. What barriers to fostering empathy related to the simulation context do nursing 

simulation faculty identify? 

AQ 3.2. What barriers to fostering empathy related to the simulation background do 

nursing simulation faculty identify? 

 AQ 3.3. What barriers to fostering empathy related to the simulation design do nursing 

simulation faculty identify? 

 AQ 3.4. What barriers to fostering empathy related to the simulation experience do 

nursing simulation faculty identify?  

 AQ 3.5. What barriers to fostering empathy related to the simulation facilitator do 

nursing simulation faculty identify? 

 AQ 3.6. What barriers to fostering empathy related to the simulation facilitator’s 

educational strategies do nursing simulation faculty identify? 

 AQ 3.7. What barriers to fostering empathy related to the simulation participant do 

nursing simulation faculty identify?  
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 AQ 3.8. What barriers to fostering empathy related to simulation outcomes do nursing 

simulation faculty identify?  

Research Participants 

Participants in this study were asked to identify strategies they used or perceived they 

could use to weave empathy in nursing simulation pedagogy, as well as identify barriers to 

cultivating empathy in simulation pedagogy.  The research participants were nursing simulation 

faculty at colleges or universities with both baccalaureate and graduate nursing programs on the 

East Coast of the United States.  Nursing simulation faculty develop, implement, and evaluate 

simulations.  Their responsibilities can include overseeing the simulation laboratory, faculty 

development, integration of simulation in the curriculum, and research on simulation pedagogy.  

As a result, they provided excellent insights into the strategies and barriers for creating a culture 

of empathy in simulation pedagogy.  Universities with both undergraduate and graduate 

programs were chosen, because they most likely had larger simulation laboratories and utilized 

simulation pedagogy more frequently.  The number of participants for the study was 14 nursing 

simulation faculty. 

Participants for the study were identified through purposive and snowball strategies.  

According to Bryman (2012), a purposive selection identifies participants in a strategic manner 

to gain insight about the research topic.  First, universities were identified that have both 

graduate and undergraduate nursing programs, as well as a simulation laboratory.  Once the 

programs were identified, nursing simulation faculty were asked to participate in the study.  

Snowball selection was a helpful technique, since nursing simulation faculty who were initially 

identified through purposeful techniques led the researcher to identify other possible participants.  

Participant identification began by establishing selection criteria for inclusion of nursing 
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simulation faculty in this study and contacting those who meet the criteria.  Criteria for selection 

of research participants were individuals who (a) worked in the capacity of a nursing simulation 

faculty (b) who worked at colleges or universities on the East Coast of the United States with 

both baccalaureate and graduate nursing programs. 

Data and Data Collection Procedures 

Nursing simulation faculty were interviewed to identify strategies that they used or 

perceived could be used to weave empathy in their simulation pedagogy, as well as identify 

barriers for weaving simulation pedagogy into empathy.  Data for the study were gathered 

through in-depth face-to-face or telephone, semistructured individual interviews utilizing an 

interview guide that was developed by the researcher.  According to Burke Johnson and 

Christensen (2014), an interview guide approach has the interviewer exploring topics and asking 

specific open-ended questions to the participants.  Semistructured interviews provided flexibility 

in coverage, allowing the researcher to follow up on topics that emerge in the interview.  The 

hermeneutic circular approach to data collection allowed the researcher to develop additional 

areas of inquiry to explore and confirm themes (Polit & Beck, 2012).  This involved using a 

circular process of inquiry and interpretation, alternating between the parts and whole, while 

comparing findings with the researchers’ original and evolving understanding of the phenomena 

of interest (Earle, 2010).  Questions focused on the participant’s background and their 

understanding of the strategies that they have used and could use to weave empathy in nursing 

simulation pedagogy, as well as the identification of barriers to cultivating empathy in 

simulation.  The interviews with participants were digitally recorded with permission of the 

research participants.  The information was secured, transcribed, and checked for accuracy.  All 
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documents are being stored in a locked filing cabinet in the researcher’s office, and will be 

destroyed five years after completion of the data analysis. 

Data Analysis 

An interpretive approach to data analysis was employed.  This interpretive approach was 

derived from Heideggerian hermeneutics.  The methodologic process included analyzing data by 

utilizing a hermeneutic circle (Polit & Beck, 2012).  The researcher’s circle of understanding 

identified the essence of the phenomenon through a blend of the participants’ responses, the 

researcher’s understanding, and other significant data (Wojnar & Swanson, 2007).  The quality 

of the analysis improved by going back to the original transcripts and assessing for emerging 

themes.  Researchers do not separate themselves from the text’s meaning, they try to understand 

what the text can reveal (Gadamer, 1975).  The researcher’s analysis made meaning of the 

nursing simulation faculty attempts to understand how empathy can be woven into simulation 

pedagogy. 

Significance of the Study 

The importance of empathy is well accepted in the nursing community.  This study is 

relevant to nursing education, practice, and research.  Empathy is a critical competency needed 

for graduating nurses.  The NLN (2015) called for simulation to be integrated as a pedagogical 

approach in nursing education.  As simulation becomes more integrated into nursing education, it 

is imperative that leaders in nursing education improve this pedagogy.  Understanding the most 

effective strategies and barriers to weaving empathy into nursing simulations will aid nursing 

schools and other healthcare disciplines in improving simulation pedagogy.  This study 

contributed to the body of nursing knowledge by providing a deeper understanding of barriers to 
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cultivating empathy in simulation pedagogy and providing evidence-based strategies that can be 

utilized by nursing programs to better serve their students.  

Second, this study will contribute to the practice of nursing by developing more empathic 

nurses.  As nursing graduates move forward in their practice, the benefits of improved empathy 

will benefit patients and the greater healthcare system.  Nurses who are empathic have a better 

ability to create therapeutic relationships with patients and, as a result, can have a positive impact 

on patient compliance, patient satisfaction, patient health outcomes, and their own professional 

satisfaction.  Further, empathy is an important component to building good inter team 

relationships.  Patient satisfaction with care and nursing communication has recently become a 

measure for quality care and is now commonly tied to reimbursement (Berkowitz, 2016).  

Organizations, whose nurses are more empathic, can improve brand reputation and capitalize on 

market share. 

Lastly, this study has the potential to inform future research.  Some researchers have 

called for nurse educators to incorporate caring into nursing simulation pedagogies (Blum, 

Hickman, Parcells, & Locsin, 2010; Eggenberger & Keller, 2008; Eggenberger, Keller, Chase, & 

Payne, 2012; Eggenberger, Keller, & Locsin, 2010).  However, there was a gap in the literature 

regarding weaving empathy into simulation pedagogy.  Research on improving empathy through 

simulation had mostly focused on simulated experiences used to engender empathy; little 

evidence was found that spoke to identifying strategies, both used and those that could be 

utilized towards improving simulation pedagogy grounded in empathy, as well as the barriers to 

weaving empathy into simulation pedagogy.  Specifically, the study explored the strategies and 

barriers to weaving empathy simulation pedagogy through the lens of the NLN Jeffries 

simulation theory (Jeffries, 2016).  
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Conclusion 

Empathy is a critical component of the nurse-patient relationship and an essential skill 

that needs to be cultivated by educational leaders in nursing education.  This research study 

addressed the problem presented in the literature by identifying strategies and barriers to 

weaving empathy into simulation pedagogy.  Thus, the purpose of the study was to explore 

strategies that nurse simulation faculty used and perceived to be helpful to weaving empathy into 

simulation pedagogy, as well as identifying the barriers to the cultivation of empathy in 

simulation pedagogy.   

This chapter discussed the background and significance of the problem, specifically 

addressing the need to weave empathy in nursing simulation.  The literature review provided a 

summary of three literatures that are examined further in chapter two to help identify strategies 

and barriers to creating a culture of empathy in nursing simulation: (a) empathy in nursing, (b) 

pedagogies to improve empathy, and (c) simulation as a pedagogical approach to nursing.  The 

NLN Jeffries simulation theory was presented as the theoretical framework that was used in the 

study (Jeffries, 2016).  The conceptual and operational definitions of the study were listed in 

Table 1.   

The research methodology presented a description of the interpretive phenomenological 

design for the study, followed by three research questions derived from the purpose.  The 

selection criteria and sampling methods that were used to identify research participants were 

presented.  This section included data and data collection procedures that were used to employ 

in-depth, face-to-face or telephone semistructure interviews with nursing simulation faculty.  

Lastly, the chapter concluded with the significance of this research to nursing education, 
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practice, and research.  The overarching goal of this research was to create a culture of empathy 

in nursing simulation and improve nursing student empathy levels and simulation pedagogy. 
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CHAPTER 2: LITERATURE REVIEW 

 

 

 

Empathy is the cornerstone of quality nursing care.  It is an essential attribute of effective 

communication for both positive nurse-patient relationships and good quality patient-centered 

care (Bauchat et al., 2016).  The American Association of Colleges of Nursing (2008) published 

the Essentials of Baccalaureate Education for Professional Nursing Practice, which established 

empathy as one of the core professional values of nursing.  Empathy can have a profound impact 

on patient compliance, patient satisfaction, and health outcomes.  However, empathy has shown 

to decline in nursing school (Ward et al., 2012) and practice (Lombardo, 2011).  In addition, the 

current methodology for teaching nursing contributes to the waning of empathy in nursing 

students and professionals.  Nurses become fixated on tasks and technology at the expense of 

communicating empathically with their patients (Neto et al., 2006).   

 Simulation pedagogy has recently been utilized and leveraged as a methodology in 

nursing education and practice (NLN, 2015).  Simulation is an educational pedagogy in which a 

"set of conditions are created or replicated to resemble authentic situations that are possible in 

real life" (INACSL, 2016, p. s44).  However, research has shown that students who engage in 

simulation training with mannequins focus on the disease or nursing process rather than the 

patient’s lived experience (Dean et al., 2016).  Technical competency is valued over human 

connectedness (Ward et al., 2012).  Dean et al. (2016) suggested that students immersed in 

simulation training utilizing mannequins lose perspective on the patient’s lived experience and 

fail to develop quality interpersonal communication skills, including empathy, which are at the 

heart of the nurse-patient relationship.  It is important that nurse educators develop innovative 

evidence-based strategies to improve simulation pedagogy and cultivate empathy in students.  
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The purpose of this research was to explore nursing simulation faculty strategies and barriers to 

weaving empathy into simulation pedagogy.     

This chapter offers background on issues that supported and provided theoretical 

structure for this research study.  A comprehensive review of empirical research regarding the 

three bodies of literature were explored.  Specifically, these areas of literature included (a) 

empathy in nursing, (b) pedagogies to improve empathy, and (c) simulation as a pedagogical 

approach in nursing. 

 First, the literature regarding empathy in nursing was explored, including the definition of 

empathy and the difference between empathy and similar concepts, such as compassion, 

sympathy, pity, and caring.  Next, the importance of empathy was examined in the nurse-patient 

relationship and team member communication.  Outcomes related to empathy were examined, 

specifically regarding patient satisfaction, compliance, and health outcomes and nurses’ 

professional satisfaction.  However, there are challenges related to empathy, such as barriers to 

learning and displaying empathy.   

Next, pedagogies used to improve empathy were explored.  The development of empathy 

in nursing students is essential for nurses to provide quality patient care.  Therefore, it was 

important to understand the different pedagogies used to cultivate empathy.  Currently, there are 

four different pedagogies being used to cultivate empathy: traditional methods, arts and 

humanities approach, clinical education, self-care, and simulation. 

Finally, the literature pertaining to simulation was examined.  There are multiple driving 

forces leveraging simulation as a pedagogical approach in nursing education.  However, there are 

challenges to simulation pedagogy.  Despite the challenges associated with simulation, 

stakeholders continue to push for traditional clinical experience hours to be replaced by nursing 
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simulation.  Simulation is commonly used today to achieve educational outcomes in nursing 

programs and improve patient outcomes.   

Empathy in Nursing 

Empathy is a critical component of the therapeutic nurse-patient relationship and an 

important competency in nursing education and practice.  Empathy is the “foundation of 

understanding a patient’s needs, concerns and emotions, and is fundamental to nursing practice” 

(McMillan & Shannon, 2011, p. 1).  It is critical that nurse educators improve curricula so 

empathy is cultivated (McMillan & Shannon, 2011; Williams & Stickley, 2010).  The bond that 

nurses develop with their patients helps nurture their patients towards emotional and physical 

health.  The following topics related to empathy were examined: (a) concept analysis, (b) 

importance of empathy in nursing, (c) challenges related to empathy, and (d) empathy levels in 

nursing students.  This literature review illustrates how important empathy is in the nurse-patient 

relationship and how it influences patient satisfaction, compliance, and health outcomes and 

nurses’ professional satisfaction.  Empathy is also a central element of positive team member 

communication.  However, there are challenges related to empathy, such as the multiple barriers 

to learning and displaying empathy.  Nurse educators can employ intentional pedagogies in the 

nursing curricula to overcome these barriers and teach empathy (Ward et al., 2012).   

Concept Analysis 

Human beings naturally want to be understood and it is from this understanding that 

relationships are developed.  In nursing practice, empathy is seen as an integral part of the nurse-

patient relationship.  Empathy can provide caring and comfort (Kunyk & Olson, 2001; McIllveen 

& Morse, 1995), provide a feeling of being understood (Reynolds & Scott, 2000), and allow for 

relief from loneliness (Kalisch, 1973).  Many researchers have tried to define empathy; however, 



 25 

there is a lack of consensus concerning a standard definition (Cucino et al., 2012; Morse, 

Bottorff, Anderson, O’Brien, & Solberg, 2006; Sheehan et al., 2013).  As a result, this has 

hindered how we define and teach empathy.  The research suggests that empathy is a complex, 

multidimensional concept (Yu & Kirk, 2008).  Empathy has been investigated in many 

disciplines, including nursing (Alligood, 1992; Morse et al., 1992), medicine (Hojat, 2009), 

psychology (Rogers, 1957), and social work (Gerdes & Segal, 2009).    

The concept of empathy has been viewed by many theorists throughout this century.  The 

concept of empathy, first named einfuhlung, or feeling oneself into, was coined by German 

psychologist, Theodor Lipps (Goldstein & Michaels, 1985).  In the 1950s, Carl Rogers, an 

American psychologist and therapist, provided a new perspective to the field in which empathy 

was an essential component.  Rogers (1957) asserted that empathy was “the ability to sense the 

client’s private world as if it were your own without ever losing the ‘as if’ quality” (p. 95).  

Rogers (1975) revised the “as if” experience to “being in” another person’s shoes.  Rogers’s 

conceptualization of empathy was multidimensional, consisting of three components: affective, 

cognitive, and communicative.  Rogers’s definition of empathy has played an important role in 

the conceptualization of empathy in the nursing profession (Stein-Parbury, 2014).  Similarly, 

Peplau (1952) advanced the topic of empathy in the role of interpersonal relationships.  Peplau 

identified nursing as a healing and interpersonal process that involves the interaction between 

two or more individuals with a common goal.  Empathy allows nurses to connect with their 

patients and have a deeper relationship.  This involves interpreting experiences, concerns, and 

perspectives of the patient effectively.  

The concept of empathy evolved with the delineation of two types of empathy, basic and 

trained (Alligood, 1992).  Basic empathy is a universal or innate trait and can vary from one 
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person to another.  Trained empathy can be taught or learned with practice and experience and 

can be likened to the cognitive and behavioral aspects of empathy.  Alligood (1992) suggested 

that trained empathy builds on basic empathy and should be assessed before an educational 

intervention occurs.  Assessing trained empathy before and after an educational intervention 

allows the researcher to determine if the intervention was effective. 

Morse et al.’s (1992) extensive review of the literature identified four components of 

empathy: emotive, behavioral, cognitive, and moral.  The emotive or affective component of 

empathy refers to a person’s ability to share in another’s feelings.  The behavioral aspect is the 

person’s ability to convey empathy through communication.  This can be done through verbal 

and nonverbal processes.  The cognitive component of empathy is the person’s ability to 

understand another person’s feelings.  This can be referred to as perspective-taking where a 

person can comprehend, analyze, and critically think about another person’s situation (Morse et 

al., 1992).  The moral aspect is an altruistic force that drives the practice of empathy and may be 

understood as a person’s empathic disposition.  The moral aspect of empathy confirms the 

natural desire to care for others.    

Empathy has been viewed by many researchers as a multidimensional process (Barrett-

Lennard, 1981; Davis, 1983, 1996; Larson & Yao, 2005; Squirer, 1990).  Empathy "may be seen 

as ability, a communication style, a trait, a response, a skill, a process, or an experience" 

(Wheeler & Barrett, 1994, p. 234).  The empathic process can be a dynamic process, where some 

researchers view empathy in sequential stages (Williams & Stickley, 2010).  However, the 

researchers caution that this approach detracts from the greater meaning of empathy and empathy 

as a way of being.  Barrett-Lennard (1981) viewed empathy as a three-phase cyclic model 

involving the following processes: empathic understanding, communicated empathy, and the 
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person's awareness of being understood.  The empathee receives feedback and checks that they 

are being understood, and the phases are repeated.  

Kunyk and Olson’s (2001) extensive review of the literature suggested that there were 

five popular conceptualizations of empathy: empathy as a human trait, empathy as a professional 

state, empathy as a communication process, empathy as caring, and empathy as a special 

relationship.  Empathy as a human trait involves an individual's innate ability, and this reflects 

Alligood's (1992) conceptualization.  The second of view of empathy, as a professional state, 

refers to a nurse’s cognitive and behavioral components, while maintaining objectivity.  The 

third conceptualization refers to empathy as a communication process.  Another perspective of 

empathy involves caring whether the patient is being understood.  Lastly, empathy as a special 

relationship between the patient and the nurse focuses on this interpersonal relationship.  

Wiseman (2007) identified empathy along a continuum that takes on different forms in 

the nurse-patient relationship.  Here, empathy takes four forms: incidents of empathy, empathy 

as a way of knowing the patient, empathy as a process, and empathy as a way of being in 

practice.  This view is a developmental in nature and views empathy as occurring over time, with 

experience and knowledge.  Empathy is described as a communication process and a 

professional process.   

In the discipline of medicine, Derksen et al. (2013) suggested that empathy is an attitude 

(affective), competency (cognitive), and behavior.  The attitude of the provider is based on the 

moral standards of the profession, their own human development, socialization, training, and 

personal experiences with patients.  Competency can be further viewed as a communication skill, 

empathic skill, and the skill to build up a trustful relationship.  Finally, behavior has a cognitive 

and affective component.  The cognitive component includes verbal and nonverbal skills, while 
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the affective part includes the recognition of the emotional state of a patient’s suffering.  It is 

with this recognition that the physician communicates their understanding to the patient.  

Related concepts.  Researchers have varying conceptualizations of empathy and, as a 

result, empathy "is a contested and complex concept to understand, experience, practice, and 

teach" (Williams & Stickley, 2010, p. 752).  Further, empathy can be confused with similar 

concepts, with differentiation from these concepts is important in understanding empathy.  

Among the similar concepts are compassion, caring, sympathy, and pity.  Like empathy, there is 

debate about the definitions of these terms.  

Compassion.  Compassion has been widely studied in nursing and also serves as an 

important competency of quality nursing care (Dewar & Nolan, 2013; Roach, 1984; Schantz, 

2007; Straughair, 2012).  Compassion is the understanding of another person's suffering and 

acting on that understanding (Schantz, 2007).  It can be defined as a "deep awareness of the 

suffering of another coupled with the wish to relieve it” (Chochinov, 2007, p. 186).  Compassion 

has been used interchangeably with empathy (Schantz, 2007; Snow, 1991).  However, some 

researchers conceptualize compassion differently than empathy.  According to Schantz (2007), 

empathy “merely connotes a vicarious participation in other people’s emotions, ideas, or 

opinions” (p. 51).  Compassionate care emphasizes a behavioral component where the nurse 

must take action (Capper, 2008).  Von Dietze and Orb (2000) suggested compassion adds a 

moral component to caring.  Roach (2002) identified compassion as one of the six attributes of 

caring.  In the model, Roach defined compassionate care as empathizing and being with another 

during their suffering.  

Caring.  Caring is “feeling and exhibiting concern and empathy for others; showing or 

having compassion” (The Free Dictionary, 2002, para. 2).  Roach (1992) stated that “caring is 
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the human mode of being” (p. 2) and defined the six C’s of caring as compassion, competence, 

confidence, conscience, commitment, and comportment.  Caring is the foundation that forms the 

basis of what nurses do each and every day (Roach, 1992).  Watson (1990) argued that nursing is 

the science of caring.  It is feeling concern for others that requires action and comes from a moral 

ideal of helping others.  Caring is a set of actions or behaviors (Gaut, 1984).  Tronto (1993) 

proposed that there is a preexisting moral relationship between humans.  Similarly, Benner and 

Wrubel (1989) suggested that nursing is a caring profession that is “guided by the moral art and 

ethics of care and responsibility” (p. xi).  Morse, Bottorff, Neander, and Solberg (1991) defined 

five dimensions of caring: caring as a human trait, caring as a moral imperative, caring as an 

affect, caring as an interpersonal interactive, and caring as a nursing intervention.  

Sympathy.  Sympathy is the expression of a nurse’s own sorrow at another's plight 

(Morse et al., 2006).  According to Stein-Parbury (2014), empathy is reaching out to that person, 

while sympathy is feeling moved by the person’s experience.  It is an automatic, affective 

response of feeling for another person.  This requires emotional involvement in another's plight.  

It is the nurse's role to be sympathic and to take action on those feelings (Travelbee, 1964).  It 

may not be as therapeutic as empathy because of the caretaker’s own emotional issues, which 

can impair the caretaker’s judgement and problem-solving abilities (Crisp, Taylor, Douglas, & 

Rebeiro, 2013).   

Pity.  According to Morse et al. (2006), pity is defined as "an expression of regret or 

sorrow for one who is suffering, distressed or unhappy, and it confirms the sufferer's state" (p. 

78).  It is similar to sympathy, but it lacks the wish to alleviate suffering.  Pity can be 

communicated in a manner that incorporates the concept of sympathy with condescension, 

conveying an equality between the nurse and the patient (Williams & Davis, 2004).  
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The Importance of Empathy in Nursing 

Empathy is a multidimensional concept that can be viewed from many disciplines.  It is 

an essential component of the practitioner-patient relationship in counseling and therapy (Feller 

& Cottone, 2003), medicine (American College of Obstetrics and Gynecology, 2011; Hojat, 

2009), social work (Gerdes & Segal, 2009), and nursing (AACN, 2008).  The nurse’s ability to 

create a positive therapeutic relationship through effective communication is one of the most 

important competencies a nurse can develop (Dearing & Steadman, 2009).  It is critical for 

nurses to display empathy, so an effective therapeutic relationship can develop and helping can 

occur.  

Nurse-patient relationship.  Empathy is a critical attribute of effective communication 

and of a therapeutic nurse-patient relationship (Brunero et al., 2010; Cunico et al., 2012; Dearing 

& Steadman, 2009; McMillan & Shannon, 2011).  The therapeutic nurse-patient relationship 

forms the foundation of nursing care throughout the spectrum of health, illness, and recovery.  

Empathy promotes the nurse’s understanding of the patient’s perspective and leads to more 

quality patient-centered care (Bauchat et al., 2016).  The importance of empathy and empathy 

education was affirmed in the American Association of Colleges of Nursing, Essentials of 

Baccalaureate Education for Professional Nursing Practice, which established empathy as one 

of the components of nursing’s core professional values, which can translate into 

“compassionate, sensitive, and patient-centered care” (AACN, 2008, p. 26).  A nurse’s empathic 

ability enhances communication and a patient-centered approach.  In contrast, poor 

communication has been cited as one of the main contributors for sentinel events occurring in 

hospitals (Joint Commission, 2015).  High levels of empathy have a significant influence on 
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patient outcomes.  Therefore, it is critical for educators to incorporate empathy into their 

curricula.  

Outcomes.  It is important to understand that an empathic healthcare provider has an 

impact on patient satisfaction (Beckman & Frankel, 1984; Bertakis et al., 1991; Fields et al., 

2004; Kim et al., 2004; Pollak et al., 2011; Thorne et al., 2004), compliance (Kim et al., 2004; 

Winefield et al., 1995), health outcomes (Benner & Wrubel, 1989; Derksen et al., 2013; Hojat et 

al., 2011; Kelley et al., 2014; LaMonica et al., 1987), and professional satisfaction (McGilton et 

al., 2006).  Empathic communication is an important measure of healthcare quality and has been 

tied to reimbursement (Berkowitz, 2016).  The Centers for Medicare & Medicaid Services have 

tied hospital reimbursement to how highly patients score hospitals on the Hospital Consumer 

Assessment of Healthcare Providers and Systems (HCAHPS) survey (McClelland & Vogus, 

2014).  Empathic communication with nurses is one of the components of this survey.  

Organizations, whose nurses are more empathic, can improve brand reputation and capitalize on 

market share.  Therefore, it is essential that empathy be cultivated in nursing students and 

professional nurses.  

Patient satisfaction.  Effective empathic communication is a critical determinant of 

patient and family satisfaction (Beckman & Frankel, 1984; Bertakis et al., 1991; Kim et al., 

2004; Thorne et al., 2005).  This can result in fewer malpractice suits and litigations (Fields et 

al., 2004).  Alternatively, healthcare providers who cannot empathetically communicate are at 

greater risk of poor patient satisfaction and malpractice.  Beckman and Frankel (1984) found 

evidence of relationship problems between doctor and patient in 32 of the 45 malpractice cases 

reviewed.  The common themes included devaluing patient or family views, delivering 

information poorly, and failing to understand the patient’s or family’s perspective.  Empathy was 
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identified as a key issue, and doctors who cannot communicate well are more likely to have 

malpractice suits against them.  Pollak et al. (2011) found patients whose physicians were rated 

as more empathic had higher rates of satisfaction than patients whose physicians were less 

empathic.   

Compliance.  A patient’s adherence to medical advice is generally required for maximum 

therapeutic benefit to occur.  Winefield et al. (1995) found patient compliance was predicted by 

the amount of patient satisfaction after their medical consultation.  Patient-perceived physician 

empathy significantly influenced patient satisfaction and compliance (Kim et al., 2004).  

Health outcomes.  Nurses have an important role in improving health outcomes of 

patients.  Empathy is an essential skill for healthcare providers and is associated with improved 

clinical outcomes (Benner & Wrubel, 1989; Derksen et al., 2013; Kelley et al., 2014).  Empathy 

can improve a patient’s mental (LaMonica et al., 1987) and physical (Hojat et al., 2011) health.  

Kelley et al. (2014) performed a systematic review and meta-analysis on the influence of the 

patient-clinician relationship on healthcare outcomes in 13 randomized controlled studies.  The 

patient-clinician relationship was systematically manipulated, and healthcare outcomes were 

reported as either objective (e.g., blood pressure) or subjective (e.g., pain scores) measures.  The 

researchers found that the patient-clinician relationship had a statistically significant effect on 

healthcare outcomes.    

Professional satisfaction.  By forging deeper connections with patients, nurses can 

experience improved professional satisfaction (McGilton et al., 2006).  McGilton et al. (2006) 

found that nurses who had closer relationships with their patients reported higher levels of job 

satisfaction.  Wagaman, Geiger, Shockley, and Segal (2015) found a significant relationship 

between empathy and overall satisfaction with helping others among social workers.  These 
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researchers found that empathy may prevent or reduce burnout and secondary traumatic stress 

and suggested incorporating empathy into the curricula for the helping professions.   

Team member.  Empathy is not only important to the nurse-patient relationship, but it is 

also an essential component of building good interteam relationships (Baggs & Schmitt, 1997; 

Rapisarda, 2002).  A nurse’s understanding of, and respect for, others’ views and concerns 

promotes interdisciplinary teamwork and fosters collaboration between members of the 

healthcare team.  Increased communication, trust, and respect between colleagues leads to 

improved collaboration and patient outcomes (Baggs & Schmitt, 1997).   

Challenges Related to Empathy 

 Empathy is an essential component of the nurse-patient relationship.  However, there are 

barriers to developing and displaying empathy.  There is also a perceived notion by some that 

empathy might be dangerous.  Empathy can blind healthcare providers to objective reason 

(Bloom, 2016) or can lead to compassion fatigue (Hooper et al., 2010). 

Barriers to learning and displaying empathy.  There are barriers to learning and 

displaying empathy in healthcare.  These include professional training issues (Afghan, 

Besimanto et al., 2011; Gould, 1990), fear of over-attachment (Halpern, 2003), work-related 

issues (Hardee & Platt, 2013; Sabo, 2006), environmental influences (Cunico et al., 2012; 

Mikkonen et al., 2015), technology (Dean et al., 2016; Drumm & Chase, 2010), and individual 

traits (Brunero et al., 2010; Cunico et al., 2012; Hojat et al., 2005; Magalhaes et al., 2012). 

Professional training issues.  Nursing students are often trying to make themselves “fit” 

into a busy and complex clinical environment—an act that may impede empathy.  Gould (1990) 

reported that the following barriers to empathy commonly arise in the educational environment: 

anxiety, authoritarian attitudes, and trying too hard to be professional.  In addition, role models 
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can have a powerful influence on students.  Afghan et al. (2011) found a lack of good role 

models and limited time were perceived as barriers to supporting empathy development in 

educational settings. 

Fear of over-attachment.  Empathy requires a level of emotional involvement from the 

nurse.  The perfect balance between emotional over-attachment and detachment is empathy 

(Keasidou & Horn, 2016).  Healthcare providers may fear being overly attached to a patient out 

of concern it might compromise their objectivity (Kerasidou & Horn, 2016).  Some believe 

emotional detachment is necessary for good clinical practice (Halpern, 2003).  It helps the 

healthcare provider maintain their professional boundaries. 

Work and environmental factors.  Work and educational environments can influence a 

nurse or nursing student’s ability to learn and practice empathy.  Cunico et al. (2012) suggested 

there are environmental factors that influence a student’s ability to develop empathic knowledge 

and skills.  These include educational tools, curricula, setting, and learning environment.  Ward 

et al. (2012) suggested that an intimidating educational environment, where the student perceives 

a lack of caring and support, could contribute to a loss of empathy in nursing school.  Also, 

educational models that utilize technology driven pedagogies, such as distance education and 

clinical simulations, might impair human connectedness and empathy.  Empathetic teachers can 

produce a positive learning environment (Mikkonen et al., 2015).   

In the work environment, stress and work conditions can lead to compassion fatigue 

(Mathieu, 2007).  Compassion fatigue is a concept referring to the “physical, emotional, and 

spiritual depletion associated with caring for patient in significant emotional pain and physical 

distress” (Lombardo & Eyre, 2011, p. 1). Contributing to compassion fatigue are the complex 

changes that are occurring in healthcare which have impacted nursing workload, quality of care, 
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and patient safety (Neill, 2011).  Nurses have increasingly high levels of stress, as a result of 

heavy workloads (Royal College of Nursing, 2013) which can drain them of empathy (Weiss, 

2003).   Sabo (2011) suggested that compassion fatigue leading to burnout involves a person-job 

mismatch as a result of work overload, lack of control, lack of reward, lack of community, lack 

of fairness, and value conflict.  

The clinical work environment can negatively impact empathy.  The barriers to empathic 

communication physicians often cited include the following: a perception of lack of time, the 

desire to avoid strong feelings, fear of empathy being emotionally exhausting and leading to 

burnout, and the lack of training in empathic communication as it relates to awareness of 

opportunity and appropriate response (Hardee & Platt, 2013).  Compassion fatigue can occur 

when caring for patients.  Sabo (2006) suggested that chronic exposure to traumatized clients, 

lack of institutional support, presence of empathy, years of experience, level of education, and 

personal history of traumatic events can all be barriers to caring, compassion, and empathy.   

Technology.  The integration of technology into nursing education (Dean et al., 2016) 

and the clinical environment can be a barrier to empathy development (Lodyga, Fredericks, 

Ross, & Kondellas, 2011).  For example, nursing students found it challenging to “treat” high-

fidelity Human Patient Simulation Mannequins (HPSM) in the learning environment (Dean et 

al., 2016).  Nursing students reported that they could not relate to the mannequins as real and that 

the use of mannequins was not beneficial in developing interpersonal relationships with their 

“patients.”  Nursing students do not get real-world responses from mannequins and do not 

expend energy in asking the types of questions or interacting in the subtle and overt ways that 

humans express care and engagement.  Nurses can become fixated on tasks and technology at the 

expense of communicating empathically with their patients (Neto et al., 2006). 
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Individual traits.  Empathy can be thought of as a trait, whereby individuals vary in 

terms of their level of empathy.  Nurses and nursing students have varying levels of empathy, 

which are influenced by a number of variables: personality, gender, interpersonal style, culture, 

social confidence, environment, and level of communication skills (Brunero et al., 2010).  

However, there is limited research on the individual variables that influence empathy levels in 

nursing. 

The limited research does show that females generally have higher empathy levels than 

their male counterparts (Cunico et al., 2012; Hojat et al., 2002; Tavakol, Dennick, & Tavakol, 

2011).  In nursing, Cunico et al. (2012) also found gender differences in the outcomes of 

empathy training in nursing programs.  The training course studied was more effective for 

female participants than male.  The researchers suggested that women go into the nursing 

profession because they have higher empathy levels and are more caring in nature. 

Personality is another factor that has been shown to impact empathy (Hojat et al., 2005; 

Magalhaes et al., 2012).  Magalhaes et al. (2012) studied medical students’ personality traits 

using the five-factor model (FFM) and explored the following dimensions: neuroticism, 

extraversion, agreeableness, openness to experience, and conscientiousness.  Results showed 

positive correlations between empathy and high openness to experience, agreeableness, and 

conscientiousness.  Medical students who have higher levels of empathy tend to prefer going into 

people-oriented specialties, as opposed to those students who choose technology-oriented 

specialties (Tavakol et al., 2011). 

A person’s cultural background may also be a moderator of empathy (Cassels, Chan, 

Chung, & Birch, 2010).  Cassels et al. (2010) found that individuals of East Asian descent 

reported more personal distress and less empathic concern than their Western counterparts.  In 
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contrast, Borke (1973) found no differences in development or levels of empathy among children 

in China and those in the US. 

Not all students showed improvements after empathy education, suggesting there are 

variables associated with personal traits and environmental influences that are resistant to 

education interventions targeting empathy.  Brunero et al. (2010) performed a systematic review 

of the literature and found only 11 of 17 research studies reported statistically significant 

increases in empathy levels, suggesting there may be other variables influencing a person’s 

ability to develop and display empathy. 

Perceived dangers of empathy.  Some have suggested that empathy can be bad for a 

healthcare provider (Hilfiker, 1985; Hooper et al., 2010; Macnaughton, 2009; Zenasni et al., 

2012).  Zenasni et al. (2012) suggested three hypotheses related to empathy and burnout: burnout 

is an empathy killer, empathy creates burnout, and empathy prevents burnout.  Some degree of 

objectivity and distance is required in the practice of healthcare (Macnaughton, 2009) to prevent 

compassion fatigue and burnout (Hooper et al., 2010).  Hilfiker’s (1985) discussed compassion 

fatigue,  

We all feel or have felt the distress and the isolation.  Ultimately, I believe, there is no 

solution to the problem.  All of us who attempt to heal the wounds of others will 

ourselves be wounded; it is, after all, inherent in the relationship (p. 207).  

However, a lack of empathy can lead to dehumanizing the patient.  Trifiletti, Di Bernardo, Falvo, 

and Capozza (2014) found that nurses who were stressed, coped by dehumanizing their patients. 
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Empathy Levels in Nursing Students 

Empathy can be lost in nurses during their educational training and practice.  

Interventions must be taken to improve empathy levels.  Nurse educators must properly address 

this issue in the nursing curricula. 

Loss of empathy.  There is mounting evidence suggesting empathy in healthcare 

professions can have a positive effect on patient care and professional satisfaction, yet there is 

minimal effort being made to cultivate empathy in nursing students.  Research suggests that 

empathy has been shown to decline over the period of nursing education (Ward et al., 2012).  For 

example, nursing students showed a statistically significant decline in their empathy levels when 

they were exposed to more patient encounters (Ward et al., 2012) and when they were trained 

with mannequins (Dean et al., 2016).  These findings are consistent with the loss of empathy that 

occurs in medical education (Chen, Lew, Hershman, & Orlander, 2007).   

Several scholars have postulated why there is a loss of empathy throughout nursing 

education.  Neto et al. (2006) suggested nurses become fixated on tasks and technology at the 

expense of communicating empathically with the patient.  Herdman (2004) suggested there is a 

loss of empathy in nursing because we are in a “postemotional society,” separating emotion from 

action.  Hojat et al. (2004) suggested negative educational experiences may be one factor related 

to the decline in empathy in medical students.  Conditions that create a negative educational 

experience include transient social relationships, rushed and fragmented patient-caregiver 

relationships, and avoidance of intimacy during medical training.  Gould (1990) found empathy 

was lost due to professional socialization, which is related to nursing education and subsequent 

practice. 
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Summary 

Empathy is a challenging concept to define and measure. Further clouding the situation is 

the use of similar terms, such as compassion, caring, sympathy, and pity.  Gould (1990) stated 

that “defining and measuring empathy have both been fraught with problems” (p. 1167).  The 

concept of empathy has been analyzed by many authors (e.g., Alligood, 1992; Kunyk & Olson, 

2001; Morse et al., 1992; Spiro, 1992); however, there is no definitive answer to what defines 

empathy or which theoretical framework best captures empathy.  It has been over 30 years since 

Gagan (1983) suggested further research cease until conceptual clarity on empathy could be 

determined.  Nursing research must further develop an operational definition of empathy. 

In reviewing the literature, there was no consistency in the conceptual framework that 

was applied across studies.  Some nursing research utilized the counseling view of empathy by 

applying the Carl Rogers's framework (Gould, 1990; Morse et al., 1992).  Rogers believed that 

empathy was an essential component of the therapeutic counseling relationship (Rogers, 1961).  

However, this theory borrowed from psychology is not appropriate in nursing because it focuses 

on encouraging a patient's personal growth (Alligood & May, 2000; Morse et al., 1992).  Nurses 

are not therapists, their focus is on providing care and understanding during a patient's 

experience of illness.    

The complexity of empathy leads to challenges when developing and utilizing 

measurement tools.  Researchers used measurement tools based on their operational definitions 

of empathy.  The lack of consistency in theoretical frameworks results in various measurement 

tools assessing the different constructs of empathy being used.  Yu and Kirk (2008) reviewed 29 

studies and found 20 scales measuring empathy were used, with more than one tool being used in 

some studies.  Further, different domains of empathy (affective, behavioral, cognitive, and 
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moral) were measured.  For example, the Jefferson Scale of Physician Empathy measures the 

cognitive domain, while the Empathy Construct Rating Scale measures the cognitive and 

behavioral domains of empathy (Yu & Kirk, 2009).  Many of these tools lack the validity and 

reliability to accurately measure empathy, and there is no ‘gold standard’ when it comes to 

measuring empathy (Yu & Kirk, 2009). 

Several variables may affect empathy levels and the impact of education focused on 

empathy development.  These variables include gender, cultural values, and clinical specialty 

experience (Brunero et al., 2010).  The level of clinical exposure and the number of clinical 

placements in certain areas of nursing where the nurse-patient relationship is institutionally 

valued or not could impact empathy levels of students.  There are gender differences that exist 

(Cunico et al., 2012).  Studies have shown it is possible to increase empathic ability (Ancel, 

2006; Cutcliffe & Cassedy, 1999; Ozcan et al., 2012); however, there are no precise 

methodologies, content, or timing of empathy training to be offered in nursing education. 

Need for Additional Research  

Further research needs to explore and develop a more concrete definition of empathy 

(Cinar, Cevahir, Sahin, Sozeri, & Kuguoglu, 2007; Gould, 1990; Yu & Kirk, 2008) and similar 

concepts, such as compassion, caring, sympathy, and caring.  It is also important to examine 

which variables impact empathy, such as gender (Cunico et al., 2012; Ozcan et al., 2012), culture 

(Ozcan et al., 2012), clinical exposure (Ozcan et al., 2012; Sheehan et al., 2013), personality 

(Reynolds & Presly, 1988), personal experiences (Sheehan et al., 2013), and faculty 

characteristics (Cunico et al., 2012).  Research also needs to explore how to measure some of 

these variables.  There is a need to determine how these variables impact empathy levels and 

whether these variables have an effect on educational intervention outcomes.  It is important to 
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identify the variables and their interactions that impact empathy development so educators can 

employ specific interventions to support the empathy levels of their students.  Researchers need 

to develop reliable and valid tools to measure empathy (Yu & Kirk, 2008, 2009).  In addition, 

tools need to be developed that measure empathy from the patient’s perspective, as they are the 

best judges in evaluating the degree of empathy they receive (Cunico et al., 2012; Derksen et al., 

2013; Morse et al., 1992). 

Research also needs to explore why there is a loss of empathy during nursing education 

and practice.  Nurses need to be followed longitudinally in their education and practice to help to 

identify factors that contribute to a loss of empathy.  It is also important to research further the 

outcomes of empathy on patient satisfaction, compliance, and health outcomes and professional 

satisfaction.  This will encourage stakeholders to adopt policies that promote empathy in 

education and practice. 

Pedagogies Used to Teach Empathy 

The development and display of empathy in the nursing profession are critical to providing 

quality patient-centered care.  The following topics related to empathy education are examined: 

(a) traditional methods, (b) arts and humanities approach, (c) clinical education, (d) self-care, and 

(e) simulation.  This body of literature describes the different pedagogies used to foster empathy, 

so intentional evidence-based strategies can be developed by educational leaders.    

Nurse educators can use different instructional tools to cultivate empathy in students, 

such as traditional methods (e.g., Ancel, 2006; Cunico et al., 2012; Cutcliffe & Cassedy, 1999; 

Nardi, 1990; Ozcan et al., 2011; Ozcan et al., 2012; Taylor et al. , 2009), arts and humanities 

approach (e.g., DeVito, 1999; Dow et al., 2007; Garrison et al., 2011; Gaufberg & Williams, 

2011; Ozcan et al., 2011; Shapiro & Rucker, 2003; Sheehan et al., 2013), clinical education (e.g., 
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Henry-Tillman et al., 2002; Shapiro, 2002), self-care (e.g., Beddoe & Murphy, 2004; Schure et 

al., 2008) and simulation (e.g., Bearman et al., 2015; Chaffin & Adams, 2013; Dearing & 

Steadman, 2009; Eymard et al., 2010; Maruca et al., 2015; Vanlaere et al., 2012).  The models of 

education that show the most promise are those that use experiential styles of learning (Brunero 

et al., 2010).   

In medical education, Batt-Rawden, Chisolm, Anton, and Flickinger (2013) reviewed 18 

articles (15 quantitative and three qualitative studies) and found 15 research studies reported 

significant increases in empathy levels in medical students who were involved in empathy-

improving educational interventions.  The educational interventions used one or more of the 

following to improve empathy levels of medical students: patient narratives, creative arts, 

writing, drama, communication skills training, problem-based learning, interprofessional skills 

training, patient interviews, experiential learning, and empathy-focused training.  The findings of 

the research suggest that different types of educational interventions can be effective in 

cultivating empathy. 

Traditional Methods to Cultivate Empathy 

Educators have employed traditional methods to cultivate empathy, such as 

communication skills training course (Ancel, 2006; Cunico et al., 2012; Cutcliffe & Cassedy, 

1999; Nardi, 1990; Ozcan et al., 2012; Taylor et al., 2009).  Cunico et al. (2012) found 

improvements in the empathy levels of nursing students who attended seminars and laboratory 

training during their 3-year degree course.  The training course was effective for women, 

although the results were less clear for men.  Men enrolled in the course showed a lower 

emotional empathy profile than the female control group and intervention group; however, 

sample size was small and lacked reliability.  A short skills based training course, ranging 
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between three and 13 hours, can be an effective method to enhance empathy levels (Cutcliffe & 

Cassedy, 1999; Nardi, 1990; Ozcan et al., 2012).  Taylor et al. (2009) showed a statistically 

significant improvement in empathic ability when nurses participated in a self-directed learning 

package, which included a DVD and workbook.  Ancel (2006) showed statistically significant 

improvement for empathic communication in nurses participating in an in-service training 

program that lasted a total of 20 hours over 4 days. 

Arts and Humanities Approach to Cultivate Empathy 

Empathy can be fostered through the integration of art, drama, dance, and literature into 

healthcare education (DeVito, 1999; Dow et al., 2007; Garrison et al., 2011; Gaufberg & 

Williams, 2011; Ozcan et al., 2011; Shapiro & Rucker, 2003; Sheehan et al., 2013).  

Hippocrates, in the fifth century BC wrote, “Wherever the art of medicine is loved there is also a 

love of humanity” (as cited in Stone & Gordon, 2013, p. 824).  Creative approaches to teach 

empathy in medical education include theatre performance (DeVito, 1999; Dow et al., 2007), 

narrative writing (Garrison et al., 2011), poetry (Shapiro & Rucker, 2003), and guided museum 

tours (Gaufberg & Williams, 2011).  Nursing students can broaden their understanding of illness 

through learning and understanding a patients’ perspectives.  Theatre performances provide 

students with the opportunity to identify with imagined roles and situations, either as a 

participant or observer; this enables students to take on and see a patient’s perspective, so they 

can provide better patient-centered care (DeVito, 1999).  

Ozcan et al. (2011) utilized multiple expressive methods, such as the use of oral 

presentations, videos, modeling, practiced negotiation based on experiences, and psychodrama 

methods, to improve empathy levels of both nursing and medical students.  Nursing students who 

completed a semester-long course on the different dimensions of human suffering improved their 
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empathy levels at the completion of the course (Sheehan et al., 2013).  Instructors utilized 

nontraditional teaching methods, such as guided imagery, role-playing, and creative projects, to 

emphasize a greater understanding of suffering.   

Clinical Education as a Technique to Cultivate Empathy   

Hospital educational experiences can have a significant impact on empathy levels of 

nursing students.  Students can learn empathy through observing role models (Armstrong, 2008; 

Burgess, Oates, & Goulston, 2016; Mikkonen et al., 2015; Shapiro, 2002; Weissman, Branch, 

Gracey, Haidet, & Frankel, 2006) and shadowing a patient (Henry-Tillman et al., 2002). 

Role models.  Role models can shape behaviors, attitudes, and skills learned by students 

(Armstrong, 2008; Burgess et al., 2016; Mikkonen et al., 2015; Shapiro, 2002; Weissman et al., 

2006).  Armstrong (2008) suggested that role models have an important responsibility to be 

“gatekeepers” in learning.  A teacher’s empathy can influence a nursing student’s learning and 

professional development (Mikkonen et al., 2015).  A lack of good role models can also be a 

barrier for learning empathy (Afghani et al., 2011). 

Medical education was found to reinforce the importance of good role models in a study 

where researchers interviewed primary care physicians to understand how empathy could be 

fostered in medical students and residents (Shapiro, 2002).  According to the medical educators, 

role modeling was believed to be the most effective approach to improving empathy.  Weissman 

et al. (2006) found clinical medical education instructors taught humanistic and professional 

values almost exclusively by role modelling.  These values were respect, patient care, empathy, 

and sensitivity.  Burgess et al. (2016) interviewed medical students and found students identified 

both positive and negative characteristics and behaviors based on their clinical instructors.  The 
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students identified clinical attributes, teaching skills, and personal qualities of positive role 

models.  Empathy was one of the valued qualities.   

Shadowing a patient (patient navigator).  Patient-centered care is best understood 

when a provider understands every moment of the patient’s and the patient’s family’s journey 

through the healthcare system.  Henry-Tillman et al. (2002) explored the experiences of first-

year medical students participating in the Patient Navigator Project.  Students shadowed a patient 

during visits with a surgical oncologist throughout their cancer treatment.  Participants reported 

that they learned to see the patients as people, not as numbers or diseases.  Most students said 

they experienced empathy while participating in the program.  Costello and Horne (2001) found 

that nursing students learned a more patient-centered approach when patients were utilized in 

classroom-based learning experiences. 

Empathy From Self-Care  

Nursing training and practice are stressful, and such stress may be a barrier to empathy.  

Fostering self-care has been hypothesized to improve empathy (Beddoe & Murphy, 2004; Schure 

et al., 2008) by reducing work related stress and compassion fatigue.  Schure et al. (2008) 

conducted a four-year qualitative study on the influence of hatha yoga, meditation, and qigong 

on graduate counseling students.  Students participated in a 15-week, mindfulness-based stress 

reduction course.  Students reported positive physical, emotional, mental, spiritual, and 

interpersonal changes and significant effects on their counseling skills and therapeutic 

relationships.  Beddoe and Murphy (2004) explored whether the mindfulness of nursing students 

impacted stress and empathy levels.  The researchers found nursing students who participated in 

an eight-week mindfulness-based stress reduction course had significantly reduced anxiety.  
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Students’ empathy also improved in two dimensions.  The findings suggest mindfulness training 

can impact nurses’ coping ability and improve their empathy.   

Simulation    

Simulation is increasingly being used as an instructional method and a means through 

which educators are trying to cultivate empathy in nursing students (Bearman et al., 2015; 

Chaffin & Adams, 2013; Dearing & Steadman, 2009; Eymard et al., 2010; Maruca et al., 2015; 

Vanlaere et al., 2012).  Simulation is an experiential learning approach, defined by Kolb (1984) 

as the process where knowledge is created though the transformation of experience.  Simulation 

“allows them to be challenged and reflect on their own feelings and beliefs, to move along a 

continuum to internalize values, and to think about their future behaviours when dealing with 

patients” (Bornais, Taplay, Willett, & Horsley, 2016, para. 4).  Bearman et al. (2015) performed 

a systematic review of 27 studies on learning empathy through simulation, including nine 

randomized controlled studies.  The studies showed simulation as an appropriate methodology to 

teach empathy.  The experiential styles of learning showed the most potential. 

Simulation can be used to teach empathy in many different areas, such as mental health, 

geriatrics, and medical surgical nursing.  Chaffin and Adams (2013) found that a simulation on 

auditory hallucinations of schizophrenics improved students’ empathy ratings.  Students reported 

more understanding of psychiatric patients and more empathy for the challenges that patients 

face.  Students’ comments demonstrated they were changed by the experience.  In a similar 

study, Dearing and Steadman (2009) found the use of voice simulation improved students’ 

insight and empathy for patients with auditory hallucinations.  Simulation can provide students 

with a better understanding of a patient’s perspective.   
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Simulation can provide students with a unique opportunity to play the role of a patient.  

Vanlaere et al. (2012) had healthcare providers take on the role of an elderly patient.  The 

participants reported the simulation experience affectively moved them.  The participants who 

took on the role of the elderly patient felt physical and mental discomfort, such as pain and 

coldness.  This was a motivating factor to reflect on their practice, which had an impact on 

empathetic abilities.  In a similar study by Eymard et al. (2010), nursing students experienced the 

physical ailments of older adults in a simulation.  Students rotated between four different stations 

to simulate old age: hearing and vision, wound prevention, chronic obstructive pulmonary 

disease (COPD), and physical limitations.  Students had increased empathy and knowledge after 

the simulation.  Maruca et al. (2015) had nursing students wear an ostomy bag for 48 hours.  

Students perceived improvement of empathy levels after participating in the simulation.   

Summary 

Empathy is a skill that can be taught (Alligood, 1992) and there are multiple pedagogies 

that are effective in fostering empathy.  These include traditional methods, such as a training 

course, or utilizing arts and humanities to foster empathy.  Also, during hospital educational 

experiences student can learn empathy from role models and by following patients.  Promoting 

self-care can help cultivate empathy by reducing stress and preventing burnout.  Lastly, 

simulation is another methodology being used to cultivate empathy.  Experiential styles of 

learning show the most promise (Bearman et al., 2015). 

However, there were common methodological shortcomings noted in the literature—lack 

of a control group, nonrandomized design, conducted at a single institution, and lack of a 

baseline empathy measurement and long-term follow-up.  Also, many of the studies came from 

disciplines other than nursing.  Most of the nursing research focused on specific training courses 
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(Cinar et al., 2007; Nardi; 1990) and simulation (Chaffin & Adams, 2013; Dearing & Steadman, 

2009).  The lack of valid and reliable measurement tools make it difficult to assess the 

effectiveness of the different pedagogies being used to cultivate empathy (Yu & Kirk, 2008).  

Therefore, it is difficult to draw strong conclusions based on the research. 

Need for Additional Research  

 First, it is important to research the different pedagogies in nursing education.  Studies 

need to evaluate which educational strategies are most effective and have a long-term influence 

on empathy levels in nursing students (Cunico et al., 2012; Hodges, 1991; Mennenga, Bassett, & 

Pasquariello, 2016).  Cunico et al. (2012) suggest it is important to understand whether 

educational interventions have a long-term effect or if they are transient with time.  It is 

important to research the amount and timing of empathy training—whether it is one specific 

training or is integrated throughout (with multiple methodologies) in the nursing curriculum.   

 Good quality research with an experimental design, including large sample sizes should 

be carried out (Cunico et al., 2012; Ozcan et al., 2012; Reynolds & Presly, 1988; Yu & Kirk, 

2008).  The development of valid and reliable assessment instruments for measuring empathy is 

also needed (Yu & Kirk, 2008).  There also needs to be greater understanding of the variables 

that influence a nursing student’s ability to learn and display empathy (Brunero et al., 2010).  

Research needs to determine if educational interventions targeting nurses’ empathy also affect 

patient outcomes.   

 Simulation pedagogy is being used more frequently in nursing education.  Further 

research needs to determine if over-exposure to simulation pedagogy impairs empathy levels in 

nursing students.  The use of mannequins has the potential to cause students not to relate well 

with actual patients by impairing communication skills and decreasing empathy (Dean et al., 
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2016).  Research needs to explore the different barriers to empathy in simulation.  These include 

exploring whether the type of simulation used and the degree of fidelity has a negative impact on 

empathy levels.  The NLN Jeffries simulation theory can be a lens to explore strategies and 

barriers to cultivating empathy levels in nursing students (Jeffries, 2016). 

Lastly, research needs to be conducted that examines how empathy can be improved 

through simulation pedagogy.  Most of the research on empathy and simulation has explored 

specific simulation experiences to cultivate empathy (Chaffin & Adams, 2013; Dearing & 

Steadman, 2009; Maruca et al., 2015).  Currently, there is a gap in the literature exploring how 

empathy can be incorporated throughout the whole simulation process.  The NLN Jeffries (2016) 

simulation is a lens to explore strategies to cultivate empathy throughout the pedagogy.  

Qualitative research is an excellent framework to identifying strategies and barriers to weaving 

empathy into simulation pedagogy, because there has been a lack of research on this 

phenomenon. 

Simulation as a Pedagogical Approach in Nursing 

 Nursing simulation is increasingly being utilized as a powerful pedagogical approach in 

nursing education and practice.  The following topics are examined in this review of the 

literature: (a) background on nursing simulation, (b) politics of nursing simulation, (c) simulation 

design, (d) simulation outcomes in nursing education, and (e) simulation as a teaching strategy in 

nursing practice.  Simulation is a technique, not a technology, for learning in the context of 

nursing.  There is a multitude of driving forces that have influenced the development and 

leverage of simulation in nursing programs.  However, there are challenges to incorporating 

simulation in nursing programs and meeting all of the educational outcomes needed for effective 

pedagogy.  Simulation design must be considered to achieve optimal outcomes.  These 
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educational outcomes in nursing education include knowledge, skill performance, learner 

satisfaction, clinical thinking, and self-confidence.  Lastly, simulation is being utilized in nursing 

practice to improve patient outcomes and healthcare systems. 

Background  

Traditionally, students integrate theory and didactic knowledge into the practice of 

nursing in the clinical environment (Hayden et al., 2014).  This hands-on experience is expected 

to prepare students for entry into clinical practice.  Recently, educators are utilizing more 

innovative pedagogies to better prepare students for the complex work environment.  Simulation 

is increasingly being utilized as an essential pedagogical approach in nursing education 

(Aebersold & Tschannen, 2013; Cant & Cooper, 2010; Gore, Hunt, Parker, & Raines, 2011; 

Hayden et al., 2014) and practice (Aebersold & Tschannen, 2013; Phipps et al., 2012; Riley et 

al., 2011; Shea-Lewis, 2009; Theilen et al., 2012).  The proliferation of simulation was 

demonstrated in an NCSBN national survey where 917 out of 1,060 nursing programs were 

utilizing medium- or high-fidelity simulations in their curriculum (Hayden, 2010).  This is 

compared to a survey in 2002 finding that found only 66 nursing programs utilized simulations 

(Nehring & Lashley, 2004).  

Definition.  Researchers use various terms when they discuss simulation.  Typically, 

simulation is described as a technique or pedagogy for teaching and learning.  Gaba (2004) 

defined simulation as “a technique, not a technology, to replace or amplify real experiences with 

guided experiences, often immersive in nature, that evoke or replicate substantial aspects of the 

real world in a fully interactive fashion” (p. 126).  Similarly, Jeffries (2005) described simulation 

as “activities that mimic the reality of a clinical environment and are designed to demonstrate 

procedures, decision-making and critical thinking through techniques such as role playing and 
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the use of devices such as interactive videos or mannequins” (p. 97).  Both definitions emphasize 

that simulation is a pedagogy and realism is part of it.     

However, simulation can also be referred in the literature as the technology utilized.  

According to Nehring and Lashley (2010), simulation involves seven areas: partial and complex 

task trainers, role-play, games, computer-assisted instruction, standardized patient, virtual reality 

and haptic systems, and integrated simulators (low- through high-fidelity simulation).  These 

terms all refer to simulation, but they range from equipment or technology to pedagogy.  

Simulation is a pedagogical method or a specific instructional technique that provides a learning 

opportunity for students to integrate theory and practice in a safe clinical environment (Cant & 

Cooper, 2010; Gore & Thomson, 2016).  The goal of simulation is to utilize a more student-

centered approach to active learning, as opposed to more traditional methods of learning (Cioffi, 

2001; Jeffries & Clochesy, 2012).  

Politics of Nursing Simulation  

The NLN wrote a position statement mandating a paradigm shift toward “dramatic 

reform and innovation” (NLN, 2003, p. e1) in nursing education to prepare nurses for the 

healthcare of the future.  Later, the NLN (2015) made a “call to action” (p. e5) to promote 

simulation pedagogy in nursing education.  This was the result of many driving forces 

encouraging the use of simulation in nursing curricula.  These forces are putting pressure on 

nurse researchers to provide evidence of outcomes of simulation use in curricula, in an effort to 

increase simulation presence in nursing programs.     

Driving forces.  A variety of forces have rapidly driven the development and utilization 

of simulation in nursing education.  These forces include stakeholders re-evaluating clinical 

experiences (Ironside & McNelis, 2010; Ironside et al., 2013; Reilly & Spratt, 2007; Tanner, 



 52 

2006), societal demands for improving patient safety and the quality of care (Kohn et al., 2000), 

and the demand for interprofessional training and education (Institute of Medicine, 2014; 

Wilhaus et al., 2013; World Health Organization [WHO]; 2010).   

Re-evaluating clinical experiences.  The healthcare environment is rapidly evolving.  

There is an increasing complexity and acuity of patients, while nurses are faced with fewer 

resources (Jeffries, 2005).  Nurse educators are re-evaluating clinical experiences as the preferred 

method of experiential learning because of these challenges.  Tanner (2006) called for a 

transformation of clinical education due to the many challenges in delivering quality learning. 

The NLN commissioned a national survey of 2,386 faculty members exploring the barriers and 

challenges of cultivating clinical learning (Ironside & McNelis, 2010).  The following barriers 

were identified: lack of clinical sites, lack of qualified faculty, crowded clinical groups, 

restrictions on the number of students allowed in a clinical environment, and time-consuming 

nature of students learning multiple agency systems.  Multiple researchers have also identified 

the limited availability of clinical placement sites as a significant challenge to educating students, 

which limits the number of students who can be accepted into nursing programs (Bearnson & 

Wiker, 2005; Hovanscek, 2007; Issenberg, McGaghie, Petrusa, Gordon, & Scalese, 2005). 

Unfortunately, this has a negative effect on the current nursing shortage (Kline & Hodges, 2006).  

According to the AACN (2014) survey, 68,936 qualified applications to professional nursing 

programs were rejected.  However, a severe nursing shortage is predicted over the next 20 years, 

due to an ageing workforce and population (AACN, 2012). 

The ability to be taught complex learning in a clinical environment is now being 

questioned.  Ironside et al. (2013) found students in clinical environments focused more on task 

completion than on the more complex learning that is required for nursing practice.  In addition, 
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students have variable learning experiences in traditional clinical settings (Reilly & Spratt, 

2007).  These barriers have fostered the utilization of simulation as adjunct and replacement to 

learning in the clinical environment.   

Improve patient safety and quality.  Stakeholders are demanding policymakers and 

healthcare professionals improve patient safety and quality of care.  Nurse education programs 

are under greater scrutiny to produce graduates who are competent in providing safe, quality 

patient care.  The clinical learning environment has an increase in the patient acuity, and as a 

result, may not be the best environment for students to learn safely (Decker, Sportsman, Puetz, & 

Billings, 2008; Flanagan, Nestel, & Joseph, 2004; Larew, Lessans, Spunt, Foster, & Covington, 

2006; Shearer, 2013).  The reality is that making mistakes is part of the learning process in 

nursing and that simulation provides a safe environment in which nursing students can make 

mistakes without harming actual patients.  Simulation has been used to successfully prepare 

students for clinical experiences (Dearmon et al., 2013).  Patient safety issues have been cited as 

one of the driving forces for utilizing simulation training (Bearnson & Wiker, 2005; Feingold et 

al., 2004; Issenberg & Scalese, 2008; Jeffries, 2005; Seropian, Brown, Gavilanes, & Driggers, 

2004).  The Institute of Medicine (IOM) report, To Err is Human: Building a Safer Health Care 

System, recommends simulation training as a strategy to prevent errors in clinical settings (Kohn 

et al., 2000).  With simulation nursing students can hone skills and practice procedures without 

any risk to actual patients.   

Demand for interprofessional training and education.  There has been a strong demand 

from various disciplines and international professional societies (IOM, 2014; WHO; 2010) for a 

collaborative, team-based workforce gained through interprofessional training and education.  

WHO (2010) declared interprofessional collaborative practice critical to high quality, safe, and 
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accessible patient-centered care.  Effective collaboration among healthcare providers is an 

essential component of high-quality patient care (American Association of Colleges in Nursing, 

1995).  Furthermore, in 2012 the Society for Simulation in Healthcare (SSH) and the NLN 

promoted the advancement of interprofessional education and simulation through a white paper, 

Interprofessional Education and Healthcare Simulation Symposium.  In this paper, the 

researchers stated simulation is a “powerful tool that should be leveraged in Interprofessional 

Education” (Wilhaus et al., 2013, p. 23).   

Challenges of simulation.  Despite all the driving forces for the expanded use of 

simulation in nursing education, there are still many challenges stakeholders face.  The 

challenges include high cost of simulation (Bland & Sutton, 2006; Harlow & Sportsman, 2007; 

Haskivitz & Koop, 2004), time needed to participate and prepare for simulation (Feingold et al., 

2004), space availability (Reeves et al., 2008), lack of faculty preparation (King, Moseley, 

Hindenland, & Kuritz, 2008; Seropian et al., 2004; Taibi & Kardong-Edgren, 2014), technology 

issues (Howard et al., 2011), lack of realism (Dean et al., 2016), and risk sensitization (Onello & 

Regan, 2013).   

Utilization of resources.  The high cost of simulation laboratories can be prohibitive for 

many nursing programs to be able to utilize them (Bland & Sutton, 2006; Harlow & Sportsman, 

2007; Haskivitz & Koop, 2004).  McIntosh, Macario, Flanagan, and Gaba (2006) calculated the 

initial cost of a simulation renovation was $876,485 with a fixed cost per year of $361,425.  The 

initial capital expenditures of developing a simulation lab, in addition to the ongoing expenses of 

running a lab, can be a significant barrier for nursing programs to embrace simulation as 

pedagogy.  The cost associated with running a simulation includes faculty training, equipment 

and laboratory space, purchasing simulations, and staff needed to run the lab.  Simulations 
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scenarios also require additional time and resources (Feingold et al., 2004).  Nursing programs 

need to provide adequate space for the technology and equipment (Reeves, 2008).   

Lack of faculty preparation.  Lack of faculty education and training can be a barrier to 

utilizing simulation or can result in an ineffective educational pedagogy.  King et al. (2008) 

found faculty attitudes were the main factor in determining simulation use.  Taibi and Kardong-

Edgren (2014) found that “despite persistent or increasing pressures to use simulation, faculty 

remain inadequately trained and simulation remains under-used” (p. e51).  Faculty members 

need the proper skills and knowledge to run simulation effectively (Seropian et al., 2004).   

Technology issues.  Technology issues can be a barrier for faculty members in terms of 

using simulation.  Howard et al. (2011) found faculty members reported challenges with their 

inexperience with technology, time constraints with learning the technology, and problems 

related to realism.  Issues related to technology can negatively affect faculty attitudes and 

readiness to integrate simulation.   

Realism.  Simulations are scenarios that can occur in a real workplace environment.  

Dean et al. (2016) reported undergraduate nursing students found it challenging to relate to 

HPSMs as being real.  Students reported that the simulation was not conducive to the 

development of interpersonal skills, which is a major limitation of the use of simulations, as 

communication is one of most important skills a nurse can possess.  Kardong-Edgren, Willhaus, 

Bennett, and Hayden (2012) gathered data from the National Council of State Boards of Nursing 

survey on faculty perceptions of simulation.  Faculty reported that communication skills and 

delivery of care were the skills most commonly cited as not being learned in simulation.   

Risk sensitization.  During simulation students can practice high risk scenarios, such as 

the resuscitation of a newborn or a postpartum hemorrhage. Students who are exposed to high 
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risk, low occurrence events may be more reactive in everyday practice (Onello & Regan, 2013).  

Reactivity leaves students with a heightened sense of awareness.  According to Onello & Regan 

(2013), this is problematic because it can prohibit students’ ability to process emerging patient 

situations.   

Replacing clinical education with simulation.  The challenges associated with clinical 

education, the demand for increasing patient safety, and the need for interprofessional education 

have been driving forces in the utilization of simulations in nursing education (IOM, 2014; 

Jeffries, 2005; WHO, 2010).  As a result, educators, nursing programs, and state boards of 

nursing have suggested traditional clinical experience hours be replaced by nursing simulation.  

There had been a lack of high quality research on the substitution of traditional clinical hours 

with simulation until the publishing of a landmark study sponsored by the NCSBN (Hayden et 

al., 2014).  The NCSBN National Simulation Study was a large scale, randomized, controlled 

study that demonstrated there were no differences in clinical competency, nursing knowledge, 

National Council Licensure Examination (NCLEX) pass rates, or readiness and competency for 

practice in students who had 25% or 50% of their traditional clinical hours replaced by 

simulation.  This landmark study provides “substantial evidence that up to 50% simulation can 

be effectively substituted for traditional clinical experiences in all prelicensure core nursing 

courses under conditions comparable to those described in the study” (Hayden et al., 2014, S38).  

The challenge will be for nursing programs to provide the same conditions utilized in the study.   

Simulation Design   

 The NLN Jeffries (2007, 2012) simulation framework identifies five design 

characteristics of a simulation: objectives, student support, problem-solving, fidelity, and 

debriefing.  Objectives are predetermined education goals that guide the design, development, 
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and evaluation of the simulation-based learning (SBL) intervention (Jeffries, 2016).  

Informational and instructional support is given to students before (preparatory documents), 

during (cueing), and after (feedback) the simulation activity to meet SBL objectives (Jeffries, 

2016).  Problem-solving occurs when students are actively involved in the simulation and meet 

objectives structured to increase knowledge, skills, and attitude.  The debriefing follows the 

simulated activity and is a process where students and educators reflect on the simulation and 

foster development of clinical reasoning and judgment skills (Jeffries, 2016). 

 A simulation involves three parts: the prebriefing or briefing, the simulated practice 

scenario, and a debriefing session (Page-Cutrara, 2014).  The prebriefing provides participants 

with the scenario objectives, the patient report, participants’ roles in the scenario, tasks, 

timeframe, and orientation to environment and equipment (Meakim et al., 2013).  Page-Cutrara 

(2014) emphasized that briefing establishes the pedagogy and culture of learning and is 

instrumental in leading and evaluating outcomes.   

 The simulation activity is comprised of modalities (e.g., role-play, anatomical, manikin, 

hybrid, and virtual computer), scenario, and cueing (Jeffries, 2016).  According to Lioce, 

Meakim, Fey, Victor Chmil, and Alinier’s (2015) Standards of Best Practice: Simulation 

Standard IX: Simulation Design, the clinical scenario may include a situation and backstory, 

which provide a realistic beginning where the activity will develop.  The simulation design 

includes the realism or fidelity of simulation. 

 Fidelity.  Fidelity of a simulation is an important component in simulations and is 

defined as the extent that a simulation mimics reality (Jeffries & Rodgers, 2007).  The degree of 

realism or fidelity ranges from very artificial to a situation that appears very real.  Hotchkiss, 

Biddle, and Fallacaro (2002) used “authenticity” as a measure of fidelity.  Simulation design 
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considers three dimensions of fidelity: physical, psychological, and conceptual (Jeffries, 2016).  

Lioce et al.’s (2015) Standards of Best Practice: Simulation Standard IX: Simulation Design 

emphasizes how when the physical, conceptual, and psychological aspects of the simulation 

design are enhanced, the perception of realism is improved.   

 The research has been mixed with regard to high-fidelity simulation over lower fidelity.  

Students have found better performance with higher fidelity simulations (Crofts et al., 2006; 

Grady et al., 2008; Rodgers, Securro, & Pauley, 2009), and some research has shown no 

difference in performance when using low- or high-fidelity simulations (Lee, Grantham, & 

Boyd, 2008; Matsumoto, Hamstra, Radomski, & Cusimano, 2002).  While differences in 

outcomes have not been established, students prefer higher levels of fidelity in nursing 

simulations (Jeffries & Rizzolo, 2006; Lapkin et al., 2010).  Grady et al. (2008) found higher 

fidelity simulations had better results in terms of performance and attitudes.  Students expressed 

a more positive attitude toward a high-fidelity mannequin, especially regarding responsiveness 

and realism.  Male students reported more positive views of high-fidelity simulation than female 

students.  Gore, Leighton, Sanderson, and Wang (2014) used a quasi-experimental study design, 

where students were randomized in high- versus low-fidelity simulation before their clinical 

component.  The researchers reported students preferred high-fidelity over low-fidelity 

simulation.  Students in the traditional clinical experience group and the high-fidelity simulation 

perceived their learning needs were met.  However, students in the low-fidelity and traditional 

clinical environment perceived their learning needs were better achieved in the traditional 

clinical environment.  Munshi, Lababidi, and Alyousef (2015) suggested different degrees of 

fidelity may be required depending on the objectives and educational level of the participants.   
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Simulation Outcomes in Nursing Education   

 Simulation is widely being used in healthcare education.  However, research on the 

educational outcomes of simulation is lacking (Hayden et al., 2014; Hicks, Coke, & Li, 2009).  

Jefferies’ (2005) simulation model identifies five constructs of learning outcomes: skill 

performance, learner satisfaction, knowledge/learning, critical thinking/clinical judgement, and 

self-confidence/self-efficacy.  Simulation has been shown to improve knowledge, skill 

performance, learner satisfaction, critical thinking, and self-confidence.  Nehring and Lashley’s 

(2010) High-Fidelity Patient Simulation in Nursing Education found only 13 research articles on 

nursing student outcomes, and the results were mixed.  Cant and Cooper (2010) performed a 

systematic review that included 12 studies.  The data showed simulation as a valid teaching and 

learning strategy, with six studies showing additional gains in knowledge, critical thinking 

ability, satisfaction and confidence, compared to a control group.  Lapkin et al. (2010) performed 

a meta-analysis of simulation outcomes in nursing.  Eight research articles were examined, and 

researchers found simulation improved critical thinking, skill performance, and knowledge.  The 

evidence regarding critical reasoning skills was inconclusive; however, the research suggested 

that the components of clinical reasoning (knowledge, critical thinking, and the skills to identify 

a deteriorating patient) improved with simulation.   

 Knowledge.  Simulation has demonstrated effectiveness as a mechanism for knowledge 

acquisition and retention (Brannan & Bezanson, 2008; Dearmon et al., 2013; Gates et al., 2012).  

Nursing knowledge and clinical performance are the primary measures of competence in 

undergraduate education.  Students need to be competent to successfully pass their NCLEX and 

enter the workforce.  Nestel, Gordon, Eikeland-Husebo, and O’Donnell (2011) performed a 

systematic review that showed simulation mostly leads to improved knowledge and skills.  
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Lapkin et al. (2010) also performed a systematic review with eight articles and found the use of 

HPSMs improves knowledge acquisition.  

 Skill performance.  There have been mixed results evaluating students’ skill 

performance using simulation.  Alinier et al. (2004) found improvement in skill performance in 

nursing students’ learning through simulation.  Nestel et al. (2011) performed a systematic 

review with 81 articles that showed simulation mostly leads to improved knowledge and skills.  

The pedagogy of simulation for learning and teaching utilizes diverse means to achieve 

knowledge and skill acquisition.  These methods of simulation pedagogy include mannequins, 

simulated patients, anatomic simulators, and others. 

 Simulation may be effective in teaching some skills, but not all.  Seropian et al. (2004) 

reported simulation might be beneficial in the demonstration of technical skills but not 

promotion of interpersonal skills.  Grady et al. (2008) demonstrated higher performance on skill 

acquisition with high-fidelity, rather than low-fidelity simulations.  Some research has not shown 

simulation as an effective means to skill performance (Reinhardt, Mullins, Blieck, & Schultz, 

2012; Wenk et al., 2009).  

 Learner satisfaction.  Student satisfaction with simulation is an important educational 

outcome that cannot be overlooked.  Learner satisfaction has been demonstrated to be 

instrumental in active, meaningful learning (Susan, 2008).  Students have shown satisfaction in 

learning with nursing simulations (Dearmon et al., 2013; Lapkin et al., 2010).  Wotton, Davis, 

Button, and Kelton (2010) found students perceived high-fidelity simulation as enjoyable, with 

an acceptable degree of challenge.  Students had transient feelings of confusion, which were 

understood to be part of the problem-solving process.   

 Critical thinking.  An important skill for nursing practice is critical thinking and clinical 
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judgement, and critical thinking is itself an outcome variable measured in simulation.  There is 

evidence that critical thinking skills improve with simulation pedagogy (Cant & Cooper, 2010; 

Rhodes & Curran, 2005; Wood & Toronto, 2012).  Lapkin et al. (2010) did a systematic review 

of eight empirical studies and found the use HPSMs improves critical thinking, but there is a lack 

of empirical evidence that clinical reasoning skills are improved.  However, there are studies that 

do not support the improvement of critical thinking skills (Lewis & Ciak, 2011; Rome, 2012).  

Goodstone et al. (2013) found an increase in critical thinking outcomes of students, but there was 

no difference between the critical thinking outcomes in students who received instruction using 

high-fidelity patient simulation versus low-fidelity simulation.  This is significant for nursing 

programs that don’t want to invest in high-fidelity simulators.  

Self-Confidence.  Nursing students’ levels of confidence and anxiety about meeting 

performance expectations can interfere with their learning process and performance.  It is critical 

that nurse educators utilize instructional methods that foster learning by enhancing self-

confidence and minimizing anxiety and stress.  The literature regarding anxiety and simulations 

is mixed.  Simulations have been shown to decrease anxiety (Dearmon et al., 2013; Gore et al., 

2011) and improve self-confidence (Dearmon et al., 2013; Reilly & Spratt, 2007; Scherer et al., 

2007; Sinclair & Ferguson (2009).  Dearmon et al. (2013) found a simulation-based orientation 

increased knowledge and confidence and decreased the anxiety of nursing students.  Students 

reported satisfaction in participating in simulation.  Brannan and Bezanson (2008) found 

students’ confidence levels were not significantly enhanced with human patient simulator (HPS).  

Sharpnack and Madigan (2012) showed that the use of simulation enhanced students’ self-

confidence and collaborative team-building opportunities.  However, Alinier et al. (2004) and 

Alinier, Hunt, Gordon, and Harwood (2006) found no differences in self-confidence 
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ratings.  However, simulations can also evoke anxiety with nursing students (Nielsen & Harder, 

2013).  

Simulation as a Teaching Strategy in Nursing Practice   

 Nurses are under increased scrutiny to provide safe and high-quality care to improve 

health outcomes.  Hospitals are utilizing simulations to train physicians, nurses, and staff to 

develop competence and teamwork in clinical practice.  

 Patient outcomes.  Currently, there is a lack of strong empirical evidence that shows 

simulation has an impact on patient outcomes (Aebersold & Tschannen, 2013).  However, it is 

difficult to conduct research addressing the effects of simulation training on patient outcomes.  

There is some research that suggests simulation is a promising pedagogy.  Theilen et al. (2012) 

found regular pediatric simulation training improved hospital response to deteriorating patients.  

Shea-Lewis (2009) found that a hospital whose labor and delivery nurses were trained in Team 

Performance Plus, which included didactic and simulation training, lowered their number of 

adverse events.   

 Riley et al. (2011) found didactic and simulation nontechnical skills team training 

improved perinatal patient outcomes, teamwork, and a culture of safety.  Phipps et al. (2012) 

found a significant decrease in the number of adverse events after utilizing a labor and delivery 

team-training program with a simulation component.  Simulation has promise to be an innovative 

pedagogy in both nursing education and practice. 

Healthcare systems.  Healthcare systems can be impacted by the use of simulation to 

train providers.  There are a few studies that explored the cost-effectiveness and changes of 

practice associated with the use of simulation (Jeffries, 2016).  Cohen et al. (2010) found a SBL 

program dramatically reduced catheter-related bloodstream infections.  The researchers 
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identified a net annual cost savings of $700,000 from simulation education.  Simulation is being 

suggested to improve preventable medical errors and mortality (Henriksen et al., 2011).  

Simulation-based approaches can also be used to evaluate team performance and organizational 

processes. 

Summary 

The review of literature pertaining to nursing simulation revealed simulation has an 

extensive history (Nehring & Lashley, 2010).  Simulation-based learning is a student-centered 

approach where active learning occurs.  There are many driving forces pushing for the utilization 

of simulation as an innovative pedagogy in nursing education.  Yet, simulation comes with its 

own set of challenges.  Simulation can be utilized to meet desired educational and practice 

outcomes.  Educational outcomes in this literature review were evaluated through the lens of the 

NLN Jeffries Simulation Framework and the NLN Jeffries simulation theory (Jeffries, 2005, 

2007, 2012, 2016).  The educational outcomes were knowledge, skill performance, learner 

satisfaction, critical thinking, and self-confidence.  Further, patient outcomes and system 

outcomes were examined.  Nursing practice organizations also utilize simulation as an 

instructional method to improve patient outcomes.  

Simulation pedagogy research seems generally favorable in healthcare teaching and 

learning (Cant & Cooper, 2010; Hayden et al., 2014).  However, there has not been sufficient  

research on simulation outcomes (Hayden et al., 2014), and the results are mixed in the limited 

research that does exist (Alinier et al., 2004; Alinier et al., 2006; Scherer et al., 2007).  

Determining the effectiveness of simulation pedagogy is challenging because of the variations in 

research design and methods.  There is variability in simulation interventions and the fidelity of 

simulation being utilized in the research that makes comparisons difficult (Cant & Cooper, 
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2010).  There is also limited research on comparing simulation to other methods in nursing 

education (Cant & Cooper, 2010). 

The current body of nursing research on simulation is extensive, but most studies lack 

rigorous methodology (Cant & Cooper, 2010; Hayden et al., 2014).  Shortcomings in the 

research design are the result of small sample sizes, exclusion of a control group, and lack of 

randomization (Hayden et al., 2014).  The use of small samples results in insufficient power to 

detect effects of simulation pedagogy on outcomes (Lapkin et al., 2010).  Lapkin et al. (2010) 

performed a systematic review of the literature from 1999 to 2009, examining simulation 

outcomes.  The search revealed 1,600 articles on nursing simulation, but even with relaxation of 

inclusion criteria, only eight articles were examined.  The majority of the articles did not meet 

the inclusion criteria for methodological quality.  Therefore, it is difficult to draw strong 

conclusions based on the research to date.   

There was variation in the assessment measures utilized in simulation research (Cant & 

Cooper, 2010).  Many of the studies used instruments/tools that were developed by the 

researchers themselves (Clark, 2006; Gore, Hunt, & Raines, 2008; Radhakrishnan, Rocke, & 

Cunningham, 2007), and these assessment measures were not tested (Lapkin et al., 2010).  Also, 

assessment scales were often indirect and self-reported (Cant & Cooper, 2010).  As a result, 

these tools and outcomes may not be valid or reliable.   

Need for Additional Research   

Nursing education is utilizing simulation pedagogy as a learning and evaluation tool, as 

well as a replacement for clinical education.  Therefore, research needs to explore outcomes on 

the participant, patient, and system where simulation was used.  The review of the research is 

inconclusive regarding the effectiveness of improving educational and patient outcomes.  
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Weaknesses in methodology make it difficult to draw strong conclusions.  There is a lack of 

empirical evidence of nursing simulations’ impact on patient outcomes (Aebersold & Tschannen, 

2013).  However, the research suggests simulation is a valuable instructional method and 

learning strategy.  However, more research is still needed on educational and patient outcomes 

(Aebersold & Tschannen, 2013; Howard et al, 2011).  Shinnick, Woo, and Mentes (2011) 

suggested there needs to be good quality research at the empirical level to determine if HPS’s 

improve critical thinking and consequently improve outcomes.  Carefully designed multisite 

studies are needed.  Howard et al. (2011) called for more research on documenting actual 

learning outcomes.  A universal method that is reliable and valid is needed to measure learning 

outcomes (Cant & Cooper, 2010; Lapkin et al., 2010) 

Next, as nursing programs are utilizing simulations as a teaching pedagogy, there is need 

for additional research on the use of simulations as a substitute for clinical hours (Gore et al., 

2014).  Further research needs to explore how much clinical nursing can/should be replaced by 

high-quality simulation (Hayden et al., 2014).  Also, researchers need to set standards for what 

defines high-quality simulation.  Regulators need a deeper understanding of the evidence-based 

research on simulation and its impact on nursing education so they can have a more effective 

impact on the policies that affect the nursing profession as a whole (Hayden et al., 2014).     

Simulation pedagogy is growing exponentially and, as a result, there needs to be quality, 

widespread, multisite research aimed at improving simulation as a methodology (Lapkin et al., 

2010; NLN, 2015).  There need to be studies addressing the barriers and challenges to simulation 

pedagogy (Ironside & McNelis, 2010).  Research needs to address each of the many variables of 

the NLN Jeffries simulation theory (NLN, 2015; Sanford, 2010).  Faculty development, 

improved fidelity, reduced barriers to learning in simulations, team size, and improved student 
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support are some areas that need to be further researched.  High-quality simulation must be 

grounded in best practices, including terminology, professional integrity of the participant, 

participant objectives, facilitation, facilitator, the debriefing process, and participant assessment 

and evaluation (INACSL, 2013).  Strategies aimed at improving each of these best practices must 

be further researched (Brannan & Bezanson, 2008; Howard et al., 2011).   

Lastly, best practices should be gathered around the concept of empathy.  This can be 

achieved by exploring the strategies and barriers to incorporating empathy in simulation 

pedagogy.  A qualitative exploration can provide a deep understanding of how to identify 

strategies and barriers to establishing best practices.  Further studies utilizing different 

methodologies could then establish the validity of the strategies and barriers.  

Conclusion 

In summary, this chapter reviewed select research related to the three conceptual areas: 

(a) empathy in nursing, (b) pedagogies to improve empathy, and (c) simulation as a pedagogical 

approach in nursing.  This chapter offered a background on issues that supported and provided 

theoretical structure for this nursing research study.   

The literature revealed that empathy is an essential component of effective 

communication and quality nursing care.  It can impact patient compliance, patient satisfaction, 

and health outcomes.  Nursing students have been shown to have less empathy as they progress 

through nursing school.  There is a strong push to integrate simulation in nursing education as a 

key teaching pedagogy (NLN, 2015).  In addition, nursing programs are relying more and more 

on simulations as a substitute for traditional clinical hours.  Students who experience simulation 

pedagogy tend to focus on disease or the nursing process rather than the patient’s lived 

experience.  Simulations may not connect nurses with the thoughts and feelings of their patients.  
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As a result, students may become more distant and consequently less empathic (Dean et al., 

2016).  Based on findings from the literature reviewed, nurse educators need to develop 

innovative evidence-based best practices that improve simulation pedagogy grounded on 

empathic patient-centered care, so that empathy will be cultivated in nursing students.   This can 

be best achieved by understanding the strategies and barriers nursing faculty identify in weaving 

empathy into simulation pedagogy.  

The literature revealed that there is very little research on the strategies and barriers for 

weaving empathy into simulation pedagogy.  Research has mostly focused on utilizing simulated 

experiences to cultivate empathy.  Some researchers have called for nurse educators to 

incorporate caring, a similar concept to empathy, into nursing simulation pedagogies (Blum et 

al., 2010; Eggenberger & Keller, 2008; Eggenberger et al., 2012; Eggenberger et al., 2010).  In 

view of these facts, the research that was done incorporates a qualitative approach to provide a 

new understanding of the strategies and barriers to weave empathy in simulation pedagogy.  This 

study began to address the limitations of current research, and is was significant in that it will 

serve to improve simulation pedagogy and develop more empathic nurses.  The improved 

empathy from simulations can have a positive impact on the participants’ practice, including 

patient satisfaction, compliance, and health outcomes  

Therefore, the purpose of this research was to explore nursing simulation faculty 

strategies to weaving empathy into simulation pedagogy, as well as for identifying barriers in 

cultivating empathy.  This study was qualitative and used an interpretive phenomenological 

design.  The NLN Jeffries simulation theory was used as the theoretical framework that guided 

this nursing research study (Jeffries, 2016).  Nursing simulation faculty were interviewed to 

explore the strategies that they were using and their perceived strategies for cultivating empathy 
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in simulation pedagogy, as well as the barriers for weaving simulation pedagogy into empathy.  

Simulation faculty were selected as the focus of this study because they are experts in simulation 

pedagogy and are central to the planning, implementation, and evaluation of simulation 

pedagogy with key stakeholders.  The next chapter provides an in-depth look at the design and 

methodology used in this nursing research. 
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CHAPTER 3: RESEARCH DESIGN AND METHODOLOGY 

 

 

 

 This chapter provides a description of the research design and the methodology that were 

used in this qualitative phenomenological nursing study.  The purpose of this study was to 

explore nursing simulation faculty strategies and barriers to weaving empathy into simulation 

pedagogy.  As explained in Chapter 1, the NLN Jeffries simulation theory was used as the 

conceptual framework guiding this study (Jeffries, 2016).  An interpretive phenomenological 

study was conducted, using in-depth, semistructured individual interviews of nursing simulation 

faculty. 

 The goal of this study was to identify strategies being implemented in nursing program 

simulations and the potential strategies that could be used to create a culture of empathy in 

simulation pedagogy, as well as the barriers to weaving empathy into simulation pedagogy; thus, 

improving nursing student empathy levels and the quality of simulation pedagogy.  Most of the 

prior research on improving empathy through simulation had focused on simulated experiences 

used to engender empathy; little evidence spoke to the improvement of simulation pedagogy 

were empathy was woven into the pedagogy.  Some researchers had called for nurse educators to 

incorporate caring, a similar concept to empathy, into nursing simulation pedagogy (Blum et al., 

2010; Eggenberger & Keller, 2008; Eggenberger et al., 2012; Eggenberger et al., 2010).  Dean et 

al. (2016) found the use of mannequins to be a barrier to the development of positive 

interpersonal skills.  This research begins to fill the gap on identifying strategies and barriers to 

weaving empathy into simulation pedagogy. 

 This chapter is organized into the following sections.  First, the chapter begins with a 

restatement of the problem, the research questions, and the definitions of the terms used in the 
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study.  It continues with a description of the design of the study, the trustworthiness of the 

research, and the study participants.  Next, are descriptions of the data collection and analysis 

procedures, data storage procedures, the protection of human subjects, and study limitations are 

presented. 

Restatement of the Problem 

Recently, there has been a shift from traditional didactic methods of teaching to 

simulation pedagogy, in order to better prepare nursing students with the knowledge and skills 

needed for competent practice in a complex healthcare environment (Gore et al., 2010).  

Simulations, however, have limitations in that they may not connect nurses with the thoughts and 

feelings of their patients.  Technical competency is often valued over human connectedness 

(Ward et al., 2012).  Dean et al. (2016) suggested that students immersed in simulation training 

utilizing mannequins might lose perspective on the patient’s lived experience and not develop 

quality interpersonal communication skills, including empathy, which are at the core of the 

nurse-patient relationship.  This lack of connection with real patients may lead to nursing 

students becoming more distant and less empathetic.   

Empathy is a critical attribute of effective communication in the nursing profession and is 

the foundation for both positive nurse-patient relationships and quality patient-centered care 

(Bauchat et al., 2016).  The AACN (2008) established empathy as one of the core professional 

values of nursing.  Research illustrates that empathic care has a profound effect on patient 

satisfaction (Beckman & Frankel, 1984; Bertakis et al. , 1991; Fields et al., 2004; Kim et al., 

2004; Pollak et al., 2011; Thorne et al., 2004), and patient compliance (Kim et al., 2004; 

Winefield et al., 1995), health outcomes (Benner & Wrubel, 1989; Derksen et al., 2013; Hojat et 

al., 2011; Kelley et al., 2014; LaMonica et al., 1987). Empathy also has a positive effect on a 
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nurse professional satisfaction (McGilton et al., 2006).  Recently, empathic communication has 

been identified as an important measure of healthcare quality and has been tied to reimbursement 

(Berkowitz, 2016).  Nurses’ poor communication skills are commonly cited in patients’ 

complaints (Reader et al., 2014) and adverse events (Bartlett et al., 2008).  Despite the 

widespread recognition that empathy is a critical component of the nurse-patient relationship and 

quality care, empathy levels have been shown to decline during nursing school (Ward et al., 

2012) and practice (Lombardo, 2011). Neto et al. (2006) suggested nurses become fixated on 

tasks and technology at the expense of communicating empathically with their patients.    

Nurse educators need to develop innovative, evidence-based strategies that improve 

simulation pedagogy focusing on empathic patient-centered care.  This research examined 

nursing simulation faculty strategies and barriers to weaving empathy into simulation pedagogy.  

Nursing simulation faculty were chosen because their primary role is the coordination with key 

stakeholders to plan, design, implement, and evaluate simulation pedagogy.  As experts in 

simulation pedagogy, they were able to identify strategies and barriers to develop a culture of 

empathy in simulation pedagogy.  

Research Questions 

 The research questions in this study were derived from the conceptual framework.  The 

corresponding research questions that were used for the research are as follows: 

RQ1: What are nursing simulation faculty reports regarding the importance of integrating 

empathy into simulation pedagogy? 

RQ2: What strategies do nursing simulation faculty identify as fostering empathy into simulation 

pedagogy?  
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 AQ 2.1. What strategies related to the simulation context do nursing simulation faculty 

recommend for incorporating empathy? 

AQ 2.2. What strategies related to the simulation background do nursing simulation 

faculty recommend for incorporating empathy? 

 AQ 2.3. What strategies related to the simulation design do nursing simulation faculty 

recommend for incorporating empathy? 

 AQ 2.4. What strategies related to the simulation experience do nursing simulation 

faculty recommend for incorporating empathy? 

 AQ 2.5. What strategies related to the simulation facilitator do nursing simulation faculty 

recommend for incorporating empathy? 

 AQ 2.6. What strategies related to the simulation facilitator’s educational strategies do 

nursing simulation faculty recommend for incorporating empathy?  

 AQ 2.7. What strategies related to the simulation participant do nursing simulation 

faculty recommend for incorporating empathy?  

 AQ 2.8. What strategies related to simulation outcomes do nursing simulation faculty 

recommend for incorporating empathy? 

RQ3: What are the barriers to fostering empathy in nursing simulations that faculty identify?  

 AQ 3.1. What barriers to fostering empathy related to the simulation context do nursing 

simulation faculty identify? 

AQ 3.2. What barriers to fostering empathy related to the simulation background do 

nursing simulation faculty identify? 

 AQ 3.3. What barriers to fostering empathy related to the simulation design do nursing 

simulation faculty identify? 
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 AQ 3.4. What barriers to fostering empathy related to the simulation experience do 

nursing simulation faculty identify?  

 AQ 3.5. What barriers to fostering empathy related to the simulation facilitator do 

nursing simulation faculty identify? 

 AQ 3.6. What barriers to fostering empathy related to the simulation facilitator’s 

educational strategies do nursing simulation faculty identify? 

 AQ 3.7. What barriers to fostering empathy related to the simulation participant do 

nursing simulation faculty identify?  

 AQ 3.8. What barriers to fostering empathy related to simulation outcomes do nursing 

simulation faculty identify?  

Definition of Terms 

Table 2 provides conceptual definitions of key terms that were used in this nursing 

research. 

Table 2  

Definition of Terms 

Concepts                                                                Definitions 

Background  The backdrop of a simulation-based experience that considers the goals of 

the simulation and the resources that will be allocated.  It informs the 

design and implementation of the simulation (Jeffries, 2016). 

 

Barrier An obstacle or circumstance that prevents the cultivation of empathy. 

 

Context The overarching purpose of a simulation-based experience that considers 

the circumstances and setting of a simulation and affects all aspects of the 

simulation (Jeffries, 2016).  

 

Design  The composition of a simulated experience that takes into consideration 

specific elements such as the objectives, fidelity, participant and observer 

roles, progression of activities, and briefing/debriefing strategies (Jeffries, 

2016).  
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Table 2 Continued 

Concepts Definitions 

Educational 

strategies  

The use of educational techniques by the facilitator to engage learning in a 

simulation-based experience (Jeffries, 2016).  

 

Empathy A complex concept that includes an affective, cognitive, behavioral and 

moral dimension (Morse et al., 1992). Mercer and Reynolds (2002) 

describe these dimensions as an “entering into of the patient’s perspective, 

beliefs, and experiences” (p. s10). 

 

Facilitator An individual who promotes learning and provides guidance, support, and 

structure in a simulation-based experience (International Nursing 

Association for Clinical Simulation and Learning (INACSL) Standards 

Committee, 2016). 

 

Learning 

laboratory 

An environment located in a college of nursing that mimics patient care 

areas used by nursing students to develop skills and knowledge needed for 

practice. 

 

Nursing 

simulation 

faculty 

A nurse educator whose primary role is the coordination with key 

stakeholders to plan, design, implement, and evaluate simulation 

pedagogy.   

 

Outcomes The measureable results on the participant, patient, and system where 

simulation was used as a pedagogy (Jeffries, 2016). 

 

Participant A person who engages in a simulation-based experience (Jeffries, 2016). 

 

Simulation 

experience  

“A broad array of structured activities that represent an actual or potential 

situation in education, practice, and research” (INACSL Standards 

Committee, 2016, p. s45).  It is grounded in an environment of learning 

that is experiential, interactive, collaborative, trustful, and learner centered 

(Jeffries, 2016). 

 

Research Method and Design 

Researchers must decide whether to select a quantitative or qualitative approach when 

designing a study.  According to Gillis and Jackson (2002), this selection should be based on 

what is most appropriate for the phenomenon under investigation.  A qualitative approach of 

inquiry was used in this study because it focused on the subjective perspective of the participants 
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being studied (Gillis & Jackson, 2002).  Qualitative methodological research encompasses a 

diverse array of inquiry strategies including narrative, phenomenology, grounded theory, 

ethnography, and case study (Creswell, 2007).  This qualitative research study used an 

interpretive phenomenological approach by interviewing nursing simulation faculty to identify 

strategies that they use and perceive could be helpful in weaving empathy into simulation 

pedagogy, as well as the barriers to creating a culture of empathy in simulation pedagogy.  This 

method was chosen because interpretive phenomenology is used to “enter another’s world and to 

discover the practical wisdom, possibilities, and understandings found there” (Loiselle et al., 

2010, p. 179).  Nursing simulation faculty provided excellent understanding of how to weave 

empathy in simulation pedagogy, and the barriers to creating a culture of empathy in simulation. 

Philosophical Underpinnings of the Research Design 

Phenomenology.  Phenomenological research is a type of inquiry that comes from 

philosophical and psychological roots, where the researcher describes the lived experiences of 

participants regarding the phenomenon under investigation (Creswell, 2014).  Phenomenology 

seeks to “explore, describe, and analyze the meaning of individual lived experience” (Marshall & 

Rossman, 2016, p. 17).  A phenomenological approach attempts to realize a richness of the 

meaning of an individual’s lived experiences.  Creswell (2007) believes the aim of 

phenomenology is to reduce the individual’s lived experiences of the phenomenon to the 

“description of the universal essence” (p. 58).  In addition, individuals describe the what and how 

of experienced phenomena (Moustakas, 1994).   

Phenomenology is drawn heavily from the writings of Edmund Husserl and was later 

expanded by other scholars (Colaizi, 1978; Giorgi, 1970; Van Kaam, 1966; Van Manen, 1984, 

1990).  Husserl developed descriptive phenomenology, which can be explained as a “descriptive 
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philosophy of the essence of pure experiences” (Husserl, 1931/1999).  Central to this 

phenomenological approach is that consciousness is the condition of all human experience 

(Wojnar & Swanson, 2007).  Husserl used the term intentionality to refer to an individual’s 

direct awareness or consciousness of a situation (Reiner, 2012).  In Husserl’s approach the 

researcher must bracket previous knowledge so that their personal experiences and viewpoints 

are not reflected in the results of the study (Polit & Beck, 2014).  In essence, researchers must 

separate their personal viewpoints from influencing the data collection and analysis in their 

studies.  Phenomenology does not aim “to reveal causal relationships, but rather to reveal the 

nature of phenomena as the human experienced” (Parse, Coyne, & Smith, 1985, p. 16).  

Although phenomenological research underlies several qualitative approaches, the primary belief 

is that the way to study a phenomenon is to access it through the eyes of the person having the 

experience.    

Interpretive phenomenology.  Interpretive phenomenology is often referred to as 

hermeneutics (Porter & Robinson, 2011).  Phenomenology (descriptive) is different than 

hermeneutic (interpretive) phenomenology, although it is not uncommon to see the terms used 

interchangeably.  Interpretive phenomenology was developed by Heidegger (1927/1962) and 

grounded in the earlier phenomenology teachings of Husserl (Reiner, 2012).  Heidegger 

expanded Husserl’s goal of phenomenology from the description of lived experience to the 

interpretation and understanding of that lived experience (Grove, Gray, & Burns, 2015; Polit & 

Beck, 2014).  Heidegger contended that descriptions are already interpretations and come from 

our “being in the world” (Heidegger, 1927/1962, p. 403).  The hermeneutic approach would ask, 

what is being?  Heidegger’s hermeneutical phenomenology focuses on a deeper understanding of 

that lived experience (Matua & Van Der Wal, 2015).   
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Heidegger believed phenomenology was the study of being, which Heidegger called 

dasein.  Being must be studied as it is seen in the commonplace world of customs and lived 

experiences.  In contrast to Husserl’s beliefs, Heidegger believed that the researcher is unable to 

bracket their own knowledge and perceptions (Polit & Beck, 2014; Porter & Robinson, 2011).  

Researchers do not remove themselves from impartiality as they become enmeshed in the 

experience and cannot negate their prior understanding of the phenomena under investigation 

(Reiner, 2012).  In this methodological approach, the researcher aims to interpret or understand 

the lived experiences of human beings through study participants (Porter & Robinson, 2011). 

Being in the world.  Heiddegger’s philosophical approach to dasein is an important 

concept in this methodology.  Drefus (1991) stated, “The best way to understand what Heidegger 

means by dasein is to think of our term ‘human being,’ which can refer to a way of being that is 

characteristic of all people or to a specific person—a human being” (p. 14).  A human who exists 

as dasein is aware of own’s state of existence and is said to exist “authentically” (Heidegger, 

1927/1962, p. 68).  Dasein, in a broad sense, is one’s view or experience with reality.  

Heidegger’s methodology is revealed by uncovering the meaning of dasein in its “average 

everydayness” (Heidegger, 1927/1962, p. 38).  Heidegger viewed the world as an interconnected 

structure, where beings are linked together, yet allowed them to exist as individuals (Lewis & 

Staehler, 2010).  Consciousness is not something separate from the world in which we live.  It is 

constituted by historicality (the being’s personal history and background) and impacts the way 

we exist in the world.  

Hermeneutic circle.  Heidegger (1927/1962) discussed the process of hermeneutic 

interpretation of text as a circle of understanding.  The researcher examines the meaning of the 

text as a whole in relation to the text as parts to reveal what is unknown.  This interpretive circle 
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of understanding is a process used to analyze the text in order to understand the texts meaning 

(Polit & Beck, 2014).  The hermeneutic circle focuses on the interpretation of human beings 

(Heidegger 1927/1962) with the presence of one’s fore-knowing.  Both the researchers’ and 

participants’ perceptions and knowledge can be a tool for understanding the phenomenon being 

studied (Polit & Beck, 2014).  Diekelmann, Allen, and Tanner (1989) further expanded the 

development of interpretive phenomenology.  The researchers built on the work of Heidegger in 

developing a detailed approach to analysis.  Diekelmann et al. described a seven-stage process to 

understand and interpret meaning in the text through thematic analysis.  Thematic analysis is 

essential in the interpretive process, as this is how the researcher closely examines the narratives. 

Interpretive phenomenology and nursing research.  Interpretive phenomenological 

approaches have been used in nursing research to further understand the nursing profession, 

including the education of nurses (Diekelmann, 2001).  It is well suited for nursing research 

because the methodology is founded on understanding an individual’s experience in a more 

holistic manner (Cohen, Kahn, & Steeves, 2000).  Reiner (2012) suggested that many researchers 

in nursing have adopted a phenomenological approach because it values the human experience 

and has a holistic view.  Nightingale believed understanding human beings was crucial to 

improving quality of care (Cohen et al., 2000).  Interpretive phenomenology is important to the 

nursing profession in developing new knowledge to change nurses’ professional lives, improve 

patient care, and transform current practices in nursing education (Benner, 1994).  Diekelmann 

(2001) called on nursing education to utilize interpretative phenomenology to understand the 

education of nurses.  For this research, interpretative phenomenology was used to improve 

nursing education and educational pedagogies, as well as to identify ways to cultivate empathy in 

nursing students. 
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Trustworthiness of the Research Design 

Solid nursing research is derived from a systematic and thoughtful process to ensure valid 

and reliable findings.  The quality and value of qualitative research have been the subject of 

controversy when compared to quantitative approaches (Bryman, 2012; Streubert & Carpenter, 

2011).  In quantitative research, reliability, validity, and generalizability are measures of quality 

and rigor (Mason, 1996).  However, some scholars have suggested that qualitative research 

should be evaluated by a different set of criteria (Bryman, 2012).  According to Polit and Beck 

(2014), qualitative researchers use principles of trustworthiness and rigor to assess the quality of 

a study.  It is common in qualitative research to see the terms rigor, quality or trustworthiness in 

place of validity, and dependability and confirmability, instead of reliability (Grove et al., 2015; 

Lincoln & Guba, 1985).  Trustworthiness connotes that the findings obtained from qualitative 

data are representative or authentic to the phenomenon being studied.  Trustworthiness comes 

from careful attention to study conceptualization, data collection, data analysis, data 

interpretation, and presentation of the findings (Merriam, 2009).  Lincoln and Guba (1985) 

proposed four constructs to establish the trustworthiness of qualitative inquiry: credibility, 

transferability, dependability, and confirmability.  Lincoln and Guba’s (1985) criteria was 

employed to evaluate the methodological rigor of this study. 

Ensuring Trustworthiness 

Credibility.  Credibility refers to the truthfulness of the findings (LoBiondo-Wood & 

Haber, 2010).  Bryman (2012) suggested that due to the nature of qualitative research, analysis 

and interpretation errors can threaten the validity of the research design.  In a phenomenological 

design, there are challenges to the validity because the findings may not be an accurate 

representation of the phenomenon of interest.  Bias may occur in interviews because of the 
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sampling selection, how the interview was conducted, or because of the researcher’s influence 

(Gerrish & Lacey, 2010).  Credibility is enhanced by carrying out the research in a way that is 

believable and taking steps to demonstrate credibility (Polit & Beck, 2014).  Strategies that were 

used in this research to enhance the credibility include external checks and negative case analysis 

(Polit & Beck, 2014).   

External checks were strategies used by the researcher to help enhance credibility.  These 

included member-checking and peer debriefing.  Member-checking was achieved when the 

researcher provided the participants with an account of the findings to determine if they were 

deemed accurate (Creswell, 2014).  Credibility was enhanced through the professional 

transcription of the audiotaped interviews and the participant reviews of the transcripts.  The 

member-checking process invited participants to review the data, themes, and analysis (Creswell, 

2014).  The member-checking ensures that there was “good correspondence between their 

findings and the perspectives and experiences of their research participants” (Bryman, 2012, p. 

391).  Peer debriefing involved “sessions with peers to review and explore aspects of the 

inquiry” (Polit & Beck, 2014, p. 330).  The researcher met with the researcher’s advisor and 

committee members as a means to probe and uncover biases, perspectives, and assumptions. 

Lastly, credibility was enhanced by the researcher’s negative case analysis, which is the 

process of searching for elements of the data that contradict patterns or themes that were 

emerging from data analysis (Polit & Beck, 2014).  Through searching for disconfirming 

evidence, the researcher revised the hypotheses until it could be explained for all of the observed 

cases.  The researcher utilized member-checking and peer debriefing to help identify any 

disconfirming evidence and modify hypotheses. 
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Transferability.  Transferability, or external validity, refers to the ability to generalize 

the findings beyond the context of the study (Polit & Beck, 2014).  Creswell (2014) described 

how threats to validity or transferability “arise when experimenters draw incorrect inferences 

from the sample data to other persons, other settings, and past or future situations” (p. 243).  

Rich, thick descriptions of the phenomenon in question and detailed background data helped to 

establish context of this study.  This allows the researcher to draw conclusions and permits others 

to make judgements about whether the database was transferable to other times, setting, 

situations, and people (Bryman, 2012).  The researcher needs to provide sufficient contextual 

information about research for there to be transferability (Shenton, 2004).     

The researcher for this research provided a detailed description of the research processes, 

including rich descriptions of the data collection and data analysis procedures.  The selection of 

participants was a threat to transferability, as there was not a significant amount of diversity 

among the participants.  It is important to have a variety of individuals who are differentiated by 

gender, religion, socioeconomic status, and ethnicity.  Although, the sample size was small for 

this qualitative nursing research, information was provided to examine the diversity of the 

sample.  Future research could adjust for a larger, more diverse sample size. 

Dependability.  Dependability is analogous with the concept of reliability in research 

(Bryman, 2012).  Dependability of the design means that the findings are replicable under the 

same conditions.  Data gathered must be believable, stable, and consistent over time (Tobin & 

Begley, 2004).  The dependability of the research requires that all research processes be 

explained in detail and reviewed by others.  External audits that examine the process and product 

of the research study help to ensure the accuracy and whether the findings are supported by the 

data (Lincoln & Guba, 1985).  The researcher must make it feasible for an audit to be 
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accomplished by interested parties (Erlandson Harris, Skipper, & Allen, 1993).  This can occur 

when the researcher provides all transcriptions, reflective notes, and supporting documents. 

The methodology presented in this chapter clearly explains the processes that were used 

in the study.  The researcher followed the protocols set forth in this study to minimize errors and 

biases.  To ensure dependability, the dissertation was open for audit by other reviewers, 

including the researcher’s dissertation advisor and committee members.  Within this study 

design, there are detailed steps taken by the investigator that will assist future researchers in 

following the same procedures used in this research study. 

Confirmability.  The concept of confirmability is comparable to the objectivity or 

neutrality of the data in a quantitative study (Polit & Beck, 2014).  The neutrality of the data is 

not contingent upon researcher bias but may also be associated with the interpretations derived 

from the data (Tobin & Begley, 2004).  It occurs when the research findings can be corroborated 

with other researchers (Lincoln & Guba, 2000).  Techniques used for establishing confirmability 

in this research study include a confirmability audit, audit trail, triangulation, and reflexivity.   

Confirmability is enhanced when others audit the process and findings of the study. 

Halpern (as cited in Lincoln and Guba, 1985) described different categories for reporting 

information when developing an audit trail.  Those used in this nursing research include 

reporting: raw data (e.g., field notes, interview transcripts), data reduction and analysis products 

(e.g., condensed notes, documentation on developing hypotheses), data reconstruction and 

synthesis products (e.g., drafts of final report), process notes (e.g., methodological notes, records 

from member-checks), materials relating to intentions and dispositions (e.g., reflective notes), 

and instrument development information (e.g., pilot forms, preliminary schedules). 
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Triangulation was used as a method for corroborating findings and testing validity.  The 

researcher used investigator triangulation by having the researcher’s advisor and committee 

members review the findings.  This was a check on selective perception and identify blind spots 

in interpretive analysis.  It was a means of understanding the data from multiple lenses.  It was 

used to test the credibility of the study. 

Reflexivity, an important concept to improve confirmability, is the process of critical 

reflection.  According to Malterud (2001), “a researcher’s background and position will affect 

what they choose to investigate, the angle of investigation, the methods judged most adequate for 

this purpose, the findings considered most appropriate, and the framing and communication of 

conclusions” (pp. 483-484).  Lincoln and Guba (1985) suggested developing a reflexive journal, 

where the researcher makes regular entries during the research process.   

During the research process, the researcher kept a reflective journal, and recorded 

methodological decisions and logistics of the interpretive nursing research study.  The researcher 

reported her assumptions, beliefs, and values that may have come into play during the research 

process.  Entries to the journal occurred after each interview to document important issues 

discussed and draft possible themes related to the interview.  The reflexive journal also recorded 

the hermeneutic circle of understanding that occurs during data analysis. 

Research Participants 

The goal of this interpretive phenomenological qualitative research was to achieve an 

understanding of how to create a culture of empathy in simulation pedagogy through exploring 

nursing simulation faculty strategies and barriers to weaving empathy into simulation pedagogy.  

Sandelowski (1991) noted that in interpretive research the participant and researcher come 

together within the hermeneutic circle.  Careful consideration was required to identify 
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participants and selection strategies.  Creswell (2014) stated that the researcher must purposely 

select participants who will best help them understand the phenomenon under investigation and 

the research questions.  The participants for this nursing research were nursing simulation 

faculty.  They are responsible for the oversight of simulation laboratories and with developing, 

implementing, and evaluating nursing simulations.  Their responsibilities can include faculty 

development, integration of simulation into the curriculum, and research on simulation 

pedagogy.  As a result, they were best suited to provide excellent insight into weaving empathy 

into simulation pedagogy.  The participants were nursing simulation faculty at large colleges or 

universities with both baccalaureate and graduate nursing programs on the East Coast of the 

United States.  Universities with both undergraduate and graduate programs most likely have 

larger simulation programs and use simulation pedagogy more frequently.  In addition, larger 

programs likely have more resources devoted to their simulation program.  The number of 

participants were 14 nursing simulation faculty.  According to Creswell (2007), between five and 

25 participants are needed in phenomenology research, while Morse (1994) suggested at least six 

participants.   

Sampling Methods 

Participants for this phenomenological research study were identified through purposive 

and snowball strategies.  According to Bryman (2012), purposive selection identifies participants 

in a strategic manner to gain insight about the research topic.  Purposive selection is commonly 

used in phenomenological qualitative research design and allows the researcher the opportunity 

to select participants consistent with the purpose of the study, who are characteristic of the 

desired study population, and who serve as rich sources of lived experiences pertinent to the 

phenomenon of interest (Polit & Beck, 2014).  First, a web search was used to identify large 
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universities that have both graduate and undergraduate nursing programs, as well as a simulation 

laboratory.  Once the programs were identified, nursing simulation faculty were asked to 

participate in the study.  Snowball selection was a helpful technique, since nursing simulation 

faculty who were initially identified through purposeful selection led the researcher to identify 

other possible participants.  Participant identification began by establishing selection criteria for 

inclusion of nursing simulation faculty in this study and contacting those who met the criteria.  In 

order to fit the criteria for this study, research participants needed to satisfy the following 

selection criteria: (a) individuals who were working in the capacity of a nursing simulation 

faculty (b) individuals who were working at colleges or universities on the East Coast of the 

United States with both baccaulaurate and graduate nursing programs. 

Recruitment of Research Participants 

The initial recruitment of participants for this nursing study was identified purposefully.  

First, universities with large graduate and undergraduate programs were identified through a web 

search. Potential participants were identified using each nursing program’s web page and the 

information listed about the simulation faculty contact information.  Once potential participants 

were identified, an email was sent to all nursing simulation faculty who meet the inclusion 

criteria for the study inviting them to participate in the study using a recruitment letter/email (see 

Appendix D).  The email included (a) a brief explanation of the study, (b) requirements of the 

study, (c) request for assistance with potential participant recruitment, and (d) an informed 

consent form (see Appendix E).  Participants were asked to contact the researcher if interested in 

volunteering to take part in the study, or if they had any questions regarding their participation.  

A reminder email was sent out 14 days later, if there is no response.  Follow-up calls were made 

to interested participants, and screenings were performed to determine if potential participants 
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met the set criteria to participate.  All participant requirements were explained at this point, 

which included making sure participants were available for an in-depth interview.  Signed 

consent forms were collected from participants who agreed to take part in the study, and 

participants were called to schedule an interview.  All prospective participants who declined to 

sign a consent form were eliminated as potential participants.  During the recruitment phase and 

the interview phase, potential participants were identified using snowball techniques.  Once these 

potential participants were identified and their contact information was gathered, the same 

recruitment email was sent to them regarding participation in this research study. 

Setting 

The settings for this phenomenological study were either the home universities of the 

nursing simulation faculty where the individual face-to-face interviews with nursing simulation 

faculty took place, or the telephone locations of the researcher and the participant.  The face-to-

face interviews were conducted at the home universities of the participants, on the East Coast of 

the United States, in a mutually agreed upon location, such as an office, library, or conference 

room.  The telephone interviews were held in the researcher’s home office, and the participants 

agreed upon location. 

Data Collection 

Semistructured Interviews 

The data in this study was gathered using qualitative, semistructured interviews.  The 

data was inductively gathered using an interpretive, phenomenological approach to examine 

nursing simulation faculty strategies and barriers to weaving empathy into simulation pedagogy.  

Interpretive phenomenology is the “study of lived experiences and the ways we understand those 

lived experiences to develop a worldwide view” (Marshall & Rossman, 2016, p. 153).  During 
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data collection, the researcher followed the interview protocol guide (see Appendix A) to ensure 

proper research procedures were being followed.  Data for the study were gathered through both 

in-depth, face-to-face or telephone semistructured, individual interviews utilizing an interview 

protocol guide developed by the researcher (Polit & Beck, 2014).  Each participant in the study 

was interviewed for approximately 60-90 minutes.  According to Polit and Beck (2014), it is 

crucial for there to be respect and authentic caring when participants share their stories.  It was 

important for the researcher to build trust with participants (Creswell, 2014).  In conducting the 

interviews, the researcher tried to create a sharing environment that resembled a conversation, 

rather than a hierarchical tone of “researcher” and “subject” (Oakley, 1981). 

Interview protocol guide.  The interview protocol guide was developed based on the 

literature review, NLN Jeffries simulation theory, and the research questions (Jeffries, 2016).  

According to Burke Johnson and Christensen (2014), an interview guide approach has the 

interviewer exploring topics and asking specific open-ended questions of the participants.  The 

interview protocol guide included open-ended questions (see Appendix C) that had been framed 

to help identify strategies and barriers to weaving empathy into simulations.  This allowed 

participants to respond to questions in their own words (Polit & Beck, 2014).  A participant 

demographic form (see Appendix B) was given to the participants.  Information gathered focused 

on demographic data (i.e., gender, culture, credentials, nursing education, length of time in 

nursing practice and education, background specialty, continuing education on simulation) that 

helped to understand the diversity of the sample.  Open-ended questions focused on the 

participants’ background and their understanding of strategies that they have used or could use to 

cultivate empathy in nursing simulation pedagogy, as well as the barriers to weaving simulation 
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empathy into simulation pedagogy.  Table 3 presents the alignment between the research 

questions, conceptual framework, interview questions, and data analysis.   

Table 3 

Data Source Chart 

Research 

Question 

Conceptual 

Framework 

Sources of Data Data Analysis 

Research 

Question 1: 

What are 

nursing 

simulation 

faculty reports 

regarding the 

importance of 

integrating 

empathy in 

simulation 

pedagogy? 

 

NLN Jeffries 

simulation theory 

(2016) 

Interview guide 

Interview questions: 

#1: Can you describe what 

empathy means to you? 

 

#2: How important is weaving 

empathy into the different aspects 

of simulation, such as the context, 

background, design, simulation 

experience, the facilitator and 

participant, and educational 

strategies?   

 

#3: Why is it or is it not 

important? 

Open coding 

Theme 

identification 

Research 

Question 2: 

What are the 

strategies 

nursing 

simulation 

faculty identify 

as fostering 

empathy into 

simulation 

pedagogy? 

NLN Jeffries 

simulation theory 

(2016) 

Context  

(Analytic question 

2.1) 

 

 

 

 

 

 

 

Background 

(Analytic question 

2.2) 

 

 

 

 

 

 

Interview guide 

Interview questions: 

 

Context 

#4: Describe what national 

organizations are doing to support 

empathy in simulation pedagogy.   

 

#5: Describe what national 

organizations can do better to 

support empathy in simulation 

pedagogy.   

 

Background 

#7: Describe any formalized 

curriculum your nursing program 

offers in promoting empathy. 

 

#8: Describe some strategies that 

your nursing program could 

implement to improve the 

Open coding 

Theme 

identification 
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Simulation Design 

(Analytic question 

2.3) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

cultivation of empathy in the 

curriculum. 

 

#10: Describe what resources are 

needed to promote empathy in 

simulation. 

 

# 11: Tell me about whether you 

have all the needed resources to 

promote empathy in simulation 

pedagogy.   

 

# 13: Describe any policies or 

procedures that are used by the 

nursing program in guiding 

nursing simulation.   

 

#14: Describe what policies could 

be developed to support a culture 

of empathy in nursing simulation.   

 

Simulation Design 

# 16: Describe the strategies you 

utilize or believe would be helpful 

to incorporate empathy into the 

design of the simulation. 

 

# 18: Tell me about whether 

empathy is a specific learning 

objective of every simulation. 

 

# 20: Tell me about whether the 

degree of fidelity of a simulation 

has an effect on empathy being 

cultivated. 

 

#21: Describe the strategies you 

use or believe would be helpful to 

improve the interpersonal nature 

of simulations.   

 

#23: Describe the props you use 

or believe could be used to 

cultivate empathy in simulations.   
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Simulation 

Experience 

(Analytic question 

2.4) 

 

 

 

 

 

 

 

 

 

 

Facilitator 

(Analytic question 

2.5) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Educational 

Strategies 

(Analytic question 

2.6) 

#25: Describe the strategies you 

use to create an environment in 

the lab that promotes empathy.   

 

#26: Describe the strategies that 

could be implemented to improve 

the environment to help promote 

empathy.   

 

Simulation Experience 

#28: Tell me about the simulation 

experiences you have used or plan 

to use to cultivate empathy.   

 

#30: Describe the strategies you 

utilize to have participants buy 

into the authenticity of the 

experience.   

 

#31: Describe how you could help 

improve the “buy-in” of the 

experience.   

 

Facilitator 

#33: Tell me about whether 

facilitators receive any formalized 

training with simulations.   

 

#34: Tell about whether the 

training includes strategies to 

promote empathy.   

 

#35: Tell me about whether a 

facilitator’s approach and 

strategies through role modeling 

can cultivate empathy.   

 

#37: Describe the type of 

feedback through cues that the 

facilitator can utilize to cultivate 

empathy.   

 

Educational Strategies 

#38: Describe the briefing and 

debriefing strategies you use or 
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Participant 

(Analytic question 

2.7) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Outcomes 

(Analytic question 

2.8) 

 

believe would be helpful in 

promoting empathy.   

 

#39: Describe the educational 

strategies you utilize and believe 

could be implemented by the 

facilitator to improve empathy in a 

simulation. 

 

Participant 

#41: Tell me about strategies that 

you use or believe could be 

helpful to improve empathy levels 

of the participants in simulations.   

 

#42: Tell me about how a 

participant's role assignment (such 

as a patient or observer) affects 

the cultivation of empathy.   

 

#43: Describe any preparation that 

can be done prior to simulation 

that you believe helps to improve 

empathy levels of nursing 

students.   

 

Outcomes 

#46: If the goal is to improve 

empathy levels in nursing 

students, do you have any other 

suggestions for how to accomplish 

this by weaving empathy into 

simulation pedagogy?   

Research 

Question 3: 

What are the 

barriers to 

fostering 

empathy in 

nursing 

simulations 

that faculty 

identify? 

NLN Jeffries 

simulation theory 

(2016) 

Context 

(Analytic question 

3.1) 

 

 

 

Background 

(Analytic question 

3.2) 

 

Interview guide 

Interview questions: 

 

Context 

#6: Describe the barriers faced by 

national organizations in 

supporting empathy in simulation 

pedagogy.   

 

Background 

#9: Describe the barriers to 

developing a formalized 

curriculum in empathy.   

Open coding 

Theme 

identification 
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Simulation Design 

(Analytic question 

3.3) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Simulation 

Experience 

(Analytic question 

3.4) 

 

 

 

 

 

 

Facilitator 

 

#12: Describe the barriers to 

obtaining the resources needed to 

promote empathy in simulation 

pedagogy.   

 

#15: Describe the barriers to 

developing and implementing 

policies that support the 

incorporation of empathy in 

simulation pedagogy.   

 

Simulation Design 

#17: Describe the barriers for 

incorporating empathy into the 

design of the simulation.   

 

#19: Describe the barriers to 

incorporating empathy as an 

objective of every simulation.   

 

#22: Describe the barriers for 

improving the interpersonal nature 

of simulations.   

 

#24: Describe the barriers in using 

props to cultivate empathy in 

simulations.   

 

#27: Describe the barriers you 

encounter in having an 

environment in the lab that 

promotes empathy.   

 

Simulation Experience 

 

#29: Describe the barriers in 

utilizing simulation experiences to 

cultivate empathy.  

 

 #32: Describe the barriers to 

students buying into a simulated 

experience.   

 

Facilitator 
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(Analytic question 

3.5) 

 

 

 

Educational 

Strategies 

(Analytic question 

3.6) 

 

 

Participant 

(Analytic question 

3.7) 

 

 

 

 

 

 

 

Outcomes 

(Analytic question 

3.8) 

 

#36: Describe the barriers 

facilitators face when trying to 

cultivate empathy in nursing 

simulation. 

 

Educational Strategies 

#40: Describe the barriers 

facilitators encounter when 

implementing educational 

strategies to cultivate empathy. 

 

Participant 

#44: Describe the barriers to 

students developing empathy in 

nursing simulations.   

 

#45: Tell me about whether the 

students have a difficult time 

being empathic toward 

mannequins.   

 

Outcomes 

#47: Can you describe any other 

barriers to improving empathy in 

nursing students and incorporating 

empathy in simulation pedagogy? 

 

The data source table provided an analysis of the interview questions and how they aligned with 

each component of the NLN Jeffries simulation theory (Jeffries, 2016).  At the conclusion of the 

interview, the researcher asked if there is anything else pertinent to the phenomenon under 

investigation.  The interview protocol guide was reviewed by the dissertation advisor and piloted 

with one nursing simulation faculty whose data was not included in the study. 

Pilot testing.  To enhance the validity of the interview protocol guide, the researcher 

conducted a small pilot phase using the interview protocol guide.  Interview questions were 

refined through pilot testing (Creswell, 2014), which provided a valuable learning experience for 

the researcher prior to data collection (Maxwell, 2013).  The participants in the pilot study met 
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the same criteria as the participants in the study and provided feedback regarding the interview 

protocol guide.  After the pilot interview, some of the interview questions were reworded to 

provide more clarity and description.  Also, the number of interview questions were reduced 

from 50 to 47 questions. 

Hermeneutic approach.  The hermeneutic circular approach to data collection allows 

the researcher to develop additional areas of inquiry to explore and confirm themes (Polit & 

Beck, 2014).  This involves using a circular process of inquiry and interpretation, alternating 

between the parts and whole, and comparing findings with the researcher’s original and evolving 

understanding of the phenomenon of interest (Earle, 2010).  A semistructured interview protocol 

ensured that most of the information gathered will be comparable; however, it gave some 

flexibility in allowing the participants to reveal relevant information and allowed the researcher 

to follow up on topics that emerged in the interview (Polit & Beck, 2014).  The researcher 

allowed the conversations to go where they need to go (Smythe, Ironside, Swenson, & Spence, 

2008), which is part of Heidegger’s dasein, or being there for each individual participant.  Also, 

the researcher wrote in a reflexive journal to document the assumptions, beliefs, and actions 

regarding the steps taken during the research process.  This helped facilitate and record the 

hermeneutic circle of the researcher’s thoughts and feelings as the researcher moved between the 

different parts of the interviews to the whole of the interviews. 

Data Collection Procedures 

Participant interviews were conducted and recorded using the interview protocol guide 

(see Appendix A).  Permission was obtained from the participants to digitally record the 

interviews.  Polit and Beck (2014) stated that to enhance the accuracy, authenticity, and 

credibility of the research, the interviews should be audio recorded.  At the time of the interview, 
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the researcher reiterated to the participants the purpose of the study, answered any questions 

regarding the study, and asked the participants to sign an informed consent form (see Appendix 

E).  Participants were reminded that they were allowed to withdraw from the study at any point.  

The researcher assigned participants a pseudonym and an identification letter (e.g., Participant A 

or B) to protect their identity and ensure confidentiality.  The recording device was turned on, 

and the interview began.  Participants verbally verified that they signed the informed consent 

form, have been informed that participation was voluntary, and understood that they could 

withdraw at any point in the study.  Each individual interview took approximately 60-90 minutes 

and followed the interview protocol guide.  Following the interview, participants were given a 

$50 gift card.  The researcher wrote in the reflective journal after each interview and throughout 

the research process.  

Data Storage  

 All electronic and paper records were stored in a secure location.  Collected data were 

stored either in a password protected flash drive that could only be opened on the researcher’s 

primary computer or in a locked file where only the research team had access to the information.  

As specified by the American Psychological Association (2010), all data will be stored for 5 

years to allow for repeat validation of data and confirmation of results.  All data will then be 

destroyed 5 years after completion of the study.  

Data Analysis Procedures and Strategies 

In qualitative research, the purpose of data analysis is to organize, provide structure to, 

and draw meaning from the data (Polit & Beck, 2014).  An interpretive approach to data analysis 

was employed.  This interpretive approach was derived from Heideggerian hermeneutics.  The 

methodologic process includes analyzing data by utilizing a hermeneutic circle (Polit & Beck, 
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2014).  The researcher’s circle of understanding identifies the essence of the phenomenon 

through a blend of the participants’ responses, the researcher’s understanding, and other 

significant data (Wojnar & Swanson, 2007).  Researchers cannot separate themselves from the 

text’s meaning and must try to understand what the text can reveal (Gadamer, 1975).  Benner 

(1994) stated that interpretation is a recursive process where the researcher moves back and forth 

between the portions of the text and the analysis to develop a description of the phenomenon 

under investigation.  The data are reduced to themes through a process of coding and condensing 

the codes, and then representing the data in tables or figures for discussion.  Smythe et al. (2008) 

described the following as the hermeneutic circle of data analysis:  

To work with the data is to listen for the ideas that jump out, to hear what is being said in 

one’s own writing, to think and read and think again over the same ground, to go back 

and forth between ‘everything.’ The researchers let thinking go in whatever direction 

feels right but to somehow capture the thinking that emerges.  It is to write and to re-

write. It is to let the thinking emerge without knowing where one is going (p. 1395).   

The quality of the analysis is improved by this circular approach (Creswell, 2014).  The 

researcher’s analysis made meaning of the nursing simulation faculty attempts to understand how 

empathy could be woven into simulation pedagogy.   

The hermeneutic circle of data analysis is a process in which, to develop understanding, 

there is a continuous movement between the whole and the parts of text (Polit & Beck, 2014).  

According to Polit and Beck (2014), there are two primary approaches for Heideggerian 

hermeneutic data analysis: Benner’s (1994) three-stage process and Dickelmann et al.’s (1989) 

seven-stage analysis.  The analysis that guided this nursing research was a modified version of 

Diekelmann et al.’s step-by-step process of analyzing narrative text.  In Diekelmann et al’s 
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framework, a team of researchers is used to analyze the text.  However, in this study there was 

not a formal research team.  The researcher was the primary interpreter of data, while the 

dissertation advisor and committee members engaged in a dialogical process with the researcher, 

ensuring that the seven stages were followed as closely as possible.  

Diekelmann et al.’s (1989) seven-stage analysis was used in this nursing research to 

systematically identify the categories, relational themes, and constitutive patterns of texts.  In the 

first stage of Diekelmann et al.’s (1989) data analysis, the interviews or texts were read as a 

whole for an overall understanding.  The texts were transcribed and read in an effort to find the 

overarching meaning of the texts.  According to Dickelmann et al., the researcher reads, rereads, 

and reflects about the meaning, thus allowing the text to speak.  The researcher reflected on the 

text to gain an overall understanding of the strategies and barriers to weaving empathy into 

simulation pedagogy.  Next, the researcher summarized sections of the text to identify categories.  

The researcher met with the dissertation advisor to gather feedback regarding the categories.  

Dialogue between the researcher and advisor helped to clarify the analysis and textual evidence.  

Then, in stage three, the researcher further analyzed the transcripts.  The researcher and the 

dissertation advisor discussed the researcher’s analysis of the transcripts.  In the fourth stage of 

data analysis, relational themes were identified.  The researcher resolved any disagreements on 

interpretation by going back to the text or to the participants to resolve disagreements in 

interpretation.  Next, in stage five, the researcher identified relationships among the themes.  

This is where constitutive patterns were generated.  Constitutive patterns are the highest level of 

hermeneutical analysis and are “a pattern that expresses the relationship among relational themes 

and is present in all the interviews and texts” (Polit & Beck, 2014, p. 310).  In stage six, the 

analysis was validated by the dissertation advisor.  In the last stage of data analysis, the 
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researcher developed a draft of the themes with examples from the texts.  This draft was 

presented to the dissertation advisor and committee members and feedback was then 

incorporated into the final draft.  According to Dickelmann et al. (1989), the purpose of the 

multiple stages of interpretation was a means to control bias. 

Protection of Human Subjects 

The ethical conduct of the researcher and the protection of the privacy and confidentiality 

of participants were essential measures taken in this nursing study.  To ensure this, the researcher 

followed the Code of Ethics laid out by American Nurses Association (2015).  The proposal was 

submitted and approved by the University of Hartford Human Subjects Committee prior to 

recruitment or data collection.  The researcher completed and passed the Collaborative 

Institutional Training Initiative (CITI) training requirements for researchers working with human 

subjects.  The researcher kept a reflective journal throughout the interview and interpretation 

process that allowed the researcher to check for assumptions or biases during the research 

process.  Each study participant was fully apprised of the aim and procedures of the study.  

Participation in the study was voluntary, and participants signed a letter of informed consent.  

The participants were informed that they may withdraw at any time with no penalty. 

The interviews were held in mutually agreed upon private locations (e.g., private 

conference rooms or an office) in order to protect the confidentiality of the research participants.  

Prior to participating in the study, the participants were asked if they agreed to be audiotaped. 

Participants gave verbal consent at the beginning of the taped interview.  The researcher labeled 

participants by using pseudonyms with an identification letter (such as participant A or B) to 

protect the identity of their identities.  All collected data was protected and stored using a 

password protected flash drive that could only be opened on the researcher’s primary computer.  
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All paper records were stored in a locked cabinet in the researcher’s home office.  As previously 

stated, all data will be stored for 5 years to allow for repeat validation of data and confirmation 

of results (APA, 2010).  All data will then be destroyed 5 years after completion of the study.  

According to CITI (2016) program guidelines, this study had a minimal level of risk for 

research participants.  Although there were no foreseeable physical or psychological risks or 

discomforts to the participants, other than those commonly found in day-to-day living, these 

were discussed with the participants prior to signing the consent.  The nursing simulation faculty 

were given a $50 gift card to compensate them for their time participating in the research study.  

In addition, participants might have benefited from reflectively evaluating strategies and barriers 

to improve simulation pedagogy.  Professionals who engage in reflective practice have deeper 

understanding of their thoughts and behaviors; acquire new learning; and formulate new attitudes 

and behaviors (Atkins & Murphy, 1993; Atkins & Schutz, 2013; Bulman & Schutz, 2013; Mann, 

2016).   

Limitations 

According to Grove et al. (2015), there can be various limitations inherent to qualitative 

nursing research.  Researchers need to address potential limitations in their studies and identify 

implications for future research and professional practice (Creswell, 2014).  In this study, 

potential weaknesses existed in the small sample size, the sampling procedures, the single data 

collection tool, the self-reported nature of the data, and potential researcher bias, which may 

result in a lack of generalizability of the findings.  The research was exploratory in nature, and 

future research could reasonably address some of the limitations of this study.    

While having a small sample size may be a limitation of qualitative research, effort was 

made to have a sample large enough to provide a wealth of information on simulation pedagogy.  
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The sample was drawn from multiple large nursing programs where simulation pedagogy is 

being utilized more frequently than at smaller institutions.  Gathering data from participants at 

multiple institutions helped control for individual experiences at a single university.  However, 

using homogeneous purposive selection was a limitation of this nursing research.  Nursing 

simulation faculty who work at large universities with both undergraduate and graduate nursing 

programs utilizing simulation pedagogy was chosen as participants.  However, there were many 

other perspectives that could have been gathered to understand the phenomenon under 

investigation. 

The information gathered in this study was obtained through a single data collection tool.  

Although this is a limitation in this study, this method was chosen because there is not a lot of 

research on the phenomenon being investigated.  The interviews provided rich descriptions of 

strategies and barriers to weave empathy in nursing simulation and will lay the foundation for 

further research using different methodologies and data collection tools.   

Self-reported data gathered through interviews can have validity issues associated with it.  

The views gathered during the interviews could have been personal and idiosyncratic and may 

not reflect the general population.  The quality of the data was also heavily dependent on the 

attributes and ability of the interviewer (Creswell, 2014).  Some participants had a more natural 

ability to communicate their ideas and perceptions than others.  The research conducted might 

have issues with social desirability bias, which refers to “evidence that some respondents’ 

answers to questions are related to their perception of the social desirability of those answers” 

(Bryman, 2012, pp. 227-228).  Empathy is a valued competency of the researcher; however, it 

may not be as valued by the participants.   
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In this study, as with other nursing research, there is the potential for researcher bias.  It 

can occur in designing the study, in the selection of participants, and in gathering and analyzing 

data.  Heideggerian (1927/1962) research utilizes a hermeneutical process, where the researcher 

by nature weakens certain details while assigning importance to others.  These interpretations 

come from the individual’s experiences and beliefs.  Researcher bias can come from such factors 

as gender, culture, history, and socioeconomic origin (Creswell, 2014).  According to Streubert 

and Carpenter (2011), researchers need to clarify their thoughts and personal beliefs before 

engaging in research to minimize any bias that can occur during data collection and analysis.  

The researcher is a certified nurse midwife and nurse educator who is passionate about providing 

empathic patient-centered care.  These assumptions, biases, and beliefs of the researcher will be 

examined in greater detail during the data analysis section of this dissertation.  To help reduce 

bias, the following steps were taken during this nursing study: an interview protocol guide was 

followed, the interviews were taped, and themes were corroborated with the researcher’s 

dissertation advisor and committee members.  Although these steps were taken to minimize the 

effect of bias, it does create a potential limitation. 

Conclusion 

This chapter provided a description of the research design and methodology that was 

used for this nursing research.  The study explored strategies and barriers to weaving empathy 

into simulation pedagogy using a Heideggerian interpretive phenomenological design and a 

modified version of Diekelmann et al.’s (1989) stages of data analysis.  This methodological 

design allowed the researcher to hear and understand the voices of simulation faculty regarding 

strategies and barriers to weaving empathy into nursing simulation.   
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The chapter began with a restatement of the problem, research questions, and definition 

of terms.  The chapter continued with a description of the research design, trustworthiness of 

research, and a description of the participants that were used for this research.  Finally, the 

descriptions of the data collection and analysis procedures, data storage procedures, and the 

protection of human subjects were presented along with a discussion of the limitations of the 

study. 
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CHAPTER FOUR: FINDINGS 

 

This chapter presents and discusses the findings of this study, the purpose of which was 

to explore strategies and barriers to weaving empathy into simulation pedagogy.  The 

participants were 14 nursing simulation faculty from East Coast colleges or universities with 

both baccalaureate and graduate nursing programs.  The study was framed around the NLN 

Jeffries simulation theory, which provided an appropriate lens through which to study the 

strategies and barriers identified by nursing simulation faculty in weaving empathy into nursing 

simulations (Jeffries, 2016).  Specifically, the study focused on the elements of simulation, 

including context, background, design, simulation experience, facilitator, participant, and 

outcomes.  The chapter begins with a brief overview of the study design methodology and 

conceptual framework.  Next, the chapter is organized by the findings from the study’s three 

research questions.  The findings are presented from information gathered through the 

demographic form and the descriptions given by the study participants.  The detailed analysis of 

interviews is presented in both narrative and tabular forms.  The chapter concludes with a 

summary of the salient findings. 

Overview of the Study Design and Methodology 

An interpretive phenomenological approach was employed to explore strategies and 

barriers to weaving empathy into simulation pedagogy.  This method was chosen because 

interpretive phenomenology, or hermeneutics, is used to “enter another’s world and to discover 

the practical wisdom, possibilities, and understandings found there” (Profetto-McGrathe et al., 

2010, p. 179).  Participants for the study were identified through purposive and snowball 

strategies.  The research participants were 14 nursing simulation faculty at colleges or 
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universities with both baccalaureate and graduate nursing programs on the East Coast of the 

United States.  

First, universities with large graduate and undergraduate programs were identified 

through a web search.  Potential participants were identified using each nursing program’s web 

page and the information listed about the simulation faculty contact information.  Once potential 

participants were identified, an email was sent to all nursing simulation faculty who met the 

inclusion criteria for the study inviting them to participate in the study using a recruitment 

letter/email (see Appendix D).  Once participants consented, data were collected through in-

depth face-to-face or telephone semistructured interviews.  A demographic form (see Appendix 

B) was completed by each participant prior to their interview.  An interview protocol was 

utilized to ensure that all participants were asked the same questions.  The questions in the 

semistructured interview guide addressed all components of Jeffries (2016) simulation theory.  

The questions were open-ended to allow the participants to elaborate on their perspectives.   

The interviews were recorded and transcribed, and categories and patterns were 

developed.  Diekelmann et al.’s (1989) seven-stage analysis was used to systematically identify 

the categories, relational themes, and constitutive patterns of texts.  In the first stage, the 

transcribed interviews were read as a whole for an overall understanding.  According to 

Diekelmann et al., the researcher reads, rereads, and reflects about the meaning, thus allowing 

the text to speak.  The researcher reflected on the text to gain an overall understanding of the 

strategies and barriers to weaving empathy into simulation pedagogy.  Next, the researcher 

summarized sections of the text to identify categories or codes.  The researcher met with her 

dissertation advisor to gather feedback regarding the categories.  Dialogue between the 

researcher and advisor helped to clarify the analysis and textual evidence.  Then, in stage three, 
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the researcher further analyzed the transcripts.  The researcher and the dissertation advisor 

discussed the researcher’s analysis of the transcripts.  In the fourth stage of data analysis, 

relational themes were identified.  The researcher resolved any disagreements on interpretation 

by going back to the text or to the participants to resolve disagreements in interpretation.  Next, 

in stage five, the researcher identified relationships among the themes.  This is where constitutive 

patterns were generated.  Constitutive patterns are the highest level of hermeneutical analysis and 

are “a pattern that expresses the relationship among relational themes and is present in all the 

interviews and texts” (Polit & Beck, 2014, p. 310).  In stage six, the analysis was validated by 

the dissertation advisor and committee members.  In the last stage of data analysis, the researcher 

developed a draft of the themes with examples from the texts.  This draft was presented to the 

dissertation advisor and committee members, and feedback was then incorporated into the final 

document.   

NLN Jeffries (2016) Simulation Theory 

The conceptual framework that guided this study was the NLN Jeffries simulation theory 

(Jeffries, 2016).  The NLN Jeffries simulation theory consists of eight concepts: context, 

background, design, simulation experience, facilitator, educational strategies, participant, and 

outcomes (Jeffries, 2016).  According to this theory, the context influences three interdependent 

elements: background, design, and the simulation experience.  These three sequential elements 

lead to desired outcomes.  

According to the NLN Jeffries simulation theory, the context is the starting point for 

planning and evaluating a simulation and impacts every aspect of the simulation (Jeffries, 2016).    

The contextual factors include the circumstances and setting of the simulation experience.  The 

context includes the overarching objectives of the simulation experience and location, such as an 
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educational setting or practice environment.  Within the context is the background, including the 

goals of the simulation and the resources needed to complete the simulated activity.  The 

background impacts the design and implementation of the simulation.  Next, the design precedes 

the actual simulation experience and should be considered in preparation of the simulation.  

Elements that make up a simulation design include objectives, physical and conceptual fidelity, 

participant and observer roles, progression of activities, and briefing/debriefing strategies.  

The context, background, and simulation design inform the simulation experience.  The 

overall simulation experience can be conceptualized in the diagram as a sphere that contains 

three interactive elements.  The simulation experience is grounded in an environment of trust, 

where learning is collaborative, interactive, learner-centered, and experiential.  The concepts 

within the simulation experience include the facilitator, participant, and educational practices; 

they have an interactive relationship that influences outcomes.  There is a dynamic and 

interactive relationship between the facilitator and participant.   

The outcomes of the simulated experience are conceptually represented by a hierarchical 

pyramid with three levels: participant, patient, and system.  The first or bottom level begins with 

participant outcomes, which include individual reaction, learning, and behavior.  The second 

level is patient outcomes, which relate to the patient’s health outcomes after their caregiver was 

trained using simulation.  The top level is system outcomes, which refer to the improved 

organization and implementation of patient care practices, as well as enhanced overall public 

health where simulation was utilized.   

Organization of the Findings 

The findings in this chapter are organized according to the information gathered from the 

demographic form and the three research questions upon which the study was based.  These 



 107 

research questions were derived from the conceptual framework of the NLN Jeffries simulation 

theory (Jeffries, 2016).  The research questions for this study were framed to explore the 

strategies and barriers toward weaving empathy into simulation pedagogy.  In the findings, the 

participants’ responses are presented in both tabular and narrative form.  Each table provides an 

overview of each participant's responses to each interview question, followed by a discussion 

and examples.  The chapter concludes with a general summary. 

Findings 

 This section begins with a summary of participants’ demographic data, which includes 

the participants' gender, age, race/ethnicity, highest level of educational attainment, 

certifications, years in current position, years in academia, clinical expertise, and training in 

nursing simulation.  Next, findings gathered from the interviews are presented according to the 

three research questions and 47 interview questions.   

Demographics of Research Participants 

Detailed examination and analysis of the demographic form was important for a better 

understanding of the sample characteristics.  The sample for this study was comprised of 14 

nursing simulation faculty from East Coast colleges or universities with both baccalaureate and 

graduate nursing programs.  Table 4 includes the characteristics of the participants gathered from 

the demographic form (see Appendix B).   

Table 4 

Participant Demographics 

Variable n % 

Gender   

          Male 0 0 

          Female 14 100 
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Table 4 Continued 

Variable n % 

Age   

          20 to 29 1 7.1 

          30 to 39 3 21.4 

          40 to 49 1 7.1 

          50 to 59 7 50 

          60 and above 2 14.3 

   

Race/ethnicity   

          White/non-Hispanic 13 92.9 

          Hispanic 1 7.1 

   

Educational level   

          Doctoral (PhD, EdD) 6 42.9 

          Doctoral/DNP candidate 2 14.3 

          DNP (practice) 1 7.1 

          Master’s 4 28.6 

          Bachelor’s 1 7.1 

   

Certifications*   

          CHSE 3 21.4 

          GNP-BC 1 7.1 

          FNP-BC 1 7.1 

          CCRN 1 7.1 

          CPAN 1 7.1 

          HNB-BC 1 7.1 

          ANEF 1 7.1 

          ACNP-BC 2 14.3 

          CCNS 1 7.1 

          Simulation 1 7.1 

          RNC-OB 1 7.1 

          CNE 1 7.1 

   

Years in current position   

          1 to 5 years 10 71.4 

          6 to 10 years 3 21.4 

          11 to 15 years 0 0% 

          16 to 20 years 0 0% 

          21 to 25 years 1 7.1 

   

Years in academia   

          1 to 5 years 3 21.4 

          6 to 10 years 5 35.7 

          11 to 15 years 2 14.3 
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Table 4 Continued 

Variable n % 

          16 to 20 years 0 0 

          21 to 25 years 2 14.3 

          26 years or more 2 14.3 

   

Clinical expertise*   

          Critical care 7 50 

          Emergency 1 7.1 

          Education 5 35.7 

          Geriatrics 2 14.3 

          Women’s health 3 21.4 

          General/medical surgical 3 21.4 

          OR/postanesthesia 2 14.3 

          Orthopedics 1 7.1 

          Pediatrics 1 7.1 

          Psychiatric 1 7.1 

   

Training in nursing simulation   

          Yes 14 100 

          No 0 0 

Note. * = participants could select more than one response, which accounts for the totals 

exceeding 100%. 

 

Gender.  As shown in Table 4, the participants were all female (N = 14, 100%).  This is 

consistent with the demographics of the nursing profession in higher education.   

Age.  Table 4 includes participants’ ages, which ranged from 29 to 63.  The average age 

was 48.7 years (SD = 11.6).  The largest proportion of nursing faculty participating in the study 

(50%) came from the 50-59 age group.  The next largest group of respondents came from the 30-

39 age category at 21.4%, followed by the 60 and above age group (14.3%).   

Race/ethnicity.  Participants were primarily White, with one participant self-reporting as 

Hispanic.  Thirteen participants (92.9%) identified themselves as White/non-Hispanic. 

Highest level of educational attainment.  The highest educational attainment of the 

sample revealed that 42.9% of nursing faculty held a doctoral degree (Ph.D. or Ed.D.).  Next, 
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master’s attainment (n = 4) was represented in 28.6% of the sample, followed by 14.3% holding 

a master’s degree and being a doctoral/DNP candidate (n = 2).  

Certifications.  The advanced certifications participants identified varied widely. Three 

participants (21.4%) responded that they were certified healthcare simulation educators (CHSE).  

One participant stated that she was certified in simulation but didn’t specify the certification.  

There were two participants (14.3%) who were board certified as acute care nurse practitioners 

(ACNP-BC).  One participant was certified as an acute/critical care clinical nurse specialist 

(CCNS), and another participant was also certified in acute/critical care but by the American 

Association of Critical-Care Nurses (AACN) through its CCRN credential.  One participant was 

a certified nurse educator (CNE).  Certified post anesthesia nurse (CPAN) was a certification 

identified by one participant.  Another participant identified that she was certified in inpatient 

obstetric nursing (RNC-OB).  One was certified as a family nurse practitioner (FNP-BC), and 

another was board certified as a holistic nurse (HNB-BC).  Lastly, one participant identified as 

an Academy of Nursing Education fellow (ANEF). Table 4 presents the participants’ self-

reported certifications. 

Years in current position.  Table 4 includes participants’ years employed in their 

current position, which ranged from 1 to 22 years with an average of 5.6 years (SD = 5.1).  The 

largest proportion of nursing faculty participating in the study (n = 10, 71.4%) reported being at 

their current position for 1 to 5 years.  The next largest group of respondents (n = 3, 21.4%) 

reported being at their current position for 6 to 10 years, followed by one participant (7.1%) who 

had been at her job for 21 to 25 years. 

Years in academia.  Table 4 includes participants’ years in academia, which ranged 

from 3 to 26 with an average of 12.9 years (SD = 8.5).  The largest proportion of nursing faculty 
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participating in the study (35.7%) had spent 6 to 10 years in academia.  The next largest group of 

three respondents (21.4%) spent 1 to five years in academia. Two participants (14.3%) reported 

spending 11 to 15 years in academia, two (14.3%) reported spending 21 to 25 years, and two 

(14.3%) spent 26 years in academia.   

Clinical expertise.  Table 4 presents the participants' diverse clinical experiences.  Of the 

14 participants, half (n = 7, 50%) had experience in critical care.  Next, 35.7% of the participants 

(n = 5) had an education background.  Three participants (21.4%) had clinical expertise in 

women’s health, and another three participants (21.4%) had experience in general/medical 

surgery.  Two participants (14.3%) had experience in the operating room (OR) or postanesthesia, 

and another two participants (14.3%) had clinical experience in geriatrics (14.3%).  Lastly, a few 

participants had experience in emergency medicine (n = 1, 7.1%), orthopedics (n = 1, 7.1%), 

pediatrics (n = 1, 7.1%), and psychiatry (n = 1, 7.1%). 

Training in nursing simulation.  All 14 participants had some training in simulation.  

Although this was expected, this finding demonstrates that the sample was informed in 

simulation pedagogy. 

Findings Associated With the Research Questions  

Research Question 1: What Are Nursing Simulation Faculty Reports Regarding the 

Importance of Integrating Empathy Into Simulation Pedagogy? 

Data were gathered first by having participants define empathy.  Morse et al.'s (1992) 

conceptual definition of empathy was applied when coding responses.  According to Morse et 

al., cognitive empathy is the ability to understand another’s perspective from an objective stance. 

Emotive empathy is the ability to share in another’s emotional or psychological state.  
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Behavioral empathy is the communicative response to understanding another’s perspective.  

Lastly, moral empathy is a nurse's altruistic force that engages the practice of empathy.   

Interview Question 1: Can you describe what empathy means to you?  Qualitative 

data gathered in response to the participants’ definitions of empathy are displayed in Table 5. 

Table 5 

Participants’ Definition of Empathy 

             

       Participant     

Code A B C D E F G H I J K L M N 

Cognitive X X X X  X X X X X X  X X 

Emotive X     X X X X   X  X 

Behavioral   X X X    X    X  

Moral               

 

Finding 1.1.  Most participants (n = 12, 85.7%) viewed empathy as having a cognitive 

component.  For example, Participant B (PB) stated, “Empathy, to me is understanding your 

patient’s perspective” and Participant H (PH) stated, “Empathy is actually the ability to put 

yourself in another person’s shoes, to try to understand the experience that they’re going 

through.” Half of the participants (n = 7, 50%) viewed empathy as having an emotive 

component.  PH shared that empathy is “trying to imagine what it would feel like if you’re 

actually them,” and Participant I (PI) stated that empathy is “feeling their discomfort or feeling 

their pain.”  The behavioral component of empathy was referenced by five participants (35.7%).  

PI shared, “Empathy means caring for somebody,” and Participant E (PE) stated, “Empathy 

means compassion and how to care for people.”  Interestingly, there no participants identified 

morality as a component of empathy.  Participants’ definitions of empathy can impact how they 

design, carry out, and evaluate simulations involving empathy. 

Interview Question 2: How important is weaving empathy into the different aspects 

of simulation, such as the context, background, design, simulation experience, the 
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facilitator and participant, and educational strategies?  The NLN Jeffries (Jeffries, 2016) 

simulation theory consists of eight concepts: context, background, design, simulation experience, 

facilitator, educational strategies, participant, and outcomes.  The participants were asked about 

the importance of weaving empathy into each component through the lens of the NLN Jeffries 

simulation theory.  Codes derived included the following: important, really or very important, 

incredibly important, and depends on the objectives of simulation.  Table 6 shows participants' 

reports regarding the importance of weaving empathy into simulation pedagogy. 

Table 6 

Importance of Weaving Empathy Into Simulation Pedagogy 

        

             Participant       

Code A B C D E F G H I J K L M N 

Important     X X  X    X   

Really or very  

     important 

X X  X   X  X X X  X X 

Incredibly important   X            

Depends on the  

     objectives 

    of simulation 

        X      

 

 Finding 1.2.  All participants (N = 14) reported that it was important at least to some 

degree to weave empathy into simulation pedagogy.  However, PI added a stipulation by stating, 

“I guess, it depends on the objectives of the simulationhow important it is.  If that's one of the 

objectives, then it's very important to do that.”  Nine of the participants (64.3%) reported that it 

is really or very important to weave empathy into nursing simulation pedagogy.  For example, 

PB stated, “Now that I've been asked to think about it, I think it's probably very important that 

we try to do better in bringing in the empathy pieces,” and Participant K (PK) stated, “I feel it's 

very important.”  Four participants (28.6%) reported that it is important to weave empathy into 

simulation pedagogy.  PE stated, “I think it's important,” and Participant L (PL) reported, “It's 
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important to me when I am devising my simulations.” Participant C (PC) reported, "It is 

incredibly important" to weave empathy into simulation pedagogy.   

Interview Question 3: Why is it or is it not important?  Table 7 displays the 

participants' rationales for why it is important to weave empathy into simulation pedagogy.   

Table 7 

Reports of Why It Is Important to Weave Empathy Into Simulation Pedagogy 

                

       Participant       

Code A B C D E F G H I J K L M N 

Nursing trait X X X    X  X   X X X 

Part of patient-centered 

     quality care 

X  X  X   X  X X X  X 

Technology focused era   X   X         

Traits of Millennial  

     students 

 X X  X   X  X     

Simulation done in a  

     safe learning    

     environment 

      X   X     

Higher level of learning    X           

Need to practice  

     empathy to be  

     successful 

       X       

 

Finding 1.3. Rationales for incorporating empathy in simulation pedagogy included the 

following: it is a nursing trait, it is part of patient-centered quality care, it is a time when we are 

focused on technology, it is necessary to address the traits of Millennial students, because 

simulation is done in a safe learning environment, it fosters a higher level of learning, and it is 

necessary to practice empathy to be successful. 

Eight participants (57.1%) reported empathy as a nursing trait.  PL reported that “as a 

caring profession, nursing, we have to have a lot of empathy for other people, for other people's 

feelings, and we have to accept people for who they are,” and PB stated, “It's a core 

characteristic that I think all nurses want to maintain and attain in their education.”   
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Another eight participants (57.1%) identified empathy as a component of patient-centered 

quality care.  For example, PE reported that empathy is important in providing “compassion" and 

caring "for people in different races, ethnicities, different parts in their lives, what they're going 

through." PH stated, “Part of empathy is understanding, just listening to what they're saying, 

imagining what it would be like if you were them and making sure that you understand that in 

order to be able to provide the care that is really patient-centered.” 

Five participants (35.7%) reported that it is important to weave empathy into simulation 

pedagogy because of the traits of Millennial nursing students.  PB commented on working with 

Millennial students when she stated the following: 

The Millennial student that we're dealing with right now, who is very much into 

workplace balance, and they hold dear to some, probably what older faculty like myself 

would refer to, as kind of selfish behaviors.  We're getting away from teaching them 

empathy.  It just makes it even more about them and less about the patient. 

PC discussed the use of technology by Millennial students causing a disconnect with the human 

experience.  She stated, “In the current generation of undergraduate nursing students, I feel like 

some empathy gets lost, and perhaps it's because of their incredible connection to social media, 

and it creates a disconnection to human experiences.”  Participant F (PF) emphasized the 

importance of weaving empathy into simulation pedagogy because of the focus on technology, 

“Our attention is being pulled from the human-to-human interaction to the human-to-machine 

interaction.” 

Two participants (14.3%) reported that simulation is a safe learning environment for 

working on being empathic.  Participant J (PJ) stated,  
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I think that the more we can do in simulated environments, so that they can practice how 

to respond in a safe environment where they're not at risk of insulting anybody or 

alienating anybody, they can come to realize their own bias in a situation.  If we can 

practice that here and help them get a better way of expressing themselves or looking at a 

situation, I think that's just better for everybody. 

Participant G (PG) reported, “Empathy, caring, and compassion should all be observed and 

discussed, which is possible in simulation.  In clinical, it may not be possible, so it is probably 

easier to be done in a controlled environment.” 

One participant (n = 1, 7.1%) reported that empathy woven into simulation pedagogy 

could push simulation to a higher level of learning.  For example, Participant D (PD) stated, 

“You could actually drive it to a very high level of learning.” 

Finally, one participant (n = 1, 7.1%) suggested that empathy needs to be practiced in 

order to be successful at it.  According to PH,  

it's not a concept that you can just grab a hold of and say, "Oh, I've got it," without 

experiencing it, living it, seeing it in action, and having it woven through everything that 

you do in all courses across the board in simulation and in the clinical setting. 

Thus, PH suggested that empathy needs to be woven between both simulation and clinical 

practice to be successful. 

Research Question 2: What Strategies Do Nursing Simulation Faculty Identify as Fostering 

Empathy into Simulation Pedagogy?  

AQ 2.1. What strategies related to the simulation context do nursing simulation 

faculty recommend for incorporating empathy?  The context of simulation pedagogy was 

considered when exploring empathy woven into nursing simulation pedagogy.  The context 
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includes the circumstances and setting of simulation but also more broadly the outside influences 

impacting a nursing program's decision to incorporate empathy into simulation pedagogy.  

National organizations play a major role in influencing nursing program policies.  Participants 

were asked what national organizations are doing to support empathy in simulation pedagogy 

and what they can do to better support the incorporation of empathy in simulation. 

Interview Question 4: Describe what national organizations are doing to support 

empathy in simulation pedagogy.  Data were gathered to explore participants' perspectives on 

what national organizations are doing to support empathy in simulation pedagogy.  The 

participants’ responses are displayed in Table 8.  

Table 8 

Descriptions of What National Organizations Are Doing to Support Empathy in Simulation 

Pedagogy 

                    

            Participants       

Code A B C D E F G H I J K L M N 

Uncertain X    X  X X X  X X X  

Very little  X            X 

Woven into  

     SSH/INACSL  

X   X    X       

Created programs   X            

Research      X         

In INACSL Standards          X     

 

Finding 2.1.1.  More than half of the participants (n = 8, 57.1%) were uncertain about 

what national organizations were doing to support empathy in simulation pedagogy.  For 

example, Participant A (PA) reported, “I'm not 100% sure,” and Participant M (PM) also 

reported, “I don't really know what they're doing.”  Two participants (14.3%) reported that 

national organizations are doing very little to support empathy in simulation pedagogy.  PB 
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stated that national organizations are doing “very little to nothing,” and Participant N (PN) 

reported that “not much” is being done.   

However, three participants (21.4%) believed that empathy, or a similar concept, was 

woven through the policies and standards developed by the Society for Simulation in Healthcare 

(SSH) or the International Nursing Association for Clinical Simulation and Learning (INACSL).  

PA stated, “I'm sure that if I go into SSH or INACSL . . . that they have some type of . . . I don't 

want to say empathy is a type, but they will have empathy woven in.”  PD reported that empathy 

was woven into most standards.  PD stated, “I feel like in spirit it's in there throughout most of 

the standards.”   

One participant (7.1%) believed that organizations had created programs with empathy in 

simulation.  PC stated, “I think a lot of the organizations have created programs.”  Another 

participant (7.1%) reported that national organizations are producing research on the topics of 

simulation and empathy.  PF stated, that there are a “pretty good bundle . . . of research articles 

looking at some aspect of it.”  One participant (7.1%) was certain that empathy was in the 

INACSL standards.  PJ reported, “The INACSL standard for simulation specifically states . . . 

that we should be looking at diversity and empathy.” 

Interview Question 5: Describe what national organizations can do better to support 

empathy in simulation pedagogy.  Qualitative data gathered in response to what national 

organizations can do better to support empathy in simulation pedagogy are displayed in Table 9 
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Table 9 

Descriptions of What National Organizations Can Do Better to Support Empathy in Simulation 

Pedagogy 

                            

       Participant        

Code A B C D E F G H I J K L M N 

Value and promote  

     empathy 

X X  X X X  X X   X  X 

Simulation examples or  

    programs 

 X X   X  X  X X  X  

Advance concept of  

     empathy 

 X  X    X       

National goal      X         

Networking   X            

Grants/scholarships   X    X        

Research   X X X  X     X X  

Affordability of  

     simulation  

     examples 

  X            

Put in INACSL  

     Standards 

        X      

Curricular requirement  

     with a percentage   

     included in  

     simulation program 

 X             

 

Finding 2.1.2.  The majority of participants (n = 9, 64.3%) reported that national 

organizations need to put more value on empathy and promote it.  PA emphasized the need to 

value empathy and promote it through national organizations when she stated, “Definitely 

putting it out there more is a start because if I can't pinpoint something [organizations are doing], 

then that may be a problem.”  PB reported that national organizations “could embrace it and say 

that this is a characteristic that we want to instill just as much as time management and 

prioritizing and other skills that we certainly address in simulation.”  Seven participants (50%) 

suggested that organizations could provide simulation examples or programs specifically looking 
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at empathy in simulation.  PK suggested organizations could provide “some type of pre-

programmed scenarios,” and PJ also suggested “providing some examples to the communities.” 

Three participants (21.4%) suggested that national organizations need to advance the concept of 

empathy to better support empathy in simulation pedagogy.  Participants identified challenges 

defining and measuring the concept of empathy.  PB suggested that when national organizations 

need to develop examples of simulations with empathy incorporated in them they need to include 

a clearer definition of empathy for faculty to follow.  PB stated that they, 

could also provide examples of simulations where empathy is demonstrated and what that 

looks like.  I could have a different definition of empathy.  It could be different than 

yours.  It could be different than how nursing wants to describe it as a profession.   

PD reported that "I don't know if that's everybody's perspective of what empathy is, but being 

able to clearly identify that a little bit more” is important. 

One participant (7.1%) suggested that empathy should be part of a structured national 

goal.  Participant F (PF) stated that national organizations weave national patient safety goals 

into simulation and suggested that they could develop a “national patient safety goal, which 

could have a goal for person-to-person interaction, with empathy as one of our national goals.”  

PB suggested national organizations should include empathy in simulation pedagogy and that it 

could become a “staple of what simulation content should include.  It could be that it's a 

requirement of some percent in our simulation programs.” 

Regarding national organizations developing better venues for networking with other 

simulation faculty about how to incorporate empathy into simulation, PC suggested that 

“national organizations . . . create better networking among all the different faculty and academia 
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in their state and create programs where they encourage networking, sharing, and 

intraprofessional collaboration.”  

Two participants (14.3%) suggested that national organizations develop grants or 

scholarships to better support weaving empathy into simulation pedagogy.  PC reported that 

national organizations could “provide more grant funding that you can apply for in order to bring 

some programs to the university.”  PG suggested that national organizations “put out some 

opportunities for grants and scholarships regarding empathy and simulation.” 

Six participants (42.9%) suggested national organizations develop and promote research 

regarding weaving empathy into simulation pedagogy.  PE suggested that national organizations 

“can start to make it a very important part of their research and have presentations . . . at their 

conferences.  We get journals, so maybe just emphasizing the value of adding empathy to 

simulation” would help.  PD suggested researching empathy and outcomes by “explicitly 

thinking about empathy and how that practice empowers teams and patient care.” 

One participant (7.1%) suggested that national organizations can improve the 

affordability of simulation examples, so nursing programs can have more access to simulation 

programs focusing on empathy.  For example, PC suggested that “national organizations really 

need to reach out and maybe make some of these programs that they create in simulation, maybe 

less expensive.” 

One participant (7.1%) suggested that empathy should be incorporated into the national 

standards guiding simulation pedagogy, such as the INACSL Standards.  PI reported that 

empathy should be “part of one of the standards.  If empathy is an important component of the 

role of the nurse, which I certainly believe that it is, then they should make it part of their 

standards.” 
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AQ 2.2. What strategies related to the simulation background do nursing simulation 

faculty recommend for incorporating empathy?  The background of the simulation includes 

the goals of the simulation.  The goals of the simulation come from national organizations’ 

priorities and the goals of the nursing program.  The didactic and simulation portions of the 

curriculum should align to meet the nursing program’s specific goals.  Strategies related to 

simulation background were explored, specifically looking at any formalized curriculum and 

resources related to empathy in the participants' nursing programs for supporting empathy in 

simulation pedagogy. 

Interview Question 7: Describe any formalized curriculum your nursing program 

offers in promoting empathy.  Qualitative data gathered regarding participants’ responses to 

what formalized curriculum their nursing program offers in promoting empathy are displayed in 

Table 10. 

Table 10 

Descriptions of Formalized Curriculum Participants' Nursing Programs Offer in Promoting 

Empathy 

        

      Participant       

Code A B C D E F G H I J K L M N 

No formalized  

     curriculum 

X X      X X X X X   

Unsure              X 

Woven into  

     coursework 

X X  X X  X X X X X X   

Under an umbrella  

     of other concepts 

X X  X X          

Light on empathy in  

     the curriculum 

 X             

Simulations with  

     empathy  

X  X  X X     X    

Community service  

    opportunities 

    X          
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Findings 2.2.1.  Seven participants (50%) suggested that their nursing programs offered 

no formalized curriculum in empathy.  PI stated that “there is no formalized component” of 

empathy in the curriculum.  PJ reported, “We don't . . . have any formal curriculum.”  One 

participant (7.1%) was not sure what her nursing program offered and stated, “I have no idea” 

(PN).  Ten participants (71.4%) reported that empathy was woven into the didactic coursework.  

For example, PI stated that “it is woven throughout the curriculum.”  PD suggested that empathy 

was “foundationally threaded through the courses.” 

Four participants (28.6%) suggested that empathy was under an umbrella of other 

concepts, such as therapeutic communication, diversity, and inclusion.  PB reported that “we 

certainly talk about therapeutic communication and being able to listen.”  PD suggested empathy 

was part of therapeutic communication and was woven into diversity and inclusion.  For 

example, when looking at the formalized curriculum she stated the following: 

Therapeutic communication . . . there are certainly things about empathy there.  I think it 

broadens out to diversity and inclusion throughout the rest of the curriculum.  I feel like 

empathy is sort of folded into that idea of being able to take an additional perspective. 

One participant (7.1%) suggested her nursing program doesn’t incorporate a lot of 

empathy into the curriculum.  PB stated that her curriculum is “probably light on empathy 

concepts.”  Five participants (35.7%) suggested that their nursing programs utilized simulations 

specifically aimed at developing empathy in nursing students.  PE stated that “in the 

fundamentals course [nursing students] wear an ostomy appliance to elicit some empathy,” and 

PF reported that their simulation faculty “designed a program, a simulation” to develop empathy 

in their nursing students.  
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One participant (7.1%) suggested her nursing program utilized community service 

opportunities through classes and clubs to illicit empathy from students.  PE stated that “a public 

health class and an ethics class do some projects . . .with lower socioeconomic type 

environments.  We have clubs on campus . . . that do soup kitchens, and they go to volunteer at 

different organizations around the area.” 

Interview Question 8: Describe some strategies that your nursing program could 

implement to improve the cultivation of empathy in the curriculum.  Strategies suggested by 

the participants to improve the cultivation of empathy in their curricula are listed in Table 11. 

Table 11 

Suggested Strategies to Improve the Cultivation of Empathy in the Curriculum 

                 

      Participant       

Code A B C D E F G H I J K L M N 

More visible content  X  X    X X      

Discuss empathy earlier  X X            

Educational strategies (videos,  

    reflection, and storytelling) 

 X         X    

Empathy thread through the  

    curriculum 

X X       X   X  X 

Simulations with empathy   X X   X   X  X X  

Standardized patients           X   X 

Community service   X  X          

Communication course    X           X 

Structured alignment with 

    didactic and simulation 

    curriculum 

X X             

Interprofessional collaboration 

    and simulation 

  X   X         

Scaffolding concepts and skills  X             

Reflection formalized  X             

 

Finding 2.2.2.  Four participants (28.6%) suggested that empathy should be more visible 

in the curriculum.  For example, PB reported, “We could make it a very visible content element.”  
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PD also suggested that empathy should get “more attention . . . and be highlighted and stand-

alone.”   

Two participants (14.3%) suggested discussing empathy earlier in the curriculum.  For 

example, PC suggested that she “would like to change the thinking of the curriculum and start 

talking about empathy earlier . . . [and] start weaving in the simulation aspect to create empathy 

and communication early in their career.” 

Two participants (14.3%) suggested utilizing different educational strategies to cultivate 

more empathy.  The educational strategies suggested included the use of videos (PB and PK), 

reflection (PB), and storytelling (PK).  PB suggested utilizing videos as an educational strategy 

to cultivate empathy and stated the following:  

We could find videos or YouTube videos.  There is probably a nursing series out there 

where nurses demonstrate appropriate levels of empathy versus not so good empathy, 

maybe just totally ignoring a patient's need for empathy.  And so, that could be a strategy 

in saying this was a good demonstration, this is a poor demonstration.  

 PK suggested videos could be a means of storytelling.  According to PK, “using YouTube 

videos to show what actual people with specific diseases are actually going through.  Like a 

woman actually giving birth.  If they put it on a live big screen TV, students can understand.”   

Reflection was another education strategy that was reported.  PB said that nursing students 

should reflect on empathic interactions with patients and offered the following:  

The next time you go to clinical, reflect on how you have had these type of empathetic 

interactions with patients.  I think, certainly, if there was a thread going across our 

programs, it is our nursing program having students doing logs and prep work, as well as 
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postwork reflections.  Reflective practice is something that we've been striving to do 

more and more of.  

Five participants (35.7%) suggested that empathy should be a thread throughout the 

nursing curriculum.  For example, PI stated,  

I think that it would be nice to make it one of the concepts that we weave through.  We 

weave research through.  We weave safety through.  I think it could be one of the key 

concepts that we weave throughout the entire curriculum. 

PB also suggested that empathy should be "a thread going across our programs.” 

Six participants (42.9%) suggested that there need to be more simulations with empathy 

included in the curriculum.  PG suggested the following: 

Because there's no guarantee that you will be exposed to empathy in the clinical setting. 

Also, it's theoretically probably a more difficult topic to teach and then again re-evaluate. 

I would say maybe attempting to put it into a simulation scenario would be the best way 

to go.   

PC suggested incorporating empathy into simulations earlier in students’ education.  She stated, 

“my goal would be to start weaving in the simulation aspect to create empathy and 

communication early in their careers.” 

Two participants (14.3%) reported formally including standardized patients in their 

curriculum to improve empathy levels of nursing students.  PN said that in her program, they 

were "concerned enough about it from what we're seeing in sim that we are actively converting 

all of our medical-surgical scenarios . . . from mannequins to standardized patients whenever 

possible, so that they are working with real people not with mannequins.”  PK stated that 

utilizing standardized patients “would be much better, if we had them throughout health 
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assessment and throughout their curriculum.  Like primary care especially . . . they're better 

prepared with standardized patients” 

Two participants (14.3%) suggested that there should be a more formalized component of 

community service in the curriculum.  PE suggested that her nursing program “could do a little 

bit more with local soup kitchens and shelters and that kind of stuff.”  PC suggested that students 

could take part in a class where they were required to volunteer at a helpline.  She stated, 

one of my goals would be that we have a program where they have to apply to be a 

helpline volunteer. . . .  So they apply, they get a free 30-hour training program.  Then I 

would love for them to do their 4 hours a week of volunteer service and then have a class 

afterwards that debriefs about every aspect that they talked about. 

Two participants (14.3%) suggested introducing a communication course into the 

curriculum.  PC discussed including empathy and communication earlier in the curriculum.  PC 

stated,  

I would like to change the thinking of the curriculum and start talking about empathy 

earlier.  So when our freshmen come in . . . they're so excited to be a nurse.  Then they 

come in, and they don't take any courses related to nursing.  They're so frustrated and a 

little disheartened.  My goal would be to start weaving in the simulation aspect to create 

empathy and communication early in their career. . . .  So maybe that's where that earlier 

learning course could come. 

PN talked about including the class, Performance of Caring, into the curriculum.  Students 

practice caring behaviors in a nonclinical environment “because eventually their bodies start 

feeling what it is you want them to feel.”  PN stated that the Performance of Caring, “is going to 
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become a class that you have to take, it's not going to be voluntary anymore . . . and I think that it 

will probably make a huge difference in the future, and I wonder if other schools won't adopt it.” 

Two participants (14.3%) suggested that there needs to be a structured alignment between 

the didactic and simulation curricula.  PB discussed how important it is to track key concepts, 

like empathy, in the curriculum.  She stated the following: 

If it were in . . . one of the core content areas, then you could track it and say, well, it has 

to be included in a certain number of courses.  And these courses make the most sense 

because of the types of the patient encounters that you have, but the barrier is we don't 

have that structure. 

PA suggested how important it is to align with the didactic portion of the curriculum.  She stated, 

“In simulation, we definitely want to be in line with what the curriculum is by really supporting 

it and backing it up.” 

Two participants (14.3%) suggested developing a formalized curriculum with empathy 

by utilizing interprofessional simulations and collaboration.  PC stated different disciplines could 

collaborate, “We could get everybody together in their own fields of expertise and create an 

interprofessional simulation.”  PF stated that “interprofessional education” could also be woven 

into the curriculum. 

One participant (7.1%) mentioned the importance of scaffolding empathy where students 

develop and expand on what they have learned.  PB talked about the progression of the student 

from a novice to a more skilled participant in simulation.  She reported the following: 

It depends on the level of student and the extent to how we want or envision empathy to 

be included.  I mean, in the beginning, when they're just learning what the concept is and 

how that's performed or conducted by a nurse, I could see where some of the scenarios 
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would be very brief. . . .  But as they are having more in clinical encounters and more 

simulation encounters. . . .  The ability to delve in deeper and to provide support and 

advice, or identifying other resources that they could offer to the patient, could become 

lengthy.  

One participant (7.1%) suggested that reflection should be a more formalized component 

in the curriculum.  She suggested that with a formalized curriculum on reflection students could 

develop more empathy.  According to PB,  

reflective practice is something that we've been striving to do more and more of.  Each 

one of the clinically based courses has adopted some reflective practice type of elements. 

If nursing truly holds onto the concept of empathy as one of our characteristics of being a 

good nurse, then we should define it, demonstrate it, and then, have our students conduct 

themselves in an empathetic way.  And then, reflect on whether they were successful or 

not about it.                  

Interview Question 10: Describe what resources are needed to promote empathy in 

simulation.  Table 12 lists the participants’ responses regarding resources that are needed to 

promote empathy in simulation. 

Table 12 

Resources Needed to Promote Empathy in Simulation 

                  

      Participant       

Code A B C D E F G H I J K L M N 

Training for facilitators X       X     X  

Knowledgeable content  

     experts or faculty in  

     simulation pedagogy 

X X X X X X X X X X X X X X 

Better definition of empathy  X             

Developing simulations or  

     examples of simulations   

     with empathy 

 X X  X  X        
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Table 12 Continued 

 Participant 

Code A B C D E F G H I J K L M N 

Best practices or research  X          X X  

Standardized patients X          X    

Faculty, administration, or   

     participant buy-in 

  X X  X        X 

Curricular structure  X             

Financial resources     X      X    

Time and effort    X           

Collaborative relationships X     X         

Role modeling   X            

Improved realism X              

Awareness            X   

Measurable outcomes       X        

 

Finding 2.2.3.  Training for facilitators was a resource suggested by three participants 

(21.4%).  PA suggested that simulation faculty should receive a “small course or actually a 

faculty development workshop for the faculty who are going to be teaching simulations.”  PM 

recommended that “training sessions might kind of be nice for instructors.”  

All fourteen participants (100%) reported that there needed to be knowledgeable people 

in both the subject matter and the simulation pedagogy as a resource to promote empathy into 

simulation pedagogy.  For example, PF stated that there needed to be both “knowledgeable 

content experts and faculty in simulation pedagogy.”  PJ reported that “there needs to be 

somebody with expertise in the content to be developing the simulations or to be looking at the 

simulations to see where we can be incorporating it into what's already developed.” 

There were challenges with the concept of empathy.  One participant (7.1%) suggested 

that nursing faculty needed a better definition of empathy.  For example, PB stated that there 

needs to be “some type of panel-approved description of what empathy is or the ranges of 

empathetic behaviors that you would want your students to demonstrate and be competent in.” 



 131 

Developing simulations or having examples of simulations with empathy was another 

resource suggested by four participants (28.6%).  PC explained that “developing scenarios from 

the level of a content expert and making sure we weave in empathy” was a needed resource.  PE 

reported needing to have access to “prefabbed kind of simulation scenarios that are intertwined 

with empathy.” 

Three participants (21.4%) suggested that there needed to be more knowledge regarding 

incorporating empathy into simulation pedagogy.  This knowledge could come from best 

practices or research regarding simulation.  For example, PB stated, “If there were best practices 

identified . . . then it would be something that people can refer to.”  PM declared that the 

resources needed included more "evidence of today-based practice studies.” 

Standardized patients can be a tool to improve the realism of a simulation.  Two 

participants (14.3%) suggested that standardized patients were resources needed to promote 

empathy in simulation pedagogy.  PA stated, “I think that if we can use more standardized 

patients, I think that would be helpful and add to the realism.”  PK also reported “using 

standardized patients because they're a little bit more realistic.” 

Four participants (28.6%) suggested that either faculty, administration, or participant 

buy-in was a resource needed to promote empathy in simulation pedagogy.  PC reported that “the 

number one resource is faculty buy-in.  We have to have faculty buy-in that they care enough . . . 

to show students what empathy is about.”  PF suggested the need for collaboration and stressed 

the importance of everyone buying into empathy woven into simulation pedagogy.  PF reported, 

“People need to be of like minds and unified vision.” 

One participant (7.1%) suggested curricular structure was needed for empathy to be 

included.  Faculty needed to consciously place empathy in the nursing curriculum.  For example, 
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PB reported, “I think that we need to judiciously place empathy and really consciously plan this 

out.” 

Two participants (14.3%) suggested that financial resources were needed to promote 

empathy in simulation pedagogy.  PE suggested that nursing programs could purchase prefabbed 

simulation scenarios but added that there was "a cost to buy those.”  PK suggested utilizing 

standardized patients over mannequins to cultivate empathy.  PK reported, “I would say, using 

standardized patients because they're a little bit more realistic, other than using mannequins, and 

they actually speak back to you, which is expensive.” 

One participant (7.1%) reported that time and effort were the resources needed to 

promote empathy in simulation pedagogy.  It is the time and effort of the people running the 

simulation to cultivate empathy.  PD reported, 

it's just there's somebody's time. . . .  I think depending on what specifically you wanted 

to get at you could design something fairly resource intensive or fairly not resource 

intensive and get at empathy.  I mean, we spend some time training with all the 

technology we have . . . people are the most important thing in the room during a 

simulation. 

Two participants (14.3%) suggested that collaborative relationships were needed to 

promote empathy in simulation pedagogy.  PF suggested that there needs to be collaboration 

between both knowledgeable content experts and simulation experts.  PF stated that there needs 

to be “a collaboration.  People need to be of like minds and unified visions.”  PA stated that 

faculty need “to make sure that we're all on the same page.” 

Role modeling empathy for students is an important way students can learn empathy in 

simulation.  One participant (7.1%) reported how some students come into a nursing program not 
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empathic, as a result of their innate qualities and today’s heavy reliance on social media.  PC 

stated the following: 

We think if somebody wants to become a nurse that it's innate in them that they must be 

an empathetic individual.  That's not always true.  Especially in today's world where 

empathy is practiced via social media, and there's a huge disconnect, so we really have to 

model it in order for them to see it.  

Improved realism of a simulation can help improve participant buy-in.  One participant 

(7.1%) suggested that improved realism was a resource needed to promote empathy in 

simulation.  For example, PA stated, “I think maybe some personal experiences to make the 

simulations more realistic.” 

One participant (7.1%) suggested that there needed to be more of an awareness about 

weaving empathy into simulation pedagogy.  PL stated that empathy needed to be brought into 

“the forefront, and people will become aware . . . we need to create an awareness.” 

One participant (7.1%) suggested that simulations needed to have measurable outcomes 

that could be easily evaluated by nursing faculty.  PG suggested that simulations needed to be 

developed that “would include empathy . . . and what components would be evaluated in terms 

of finishing the simulation, and clearly stating what you would like to see from the student 

regarding empathy.  So, putting out learning objectives and then putting out outcomes.”  

Interview Question 11: Tell me about whether you have all the needed resources to 

promote empathy in simulation pedagogy.  Participants were asked about whether they had the 

necessary resources to promote empathy in simulation pedagogy.  Participant responses are listed 

in Table 13. 
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Table 13 

Participants' Responses on Whether They Have the Needed Resources to Promote Empathy in 

Simulation 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Yes X  X X X  X X      X 

No  X       X  X X X  

Marginal      X         

Missing some aspects  X    X  X  X     

 

Finding 2.2.4.  Seven participants (50%) reported having the needed resources to 

promote empathy.  PG stated, “I would say that we have the needed resources.”  Similarly, PC 

reported, “At our university, I think we have an abundant amount of resources.  There is nothing 

I could ask for that they wouldn't offer me.” 

However, five participants (35.7%) reported that they didn’t have enough resources to 

promote empathy.  When asked about whether participants had all the necessary resources, PI 

stated, “Oh God, no.  I don't.  I'm a one-man show.  It's just me.  I do the entire simulation 

component to the nursing undergraduate curriculum at our university.”  PB reported, “We 

probably don't have them.” 

One participant (7.1%) believed that the resources that she had at her nursing program 

were marginal.  PF reported that the resources to promote empathy were “currently marginal.”  

Four participants (28.6%) reported that they were missing some of the needed resources to 

promote empathy in nursing simulation.  PJ stated, “Just like everything else I want to do with 

simulation, I have what I have.”  PI discussed having access to some resources, but also missing 

some key components.  PI reported, “I have a lot of equipment resources because I've written 

several grants, so I have money to purchase, but I don't have the human resources.  We don't 

have the workload distributed well for simulation integration.  That's the biggest problem.” 
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Interview Question 13: Describe any policies or procedures that are used by the 

nursing program in guiding nursing simulation.  Participants were asked about whether there 

were any policies or procedures guiding simulations at their nursing programs.  The participants’ 

responses are listed in Table 14. 

Table 14 

Policies and Procedures Used by the Participants’ Nursing Programs in Guiding Nursing 

Simulation 

                 

      Participant       

Code A B C D E F G H I J K L M N 

INACSL Standards  X X  X    X      X 

SSH           X   X 

Debriefing methods  X      X X    X  

Procedures by Creighton 

     University 

           X   

High-stakes testing  X           X  

Nursing program specific 

     policies and procedures 

X X X  X X   X X  X  X 

Reflective practices  X             

Baccalaureate essentials    X           

QSEN competencies    X           

Several policies and 

     procedures 

 X X X  X X  X     X 

Standardized patient policy         X      

 

Finding 2.2.5.  There were multiple policies and procedures guiding nursing simulation 

pedagogy at participants’ individual institutions.  Five participants (35.7%) reported using the 

INACSL Standards to guide their simulations.  For example, PA stated that they “use the 

INACSL Guidelines for Simulation.”  PB confirmed that her program used "the INASCL 

Standards for Best Practices in Simulation.” 

Two participants (14.3%) utilized the policies developed by the Society of Simulation in 

Healthcare (SSH) to guide their simulations.  PK reported, “I use Society for Simulation in 

Healthcare.”  PN stated, “We're accredited by the Society of Simulation in Healthcare.  We have 
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a full policy and procedure manual that follows both the INACSL Standards and the SSH 

accreditation standards.” 

Participants' nursing programs also utilized different debriefing methods to guide nursing 

simulations.  Four participants (28.6%) discussed different debriefing methods while discussing 

their policies and procedures.  For example, PI stated, “We have debrief guidelines” that guide 

simulation.  PM reported, “We use a DML [Debrief for Meaningful Learning]-like framework.  

So we do the sim, and then afterwards, they have the 5-minute rapid-fire and then a debriefing.” 

One participant (7.1%) reported that her nursing program utilized procedures developed 

at Creighton University.  PL reported, “We have a formal procedure that we go by with 

Creighton University.” 

Two participants reported that they had policies in place regarding high-stakes testing. 

PB stated, “We do high-stakes testing here in many of our undergraduate courses.”  PM reported 

that at her program they used a “5-minute rapid-fire, and everybody kind of tries to pick out what 

went wrong.  Then they get points for everything that they do correctly . . . it's like a grade.” 

More than half of the participants (n = 9, 64.3%) suggested that their nursing programs 

had specific policies and procedures to guide simulation.  PA discussed her program's procedures 

regarding time spent in simulation.  PA stated, “Right now, our presim and debrief are 30 

minutes, 90 minutes, and 60 minutes.”  PE discussed her program’s policies and procedures 

regarding treating simulation like clinical.  PE reported the following:  

We have a certain number of hours that the students have to do in sim.  It's considered 

part of clinical, so they have to come in their uniform, and they have to be here the whole 

time because it counts towards their clinical hours.  
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One participant discussed changing policies and procedures based on the faculty 

reviewing their practices for improvement.  PB discussed this reflective practice by reporting, 

“So, we try to achieve the highest quality we can . . . we may pilot something, but then, we're 

constantly going back to review.” 

The Baccalaureate Essentials is a document produced by the American Association of 

Colleges of Nursing that provides curricular standards for developing a nursing curriculum.  PD 

reported that the Baccalaureate Essentials was a policy that guided simulation at her institution. 

PD also reported that Quality and Safety Education for Nurses (QSEN) was an initiative she used 

to focus on quality and safety competencies.  PD reported that the QSEN competencies were a 

policy that guided her simulations.    

Half of the participants (n = 7, 50%) reported that they had multiple policies and 

procedures that guided their simulations.  PC discussed how her program had a computer system 

that kept track of all their policies.  PC added the following: 

We have them documented in a system like I've never seen anybody else document.  We 

have them all in OneNote.  Every single policy procedure, you can literally type in the 

search field what you're looking for from as simple as laundry, and how that gets done 

and who picks it up, and it will pop up and tell you who to call, what time to come, and 

how they'll do it.   

PF also reported that they had several policies and procedures: 

There's a lot of them.  There are several.  So you can start with mission, vision, 

governance, safety, psychological safety, physical environment, supplies, equipment, 

time, internal, external, I could go through the whole list.  So, they're all applicable.  Like 

any developed program you have to have a policy and procedure manual. 
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One participant reported having a policy regarding the use of standardized patients.  PI 

reported, “We have a standardized patient policy.” 

Interview Question 14: Describe what policies could be developed to support a 

culture of empathy in nursing simulation.  Qualitative responses regarding which policies 

could be developed to support a culture of empathy in nursing simulation are shown in Table 15. 

Table 15 

Descriptions of Policies That Could be Developed to Support a Culture of Empathy in Nursing 

Simulation 

                  

      Participant       

Code A B C D E F G H I J K L M N 

Guidelines from INACSL  

     supporting empathy and  

     simulation 

X              

Curricular requirement of how  

     much simulations with  

     empathy should be included 

 X             

Buy-in/value simulations with 

     empathy; support 

X  X       X     

Facilitator knowledge and  

     training 

   X           

Learner-centered policies  

     around an empathic and  

     caring environment 

  X X   X X    X X X 

Less high stakes   X X    X     X  

Simulations where the goal or 

     objective is empathy 

X    X      X    

Consistency of simulations     X          

Improved best practices      X         

Debriefing guidelines with  

     empathy included 

        X X     

 

 

Finding 2.2.6.  Participants were asked about what policies could be developed to 

support a culture of empathy in nursing simulation.  One participant (7.1%) suggested that there 

needs to be guidelines from INACSL supporting empathy and simulation.  For example, PA 
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reported “I think that if INACSL comes out with...how do you develop a simulation focusing 

really on empathy.” 

One participant (7.1%) reported that there needed to be some curricular requirements 

regarding how many simulations with empathy should be included.  PB stated, “There could be 

some policy on some percentage of your simulation for a particular course, to include an 

empathy component in it.” 

Three participants (21.4%) suggested there needed to be buy-in to the value of 

simulations with empathy by both administration and faculty, in order to support a culture of 

empathy in simulation pedagogy.  PA reported the following:  

I need to make sure that the deans and the directors are also on the same side as myself, 

and are okay with it, as well as the faculty.  We all have to be on the same page.  I think 

we have to be a little flexible in what we can pilot with our students, if it's important 

enough, as clear as this is. 

Another participant suggested that there needed to be better buy-in to the skilled work that goes 

into simulation pedagogy.  Simulation faculty play an important role in developing nursing 

students’ skills, knowledge, and attitudes.  PC suggested that they sometimes aren’t valued and 

supported, which makes the task of creating a culture of empathy more challenging.  PC stated,  

one of the policies we could implement is an understanding that simulation is a lot of 

work.  It is a ton of work.  I'm not sure we have that understanding from all of our faculty 

members.  Our dean is very understanding and very pro simulation.  Even the people that 

aren't immersed in it don't understand how much work goes into it.  I would say one of 

the biggest barriers for the support of empathy would be that there's not enough empathy 

for the faculty who are working in simulation to realize how much time and effort and 
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energy it takes to be effective in the role, to be excellent at debriefing and to continue 

with faculty development to keep improving yourself.  So that would be the biggest 

barrier.  We don't have enough empathy that people who do the job every day.  So in 

order to create empathy for the students, we need them to have empathy for the people 

running the simulation.  

One participant (7.1%) suggested that a culture of empathy comes from the expertise of 

the facilitator running simulations.  It is their knowledge and skills that can create a culture of 

empathy.  PD reported, “I don't know that the policy would do it as much as the people running 

the simulation would do it or the team that tries to center or ground” empathy in simulations. 

Creating a safe learning environment, one where empathy and caring is displayed among 

faculty and participants, was reported by seven participants (50%).  These learner-centered 

policies can help promote a culture of empathy in simulation.  PD discussed some principles of 

simulation, such as, 

having high regard for learners . . . the simulation language about having a safe container 

and helping people optimize their performance and practice by the way the simulation 

culture is a safe place.  Feels like empathy can fit in there somewhere to me. 

PH reported that a “policy of caring” was needed to create a culture of empathy in simulation. 

Similar to a safe learning environment, four participants (28.6%) suggested that there 

needed to be policies related to creating an environment that it was less high stakes.  When 

students are graded on simulations, this can cause participant anxiety and judgement.  PD 

suggested creating a culture of empathy through policies that were less high stakes.  For 

example, PD reported the following: 
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I think the time is right to start thinking about concepts like empathy within human-

centered simulations. . . .  I think the technology dazzle has long worn off, where people 

are starting to look at what we're after, and it doesn't have to be hi-tech to be good.  It's 

how well it's aligned to the outcomes and what you want for students and a little less high 

stakes, testing, weeding out, providing clinical support, and people learning through 

simulation.  

PC also talked about how the high-stakes environment created participant anxiety.  PC reported 

the following: 

When they come in, these students are told to nominate one student who has to serve as 

tribute and go into that simulation, while the other five sit and watch them in the 

debriefing room.  Then they come back afterwards and are given a group grade on that 

one student's performance.  These are the kinds of things that I feel like as a facilitator are 

inappropriate.  It increases judgment.  It totally exacerbates student anxiety.  These are 

the things I need to change.  

Three participants (21.4%) discussed utilizing simulations where the goal or objective 

was empathy.  PE reported, “The sims would have to be created to include the empathy.”  PA 

talked about how INACSL needed guidelines on how to develop “a simulation focusing really on 

empathy.” 

Another participant (7.1%) suggested that there needed to be consistency with the 

simulations in order to create a culture of empathy in simulation.  Different faculty may not 

create the same culture of empathy.  PE reported having “an outline of how each scenario should 

be run so that it's consistent across all the faculty who's running the scenario” in order to create 

that same outcome. 
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One participant (7.1%) suggested that there needed to be improved best practices.  PF 

reported,  

I think that if you look at best practices for simulation design, and I also think if you have 

a simulation model that will help drive how simulations are designed and how the 

objective is structuredit will help frame and provide a foundation for future simulation 

development.  

Two participants (14.3%) suggested there needed to be debriefing guidelines with 

empathy emphasized and included.  PI reported, “The debrief guideline could be broadened to 

incorporate more questions that discuss empathy with the patients during the simulation.”  PJ 

discussed how empathy could be included in her program's current debriefing method.  PJ 

reported the following:  

If we're looking at knowledge, skills, and attitudes, if we spend more time looking, 

maybe emphasizing the attitudes as much as we look at the skills and the knowledge in 

making sure we're hitting equally all three of those learning components, and strategies. . 

. .  Our policies should change to reflect that we want each of those hit in equal parts. 

AQ 2.3. What strategies related to the simulation design do nursing simulation 

faculty recommend for incorporating empathy?  The design of the simulation includes the 

specific learning objectives, elements of the fidelity (both physical and conceptual), and the 

activities done as part of the simulation.  When nursing faculty are designing simulations, faculty 

members can thoughtfully weave empathy into the design of the simulation.  Participants were 

asked which strategies would be helpful in incorporating empathy into the simulation design and 

experience.  
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Interview Question 16: Describe the strategies you utilize or believe would be 

helpful to incorporate empathy into the design of the simulation.  Participants’ responses to 

what would be helpful to incorporate empathy into the design of the simulation are displayed in 

Table 16. 

Table 16 

Strategies Participants Utilize or Believe Would be Helpful to Incorporate Empathy Into the 

Design of the Simulation 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Align stakeholders X     X         

Develop simulations with  

     empathy as a goal or  

     objective 

X  X X X X      X X  

Scripts or story evoking  

     Empathy 

 X          X  X 

Mindful or meaningful  

     Objectives 

 X  X X X  X X X  X   

Role modeling empathy    X           

Use of standardized patients      X         

Research       X        

Consistency with simulations X    X          

Start earlier in the curriculum   X X          X 

Storytelling              X 

Make it an attainable outcome X        X      

Accountability if they don’t  

     meet objective/goal of  

     empathy 

          X    

 

Findings 2.3.1.  Participants were asked what they utilized or believed could be used to 

incorporate empathy into the design of the simulation.  Two participants (14.3%) suggested that 

it was important to align stakeholders so they could incorporate empathy into the design.  PA 

reported, 

I need to make sure that the deans and the directors are also on the same side as myself, 

and are okay with it, as well as the faculty.  We all have to be on the same page.  I think 
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we have to be a little flexible in what we can pilot with our students if it's important 

enough, as clear as this is. 

PF talked about how important it was to align facilitators into weaving empathy into the design 

of simulation pedagogy.  There needs to be buy-in by the nursing team, or it won’t carry forward 

to students.  PF reported, “If your team doesn't value implementing and integrating empathy into 

simulation, then they won't carry that forward to their students.” 

Seven participants (50%) suggested that nursing faculty needed to develop simulations 

with empathy as a goal or objective.  PA reported the following:  

We have to get everybody on the same page of what the goals are from the simulation. 

What is our learning outcome?  From there, we need to develop scenarios that would 

reflect that outcome.  And of course, it has to be obtainable. 

PF also suggested that developing simulations where the overall goal was empathy.  PF stated, “I 

think that you could put it as a checkpoint.  You could teach it as an overall goal.” 

Developing scripts or stories evoking empathy were reported by three participants 

(21.4%).  PL suggested “put[ting] a lot of different markers” into the story to evoke empathy.  In 

discussing how the markers she placed into stories were designed to cultivate empathy with 

nursing students, PL stated, 

nineteen-year-old, single mother who lives with the parents . . . has a Down syndrome 

child who has some medical issues.  Nine months old and crawling around on the floor. 

Somehow, got a Lego stuck in the back of her throat.  

PN also suggested using “markers in the story that kind of trigger that empathic response.” 

Eight participants (57.1%) suggested that there needed to be mindful or meaningful 

objectives when designing simulations.  PD reported that nursing faculty designing simulation 
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needed to be “mindful to identify it somewhere, whether it's making something explicit about 

empathy and one of the learning objectives and might be able to thread that through.”  In 

discussing empathy, PH suggested that it can be,  

a consistent objective, no different than you can say safety is a consistent objective.  

Empathy can be a consistent objective.  Therapeutic communication can be consistent.  I 

don't know that I would put it absolutely in every single one, there's just so much time to 

meet objectives.  And so as critical as empathy is, so are a lot of other concepts extremely 

critical.  So you have to be wise in how you do this. 

One participant (7.1%) suggested that role modeling empathy be considered when 

designing a simulation.  PD reported that “if you really want people to get it, you have to model 

it the whole way along.” 

Incorporating the use of standardized patients into the design of simulations can be 

another method to foster empathy.  One participant (7.1%) suggested using standardized patients. 

PF stated, “You have to incorporate more actors. . . .  So, I think you could do it through working 

with actors that should be specially trained to portray empathy . . . to engage them in some type 

of real exchange of emotion.” 

Another participant (7.1%) suggested that there needed to be research on developing 

standards of empathy for simulation pedagogy.  For example, PG reported the following:  

With books, and research, and recommendations, a simulation needs to start with the 

standards.  I don't believe in the INACSL Standards and sort of fitting to what your 

program is focusing on.  I think that, that's probably where the change is going to start. 

Two participants (14.3%) suggested that there needed to be consistency when considering 

the design of the simulation.  PA discussed how difficult it can be to have consistency when you 
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have different facilitators leading simulation.  PA reported that “every single instructor will have 

their own twist on something, and you can teach the same scenario 10 different times, and it will 

never be the same 10 out of 10.”  PE reported that having an “outline of how each scenario 

should be run” would be helpful “so that it's consistent across all the faculty who's running the 

scenario.” 

Three participants (21.4%) suggested that incorporating empathy earlier into the 

curriculum would be something to consider when designing a simulation.  It was reported that 

this would help develop students' empathic skills from those of a novice to those of an expert.  

PN reported, “I would probably start some of our modeling of caring behaviors and examples of 

exemplars of caring behaviors earlier on in our program.”  PC suggested the following:  

I think the best way to do it would be to look at starting a class in their freshman year.  

We could do an entire class on empathy, a whole class on empathy.  If you weave that in 

early enough into the curriculum, then when they start practicing, the empathy hopefully 

will be a little more innate or at least learned. 

Storytelling was another method mentioned to elicit empathy.  One participant (7.1%) 

suggested designing simulation with storytelling woven in.  PN reported the following: 

Somebody used the stories that are associated with the ACES cases in the NLN scenarios, 

that are up there for free.  I think our students would treat patients very differently if they 

heard those scenarios, stories.  The narratives written by the patients, or supposedly by 

the patients, before they provided care would make a difference in how you take care of 

them.  I think that . . . a big gap in the way we run most sims is that we provide the 

medical history but not a lot of the stuff that makes it a human being. 
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Two participants (14.3%) suggested that when designing simulations, one needed to 

make the outcomes attainable.  Nursing faculty need objectives that align with measureable 

outcomes, especially when evaluating students.  PA suggested that outcomes needed to be 

measureable but also pointed out that empathy is a challenging concept to measure.  For 

example, PA reported that faculty need to “develop scenarios that would reflect that outcome . . . 

it has to be obtainable, but it's difficult I think to measure empathy.”  PI stated that empathy 

could be improved by “the writing of objectives.”  

One participant (7.1%) suggested that there needed to be accountability for students if 

they don’t meet the objectives or goal of the simulation.  PK reported that faculty needed to 

“have the students held accountable if they don't” use empathy in a simulation. 

Interview Question 18: Tell me about whether empathy is a specific learning 

objective of every simulation.  Participant responses are listed in Table 17 regarding whether 

empathy was a specific learning objective of every simulation. 

Table 17 

Participants' Responses About Whether Empathy Was a Specific Learning Objective of Every 

Simulation 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Yes           X    

No X X X X X X X X X X  X X X 

Unspoken or informal  

     objective 

X          X    

Under umbrella of other  

     concepts (therapeutic  

     communication, 

     interpersonal  

     communication) 

X X  X   X        
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Findings 2.3.2.  Only one participant (7.1%) reported that empathy was an objective of 

every simulation.  This participant simply stated, “It is” (PK). 

Almost all of the participants (n = 13, 92.9%) reported that empathy was not an objective 

of every simulation.  PA stated, “We don't have, for example, empathy as a learning objective or 

a learning outcome.”  PC likewise reported, “Empathy is not a specific learning objective of 

every simulation.” 

Two participants (14.3%) reported that empathy was an unspoken objective.  PA stated 

that empathy was included “without us even thinking about it.”  Similarly, PK stated that 

empathy was a learning objective of every simulation but that “it's just not formally done.” 

Four participants (28.6%) reported that empathy was part of an umbrella of other 

concepts, such as therapeutic communication and interpersonal communication.  For example, 

PG reported that empathy was not an objective of the simulation, but “therapeutic 

communication is, safe practice is, but in empathy itself, no.”  PB reported the following: 

I think if you were talking about some of the interpersonal communication focused 

simulations the ones in psych, which certainly, I think a lot of that reflective conversation 

that goes on with patients with psychiatric disorders or mental status changes, "Am I 

anxious or depressed, I'm going up level of consciousness type of mental status changes. 

Then, I think it lends itself to having those conversations.  But I think that it's probably 

there, but it's not explicitly said, "We will demonstrate empathy."  But I would say that 

we don't have empathy called out as an objective.   

Interview Question 20: Tell me about whether the degree of fidelity of a simulation 

has an effect on empathy being cultivated.  Participant responses regarding whether the degree 

of fidelity of a simulation has an effect on empathy being cultivated are displayed in Table 18. 
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Table 18 

Participant Responses About Whether the Degree of Fidelity of a Simulation had an Effect on 

Empathy Being Cultivated 

                  

      Participant       

Code A B C D E F G H I J K L M N 

No effect X         X    X 

Increased fidelity improves  

    empathy 

 X X X X X X X    X X  

Standardized  

    patients/confederates are the  

    best 

 X    X X X X  X X  X 

Empathy simulations can be  

    done in low fidelity 

X         X     

Difficult with mannequins  X    X   X   X X  

Students can be empathic with  

    mannequins 

          X   X 

High-fidelity mannequins  

    decrease empathy 

        X      

 

Findings 2.3.3.  Three participants (21.4%) suggested that there was no effect on the 

degree of fidelity used in a simulation.  PA replied, “No, I don't think so. . . .  I think empathy 

can be cultivated in any simulation regardless.”  PJ also reported that there was no effect on 

empathy being cultivated.  PJ stated, “I don't believe it does.  My belief is that a lot of the 

objectives can be reached in any fidelity simulation, depending on how the debriefing is read.” 

However, nine participants (64.3%) suggested that the higher the fidelity, the more 

empathy was improved.  PL replied, “Yes, definitely,” and PF stated, “Absolutely” that the 

degree of fidelity had an effect on empathy being cultivated.   

Eight participants (57.1%) suggested the use of standardized patients or confederates was 

the best way to have an effect on empathy.  PG stated the following: 

If you use standardized patients that you even have more [empathy] because you can 

really have that dynamic interaction of person-to-person.  So, I think that would be the 
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best simulation scenario that you could have, would be a one-to-one [with a] standardized 

patient. 

PK reported, “I feel like if they did have standardized patients, they would obviously be 

more empathetic.”  

Empathy simulations can be done in low fidelity, as reported by two participants (14.3%). 

PA stated, “I don't think so.  I think empathy can be cultivated in any simulation regardless.”  PJ 

reported, “I don't believe it does.  My belief is that a lot of the objectives can be reached in any 

fidelity simulation, depending on how the debriefing is read.” 

Five participants (35.7%) suggested that it was difficult to cultivate empathy with 

mannequins.  PM reported that using high-fidelity mannequins allowed students to “start seeing 

the heart monitor and the vital signs . . . because of all that, they forget that it's a person.  They 

really see it's a manikin, and lose that human connection conversation.”  PL stated “if you're 

using a standardized patient, you will see that the students will react a lot better.  Some students 

have said, ‘I know it's a mannequin, so I'm not going to do whatever. . . .  I know it's fake, 

professor.’”  

Two participants (14.3%) reported that students can be empathic with mannequins.  PK 

stated, “They do provide empathy when taking care of even mannequins.”  PN discussed how the 

majority of people can buy into a mannequin, but how some participants are unable to.  PN 

stated the following: 

I've actually cried my eyes out over a stuffed duck sitting on a pillow that was supposed 

to be a puppy that we're putting to sleep.  So, I'm looking at the stuffed duck and crying. 

So, I can suspend disbelief pretty easily, but a lot of people can’t.  Ten percent of the 
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population can't.  I can't help them.  So, it's just the way it is.  It's just psychologically 

how we're built, genetically how we're built.  So, for those people it's going to be harder. 

One participant (7.1%) suggested that high-fidelity mannequins decreased empathy.  PI 

discussed the impact on empathy with the different high-fidelity mannequins, stating, “I think of 

my 3-G, or my Victoria, who has all the bells and whistles.  I think that does not impact the 

amount of empathy that can be infused in. . . .  In fact, I think that decreases.” 

Interview Question 21: Describe the strategies you use or believe would be helpful to 

improve the interpersonal nature of simulations.  Qualitative data related to the strategies that 

would be helpful to improve the interpersonal nature of simulations described by participants are 

listed in Table 19. 

Table 19 

Strategies Participants Used or Believed Would Be Helpful to Improve the Interpersonal Nature 

of Simulations 

                  

      Participant       

Code A B C D E F G H I J K L M N 

Standardized patients or  

     Confederates 

X X  X X  X X    X X X 

Hybrid standardized patients  

     and technology 

X     X         

Verbal cues by facilitators/  

     voice of patient 

 X  X        X   

Learner-centered empathic and 

     caring environment 

   X           

Debriefing strategies    X         X  

Orientation (buy-in) X     X   X      

Discuss empathy before 

     simulation (class, briefing) 

            X  

Engage learners      X      X   

Higher fidelity or realism X      X    X    

Good stories with patient 

     Descriptors 

         X  X   

Role play  X             
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Findings 2.3.4.  Participants suggested many different strategies to improve the 

interpersonal nature of simulations.  The use of standardized patients or confederates were 

suggested by nine participants (64.3%).  Standardized patients are people trained to play the role 

of a patient in a nursing simulation.  Confederates are actors who portray different healthcare 

professionals, family members, or anyone else associated with a nursing scenario.  For example, 

PE stated the following:   

Standardized patients would be huge because I think as far as we've come with high 

fidelity mannequins in our simulations, it's still not a person.  The students . . . biggest 

complaint, "Well, if it was a real person, I would do x, y, and z."  I think standardized 

patients would be huge in the development of empathy.  

PG also recommended “that standardized patients would be the most helpful strategy” for 

improving the interpersonal nature of simulations. 

Two participants (14.3%) suggested that there needed to be a fusion of technology and 

standardized patients.  This type of hybrid would combine the technological benefits from using 

mannequins with the connections formed from using real-live patients.  For example, PA 

suggested the following: 

I think in today's day and age, we live in such a technological world.  I think instead of 

being mannequins, we can make skin that the standardized patients can put on, which can 

then mimic cardiac respiratory valve sounds or whatever we want them to do, versus 

having mannequins in the bed. 

PF also suggested developing a hybrid patient using the technology of a mannequin with a 

standardized patient.  PF reported, 
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if you're doing the same simulation with trach care and chest tube maintenance, and you 

attached it to a real person and make it a heptic device, then that would be brilliant.  Use 

a specially trained actor and attach the trach and the chest tube, with no harm to the actor. 

That would be brilliant. 

Three participants (21.4%) suggested that verbal cues from facilitators serving as the 

voice of a patient could improve the interpersonal nature of simulations.  A facilitator's voice can 

be audio-streamed into the patient they are simulating, or the facilitator can verbally take on the 

role of the patient in the room.  PB reported, “I think that you could certainly make the scenario 

rich for an empathetic conversation, even if it was a manikin.  Certainly, having the instructor 

behind the curtain, who's providing the answers and the interaction” can improve the 

interpersonal nature of the simulation.  PD stated the following: 

You can really prompt up the interpersonal piece in a variety of ways.  It's the voice of 

the patient, it's somebody who's coming into the room, who's part of the team.  There are 

all kinds of ways to bring the fidelity up.  

One participant (7.1%) suggested that having a learner-centered, empathic, and caring 

environment was one way to improve the interpersonal nature of simulations.  PD reported the 

following:  

I think that as much as the facilitator is really being learner-centric, then it trickles down 

to everybody else.  Being really focused on the simulation and one another, people start 

calling each other by name, and you start calling each other by name. 

Another way mentioned by participants to improve the interpersonal nature of 

simulations was through the debriefing strategies used by facilitators.  Two participants (14.3%) 

talked specifically about debriefing strategies.  For example, PD reported, “In the really good 
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debriefs, students connect those dots.”  PM discussed how debriefing can help students develop a 

toolbox of statements they can use to improve interpersonal communication with patients.  PM 

reported, “So usually on my rapid-fire debriefs, I kind of try bringing back the point . . . so they 

can build a toolbox in their head of to-go conversations or to-go statements, in case they blank or 

get nervous and freak out.” 

Three participants (21.4%) suggested that the orientation to a simulation could improve 

buy-in of the participants, which helps to improve the interpersonal nature of the simulation.  PI 

talked about the orientation to simulations and the role of facilitators: 

Try to talk in the pre-brief a lot about dispelling that disbelief and making the student 

have the buy-in that this is a live patientto take care of the patient as if he or she were 

your patient on a unit.  I think getting all the buy-in from the students, some students do 

really, really well with that, and some students just can't do it.  

PF described her orientation prior to beginning a simulation so as to improve buy-in.  PF stated 

the following: 

We just talk about it.  We have time for the whole class looking at the lab, looking at the 

equipment, understanding that we use mannequins as well as actors.  “What do you think 

that's like, what are your feelings on that?”  So I start very early eliciting students or 

learners’ feelings and perspectives.  We really talk about the person-to-person and nurse-

to-patient.  We talk about those relationships right from the outset, kind of sets a tone for 

the rest of the program. 

One participant (7.1%) suggested that to improve the interpersonal nature of simulations, 

there needs to be a discussion of empathy prior to the simulation.  This discussion can occur in 

the briefing or in a class.  For example, PM reported, “I also think giving the students 
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information, sometimes on empathy and therapeutic communication, what that really means, 

ahead of time would kind of help.” 

Engaging learners is another way identified by two participants (14.3%) to improve the 

interpersonal nature of simulations.  PF reported that “I find it's really, really important to engage 

learners.  We have in academia, [to] engage learners before they even get to simulation.”  PL 

also talked about how important it is to engage students by giving them "responsibilities within 

the simulation."  

Three participants (21.4%) suggested that improved realism or simulations with higher 

fidelity would improve the interpersonal nature of simulations.  PA talked about how to make 

simulations more realistic by drawing on the personal experiences of the facilitators.  PA 

reported, “I think maybe some personal experiences make the simulations more realistic.”  PK 

recommended “providing moulage” to improve the interpersonal nature and realism of a 

simulation.  Moulage is the art of creating injuries to the patient in simulation that adds to the 

realism of a simulation. 

Two participants (14.3%) suggested using good stories with patient descriptors that evoke 

empathy as a means to improve the interpersonal nature of simulations.  PJ reported, “We add a 

component in the patient descriptors that requires more empathy than a different one might.  It's 

just a matter of bringing it to the forefront to think about.  PL also reported, “If you build the 

story in a certain way, you will get more empathy out of the story.” 

One participant (7.1%) suggested role-playing with classmates to improve the 

interpersonal nature of a simulation. PB reported the following: 

I think it would have to be that you would have to have some type of live actor, classmate 

role-playing.  Something where you could demonstrate [empathy] and that the receiver of 
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the empathy could determine whether they really felt like this person was being 

empathetic or condescending.  

Interview Question 23: Describe the props you use or believe could be used to 

cultivate empathy in simulations.  The props that participants used or believed could be used to 

cultivate empathy are displayed in Table 20. 

Table 20 

Props That Participants Used or Believed Could Be Used to Cultivate Empathy in Simulations 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Patient clothing X    X     X   X X 

Moulage X X       X X X  X  

Standardized patients or  

     confederates 

X X X   X X X X  X X  X 

Accessories  X   X X     X   X 

Voice of patient X X  X           

Environment  X X  X X        X 

Tears X X     X  X      

 

Findings 2.3.5.  There were multiple props identified that could be used to cultivate 

empathy into simulations. PC stated, “Every prop relates to a true human experience.”  Props 

help to improve the realism of the scenario.  Five participants (35.7%) suggested patient clothing 

could be a prop to cultivate empathy.  PA suggested applying a “bandanas” on a patient going 

through chemotherapy for death and dying simulation.  PE reported using “different outfits, 

different clothing. We use props like a purse or jewelry, that kind of stuff to try to make the 

scenario more realistic.” 

Six participants (42.9%) suggested that moulage can cultivate empathy in a simulation.  

PA reported that “moulage” could be used.  PB also suggested using moulage, for example, “If 
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you had ways to moulage a manikin's face that would make them look worried, or upset, or tears 

coming out for crying.” 

The majority of participants (n = 10, 71.4%) suggested the use of standardized patients or 

confederates as a prop to cultivate empathy in simulations.  PA reported that “you can use 

standardized patients” as a prop.  PC also suggested “standardized patients” because “when you 

increase that realism, you definitely can cultivate the empathy at a stronger level because they 

can relate better.  The psychological fidelity of the simulation is imperative to increase 

empathy.” 

Five participants (35.7%) suggested using different accessories as props.  PB reported 

that props could include "holding a teddy bear or doll” to create an image of the patient 

“protecting themselves.”  PE recommended using “props like a purse or jewelrythat kind of 

stuffto try to make the scenario more realistic.” 

Three participants (21.4%) reported that the voice of the patient could also be a prop that 

cultivates empathy.  PA suggested that “a patient speaking to the students may be telling them 

how anxious they are about a certain procedure or how they don't know how they're going to 

cope or deal with X, Y, and Z,” which can cultivate empathy.  PD stated, “I think in high-tech 

simulations, when the instructors are the voice of a patient or the voice of the provider or 

somebody else . . . it is an incredible prompt for empathy.” 

Five participants (35.7%) suggested that props used to create the simulated environment 

could cultivate empathy in simulations.  PE discussed how creating a home care environment 

prompted compassion from students.  For example, PE stated the following: 

Home care environment . . . making that more believable in a lower-income type area. 

We describe it, and we'll say the patient is in public housing, no visitors, he's all alone. 
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Those types of things to try to get them to be a little bit more talkative with the patient, 

compassionate.  

PC discussed setting up a hospice room to cultivate empathy, “It truly looks like a patient's 

home, and I think that is a prop in itself to try to create the empathy that comes along with 

understanding of what it's like to watch somebody die in their own home.” 

Four participants (28.6%) suggested that tears could be a prop to cultivate empathy.  PG 

mentioned “real tears” or “maybe a crying family during the death of a child.”  PI also suggested 

the use of tears to prompt empathy.  PI stated, “Certainly, when the mannequin cries.  I can have 

my mannequin cry.  That actually is one of the stronger ways to elicit that emotional response 

from my students.” 

Interview Question 25: Describe the strategies you use to create an environment in 

the lab that promotes empathy?  Participant responses to strategies to create an environment in 

the lab that promotes empathy are displayed in Table 21. 

Table 21 

Strategies Participants Used to Create an Environment in the Lab That Promoted Empathy 

                  

      Participant       

Code A B C D E F G H I J K L M N 

Props X X   X          

Standardized patients or 

     confederates 

X X    X      X   

Skilled faculty   X            

Positive and safe learning 

     environment 

   X   X  X   X  X 

Empathic and caring  

     environment 

   X  X X X   X X X X 

Improved realism  X   X X         

Treating simulation as clinical  

     on campus 

  X    X    X    

Role modeling       X X      X 

Not high stakes         X      

Debriefing strategies          X X X  X 
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Table 21 Continued 

      Participant       

Code A B C D E F G H I J K L M N 

Lenient with grading             X  

 

Findings 2.3.6.  The environment of a simulation can include the physical, 

psychological, or learning environment.  Three participants (21.4%) suggested that props can be 

used to improve the psychological fidelity of a simulation and to create an environment in the lab 

that promotes empathy.  PA indicated, “We try to use wigs, we try to use street clothing, some 

moulage and some wounds.”  PE also emphasized that “making the environment as realistic as 

possible,” such as “making it look like an ER, making it look like an in-patient room, or a home 

care setting. . . .  We have pillows, curtains, lamps, and that kind of stuff to try to make it look 

more homey . . . versus just a classroom. 

Four participants (28.6%) suggested that using standardized patients or confederates in 

the environment helped to cultivate empathy in simulations.  PA reported, “Family members, 

certainly, maybe playing the role of a parent who's too busy for their child” could be used in a 

scenario.  PB stated that confederates put into a death or dying scenario can prompt 

“conversations about death and dying . . . with the daughter or family members.  I think there is 

some realism to that and some value.”  

One participant (7.1%) suggested having skilled faculty make up an environment that 

cultivates empathy.  PC reported the following: 

Having people that are trained in simulation pedagogy that truly understand the 

importance of it and then understand the importance of debriefing as the essential 

learning component.  That increases empathy in general because they're comfortable and 

confident in doing the simulation and comfortable and confident in doing things on the 
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fly.  If things don't go exactly how they are planned, you're still able to connect with the 

students.  

Five participants (35.7%) suggested that a positive and safe learning environment was 

important in cultivating empathy.  PG talked about providing students with the objectives prior 

to a simulation to better prepare students and minimize participant anxiety.  PG responded with 

the following:  

I think it's important that the student have decreased anxiety level going in.  I think it's 

important that they are prepped with all the information they need to then go in and feel 

comfortable enough to maybe not focus so much on skills, and again, lab values or 

results.  And it’s important to focus more on talking to the patient, looking at the patient, 

and engaging with the patient in order to provide empathy.  

PI also discussed how having a high-stakes environment provides a safe place for students to 

learn.  A safe learning environment decreases student anxiety and judgement.  PI stated the 

following:  

In our lab, it is not a high stakes environment.  It is not an evaluative environment at all. 

It's a safe place that they can go. . . .  I set the tone right away that my environment is a 

safe environment.  I think that, in doing that, that shows that it's okay to make mistakes, 

and my debrief is not an evaluative at all.  I spend a lot of time setting up that kind of 

environment because they're nervous when they come in. 

Eight participants (57.1%) suggested that in order to cultivate empathy one needs to 

create an empathic and caring environment.  PD discussed how she created an empathic 

environment through the following:  
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Know everybody by name, which means I have to really look and find out their names. . . 

Or if I ask people to share some thoughts, I really care that I see their perspective.  I try to 

be pretty generous and positive.  

PE also discussed why it was important to create an empathic environment: 

I think the more compassionate and empathetic you are to the students, understanding 

that they're nervous and anxious being in there doing this and they're being watched by 

their peers.  I think the more comfortable you make them, probably the better the 

experience will be. 

Three participants (21.4%) reported that at in order to create an environment that 

cultivated empathy there needed to be improved realism.  PE emphasized “making the 

environment as realistic as possible, making it look like an ER, an in-patient room, or a home 

care setting. . . .  We have pillows, curtains, and lamps . . . to try to make it look more homey . . . 

versus just a classroom.  PF stated that faculty needed to create “a more realistic environment” to 

improve realism and cultivate empathy. 

Three participants (21.4%) suggested that in order to cultivate empathy in the 

environment, facilitators needed to treat simulation as clinical.  PC had the following to say 

about simulation: 

Is truly on-campus clinical.  Students need to come in uniform and be prepared to treat 

these mannequins like patients.  That's another way that we increase empathy.  They have 

to be prepared like they are here for clinical day.  There's are no exceptions.  They can't 

be late.  They have to be respectful; they have to be mindful.  Those are the ways that we 

increase empathy from the very beginning. 
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PG also discussed treating simulation as clinical, “I think that we create the simulations as if it 

was a regular day in the hospital, as if the students were the nurses.” 

Three participants (21.4%) suggested that role modeling empathy was an important 

component in creating an environment that cultivated empathy.  For example, PF stated the 

following: 

The humanness of all things we do. . . .  The role modeling that educators, faculty, and 

others bring to simulation at all times.  They have to be authentic because if you're not 

giving empathy, if it is lip service . . . if you're not actually role modeling it, being it, 

living it in your work as a simulation educator, then that's a huge barrier.  

PH added, "First off, you have to role model it.  And again, that goes top-down.  So, if 

faculty that are in there demonstrate it, role model it, talk about it, incorporate it, then the 

students will get it." 

One participant (7.1%) discussed creating an environment that cultivated empathy by not 

having high-stake simulations.  PI reported that the “lab is not a high-stakes environment.  That it 

is not an evaluative environment at all.  It's a safe place that they can go.” 

Four participants (28.6%) reported that debriefing strategies also cultivated empathy.  PJ 

discussed this as follows:  

Making sure that we're debriefing about how did you feel in an interacting way.  It has to 

do with discussing and bringing the student's attention to how do they sound when they're 

talking to a patient.  How does it look when you're talking to your peer, over the top of 

the patient, or behind the patient, or whatever?  I guess bringing attention to the student 

as to how and what they're saying is viewed.  
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PN discussed how the simulation faculty worked hard to improve their debriefing techniques and 

stated the following: 

We really do work on our debriefing techniques as a group and individually, and we do 

critique each other.  We watch videos in a room with us all together to try to model and 

model that behavior for each other, and that caring and growing kind of thing, and then I 

think that carries over into our students. 

One participant (7.1%) discussed how a high-stakes environment created anxiety among 

participants and how being lenient with grading helped to cultivate empathy in nursing 

simulations.  According to PM, 

honestly, also being very lenient with points, so they don't feel that they failed this 

because they were so nervous that they couldn't think or move and talk.  As soon as you 

tell them that they've gotten anything, even a B, they start to panic.  The discussion 

totally goes out the window. There's no discussion because they're just totally depressed 

about how poorly they did.  There's no coming back from that.  I've had people cry and 

be so upset that they've gotten an 85.  And an 85 is great.  It's not the end of the world. 

But to them . . . they're so fixated on grades that they don't see past that. 

Interview Question 26: Describe the strategies that could be implemented to 

improve the environment to help promote empathy.  Participant responses related to what 

could be implemented to improve the environment to help promote empathy are displayed in 

Table 22. 
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Table 22 

Strategies That Could Be Implemented to Improve the Environment to Help Promote Empathy 

         

      Participant       

Code A B C D E F G H I J K L M N 

Improve realism X          X    

Props X X             

Faculty/administration buy- 

     in 

  X     X      X 

Faculty support and training       X X     X X 

High regard for the learner    X           

Connecting community  

     experiences with  

     simulations 

    X          

Culture of empathy in 

     simulation environment 

  X X  X      X X  

Standardized patients            X   

No grading   X          X  

Role modeling empathy      X         

Improved knowledge and  

     networking 

     X         

Participant reflection      X         

Simulations with empathy          X     

 

Findings 2.3.7.  Two participants (14.3%) described how enhanced realism could 

improve the environment to help promote empathy.  PA reported that “we can make it more 

realistic.”  PK also suggested creating “more realistic environments” in which nurse practitioners 

experience simulations that occur in clinic settings and home care settings, and the lab 

environment looks like a hospital setting.   

Two participants (14.3%) suggested that props could improve the environment to help 

promote empathy.  PA stated,  

make it more realistic, for in the home, for community, just realistically what the 

struggles may be.  For example, if somebody with a wheelchair, or not a wheelchair, a 
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walker.  Maybe they would have very narrow doorways to go through . . . we discussed 

how they wanted to use more props in a home setting. 

PB also suggested, “Us[ing] props, and it could just be bringing in a stuffed animal or having a 

cell phone” to cultivate empathy. 

Three participants (21.4%) reported needing faculty and administration buy-in to 

cultivate empathy in the environment.  PC reported, “Having the faculty buy-in from all the 

content experts in academia” would lead to better understanding of the role of simulation 

pedagogy in cultivating empathy.  PN talked about needing a team to buy into an environment 

that cultivates empathy.  PN stated, “I think it's come from having a team that really wants to 

[walk the] walk.  I don't know if there are strategies other than hirer people who actually believe 

this.” 

Four participants (28.6%) reported that faculty support and training were needed to create 

an environment that cultivated empathy.  PG offered the following: 

I think faculty development is a big part of it. . . .  I think it's a culture, an established 

culture of simulation programs, that determines how each simulation is going to run. . . .  

I think it starts at the top, and it actually comes down through faculty development.  

PH also discussed how creating an environment that cultivates empathy “would [involve] 

training, top-down.” 

A high regard for the learner was reported by one participant (7.1%) as a way of creating 

an environment that cultivates empathy.  PD stated,  

there is something useful in really having a higher regard for the learner, but that means 

you have to really think about what your plans are, why you're doing what you're doing, 
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from the perspective of that you are having, and also find out how they're interpreting it, 

by getting feedback from them. 

One participant (7.1%) suggested connecting community experiences with simulations.  

PE offered the following: 

Doing a scenario that's in a shelter, like a women's shelter, homeless shelter . . . or a 

domestic violence type shelter.  We don't do anything with that.  So that would be 

something that could help to promote empathy or getting them clinical experiences in the 

local shelter. 

Five participants (35.7%) suggested creating a culture of empathy in simulation 

environments.  PD stated that it is important to be “really mindful of what we're doing from the 

student's perspective in our empathy for them as learners.”  PL also talked about being empathic 

to her learners.  PL offered, “I don't want to see my students getting upset.  I don't want to see 

my students getting anxious.”  

One participant (7.1%) suggested that having a standardized patient in simulation could 

create an environment in which empathy could be cultivated.  PL stated, “I would try to get more 

standardized patients” to cultivate empathy.  

Two participants (14.3%) suggested getting rid of grading in simulation to create a more 

positive learning environment.  PC discussed how grading creates student anxiety and judgement 

and stated the following: 

They come back afterwards and are given a group grade on that one student's 

performance.  These are the kinds of things that I feel like as a facilitator are 

inappropriate.  It increases judgment.  It totally exacerbates student anxiety.  These are 

the things I need to change.   
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PM also suggested eliminating grading and offered the following: 

Maybe just eliminating the grading component.  You could still have the rapid-fire.  But, 

if they knew that it was just to talk about what can be improved upon, instead of trying to 

pick out all the things you missed.  So eliminating a grade may foster a less aggressive 

environment. 

One participant (7.1%) also suggested how role modeling could create an environment 

that cultivates empathy.  PF offered that “the role modeling that educators and faculty and others 

bring to simulation at all times” helps to create an authentic environment.   

Improved knowledge and networking were also reported by participants as helping 

facilitators create a culture of empathy in a simulated environment.  One participant (7.1%) 

suggested that increasing knowledge and networking could be a strategy to improve the 

environment.  PF added the following: 

We should probably write about it.  I think we should as a community talk about it and 

bring together the knowledge of people who are doing the most with it, the experts.  Kind 

of like a round table.  You could have a virtual round table, bringing people together and 

saying, "Hey, what have you found most successful in integrating empathy and doing 

simulations, what are some of your tips and tricks?" 

One participant (7.1%) offered participant reflection as a way of improving the learning 

environment to cultivate empathy.  PF suggested, “You also create an environment in which they 

have to look at themselves and say, 'How do I really feel about this?  Do I understand what 

empathy is, and do I empathize?  Why do I, and why don't I?'  It's time to self-reflect.” 

One participant (7.1%) suggested adding simulations where the goal was to improve 

empathy.  PJ stated, “I need to add scenarios that are specifically for it.” 
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AQ 2.4. What strategies related to the simulation experience do nursing simulation 

faculty recommend for incorporating empathy? The simulation experience is grounded in a 

learner-centered environment of trust.  The simulation experience is experiential, collaborative, 

and interactive. Strategies related to simulation experience were explored, specifically looking at 

what simulation experience participants used or planned to use to cultivate empathy using 

simulation pedagogy and the strategies used by the participants to improve nursing students buy-

in to a simulation. 

Interview Question 28: Tell me about the simulation experiences you have used or 

plan to use to cultivate empathy.  The strategies reported by the participants about the 

simulation experiences they have used or plan to use to cultivate empathy are listed in Table 23. 

Table 23 

Simulation Experiences That Participants Have Used or Plan to Use to Cultivate Empathy 

                

      Participant       

Code A B C D E F G H I J K L M N 

Death and dying X    X X        X 

Alzheimer’s   X   X         

Eating disorders   X            

Psychological disorders   X  X X X X X    X X 

Obstetrics X  X     X  X  X   

Pediatrics   X   X  X  X X X   

Ostomy     X        X  

Home care/community     X X   X      

Transgender     X        X  

HIV      X         

Opioid overdose      X   X      

Diversity          X     

Diabetes          X     

Oncology      X     X X   

Resuscitation            X   

Interdisciplinary   X   X         

Loss of limb             X  

GI bleed           X    

Poverty   X   X        X 
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Table 23 Continued 

      Participant       

Code A B C D E F G H I J K L M N 

Intimate partner  

     violence 

 X   X          

Used in both  

     undergraduate and 

     graduate classes 

X      X        

Can be in any  

     simulation 

   X       X    

 

Findings 2.4.1.  Four participants (28.6%) identified a death and dying scenario to 

cultivate empathy.  PA stated, “One that we've used in the past is the death and dying scenario.” 

PE reported, “We do a couple of home care scenarios with a dying patient who's all alone” to 

foster empathy. 

Two participants (14.3%) reported using simulations based on patients with Alzheimer's 

disease to evoke empathy.  PC discussed how a faculty member designed some “Alzheimer’s 

simulations.  She implements those simulations in order to really increase empathy.”  PF did an 

end-of-life simulation in which the “patients are usually Alzheimer dementia patients.” 

One participant (7.1%) suggested developing an eating disorder simulation.  PC indicated 

that her program was going to do a simulation with “eating disorder patients, and we're going to 

have someone who is severe anorexia, someone who is bulimic, and someone who is morbidly 

obese.” 

Just over half of the participants (n = 8, 57.1%) identified using simulations based on 

psychological disorders to cultivate empathy.  PN reported the following: 

We do put all of our psych students through sims that let them see the five major 

diagnostic related groups in their acute form for mental health.  So, they do see some of 
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these as a patient acting manic depressive, and it's pretty impressive, and it's pretty scary 

to watch somebody be that way.  

PM discussed using a simulation with a veteran “with PTSD.” 

Five participants (35.7%) identified obstetrical simulations as a way to cultivate empathy.  

PH reported, “I know that we've used it in OB.”  PL said her program had just “done one with a 

mother . . . she had a normal delivery, and the baby is dead.” 

Six participants (42.9%) identified pediatric simulation as a way to foster empathy.  PL 

talked about doing a simulation with a “child that had a Lego lodged at the back of his throat” 

and having a teenage mom.  PK also conducted a simulation with “pediatric cancer.” 

Two participants (14.3%) have utilized simulations in which students wore an ostomy to 

cultivate empathy.  PE reflected about “the ostomy experience. . . .  We have them do a reflective 

paper, and it's interesting to see their perspective on how they felt wearing an ostomy bag for 48 

hours.”  PM also reported the following:  

We have them all put ostomy bags on, with little corn puffs or whatever.  They have to 

wear it for 48 hours to experience what it's like for a patient with Crohn's or who's had 

cancer, or something and has to wear one.  Then, they write a reflective piece on it. . . .  

From reading them the last few years, I think some people really get it, and you can see 

that the empathy is building because you've put them in their shoes, and they've really 

seen how hard it is. 

Three participants (21.4%) identified using home care simulations to cultivate empathy. 

PE stated, “We do a couple of home care scenarios with a dying patient who's all alone.”  PI 

reported, “We have a simulation of a first home visit, a confused little woman, and there the 
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intent, again, is to increase the empathy of elders living independently in their home and meet 

their emotional and physical needs.” 

Two participants (14.3%) identified using patients who are transgender to cultivate 

empathy.  PE reported, “We do the transgender sim,” and PM described doing simulations in 

which students could practice “some therapeutic communicating ways to talk to somebody who's 

going through a transgender” surgery. 

One participant (7.1%) identified having a patient with HIV to cultivate empathy.  PF 

discussed using a death and dying scenario with “HIV patients.” 

Two participants (14.3%) identified incorporating simulations with opioid overdoses as a 

way to cultivate empathy in simulations.  PF reported doing a simulation with the “death of a 

homeless man with an opioid overdose.”  PI also mentioned a “heroin overdose simulation.” 

One participant (7.1%) incorporated diversity into simulations to foster empathy.  PJ 

stated the following: 

Empathizing with somebody, I also think of diversity along with it.  We have a 

postpartum hemorrhage with a lesbian couple, so that we're talking through those talking 

points, and one of the objectives is to discuss various interacting with folk on the LGBT 

spectrum. 

Another participant (7.1%) identified simulations with diabetes as a means of cultivating 

empathy.  PJ reported using a “scenario where we're doing diabetic teaching to a pediatric patient 

and her mother.  We talk about empathy and the challenge of having a child in the hospital with a 

new diagnosis.” 
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Three participants (21.4%) suggested using oncology simulations to cultivate empathy.  

PF reported using “pediatric oncology patients” to foster empathy.  PK also suggested using 

“patients who have cancer.” 

One participant (7.1%) discussed resuscitation.  PL claimed, “We have done code.  We 

have done . . . and I guess it does harbor empathy.  But it also gives you another side of life.”  

Two participants (14.3%) suggested using interdisciplinary simulations to cultivate 

empathy.  PC reported using “interprofessional simulation” around nutrition.  PF also suggested 

using “interdisciplinary experts” to develop simulations that cultivate empathy. 

One participant (7.1%) discussed using a simulation in which the patient lost a limb.  PM 

discussed how a simulation with a veteran “who's lost a limb” provided a way to develop “more 

empathetic conversations or communications.” 

One participant (7.1%) identified a simulation in which a patient was having a 

gastrointestinal bleed.  PK reported using “a patient with a GI bleed, who had blood coming from 

his stool and was vomiting blood.” 

Three participants (21.4%) utilized a poverty scenario to cultivate empathy.   PC's 

simulation included the following: 

Specifically, on poverty. . . .  So we have guest speakers. . . .  You spend the day in the 

life of somebody that lives in poverty.  You have to be that family and go around and 

decide whether or not you're going to choose food stamps versus transportation to get 

your child to school because you don't have enough money.  

PN also discussed how “with our poverty scenario . . . we get a lot of sympathy or empathy out 

of our students . . . it's pretty powerful.” 
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Two participants (14.3%) identified intimate partner violence as a simulation for 

cultivating empathy.  PB used an “intimate partner violence simulation” to be “caring and 

empathetic to the person who's been beat up.”  PE suggested using simulation to mimic a 

“domestic violence type shelter” to cultivate empathy. 

Two participants (14.3%) used simulation at both the undergraduate and graduate level to 

cultivate empathy.  PA discussed using a “stillbirth scenario for both the graduates and 

undergraduates.”  PG reported that both “the mental health graduate and the mental health 

undergraduate will bring in components of empathy.” 

Two participants (14.3%) suggested that empathy can be cultivated in any simulation.  

PD stated, “I think there's room in every simulation for it.”  PK discussed how any scenario lends 

itself to students demonstrating empathy.  PK stated, “I feel like no matter what the situation is 

going to be the nurse student is always supposed to be empathetic towards the patient, listen to 

what they're saying so to actually take care of them.” 

Interview Question 30: Describe the strategies you utilize to have participants buy 

into the authenticity of the experience.  The strategies reported by the participants to have the 

simulation participants buy into the authenticity of the experience are listed in Table 24. 

Table 24 

Strategies That Participants’ Utilized to Have Participants’ Buy Into the Authenticity of the 

Experience 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Orientation to a safe learning 

     environment and fictional  

     contract 

X X  X X X   X X    X 

Realism in the environment,  

     story, or props 

 X X  X X X X    X   

Facilitators who are content  

     experts 

 X X         X   
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Table 24 Continued 

      Participant       

Code A B C D E F G H I J K L M N 

Good planning and prep work   X    X        

Standardized patients  X   X        X X 

Ask them to buy in/fictional  

     contract 

X X  X X    X X  X X X 

Start early and be repetitive      X        X 

Faculty buy-in/engagement X X      X   X    

Faculty educational  

     strategies/skills 

X              

Tie buy-in to a good grade             X  

Treat simulation as a clinical 

     day 

X      X        

Evaluative feedback by 

     participant for improving  

     experience/buy-in 

        X      

 

Findings 2.4.2.  Just over half of the participants (n = 8, 57.1%) suggested having an 

orientation prior to clinical.  Participants reported that such an orientation included a discussion 

about the fictional contract and created a safe learning environment.  PA described it this way: 

The first day of our on campus clinical simulation, we let them know that this is a safe 

learning environment, that they're not being tested.  This is nonjudgmental, that they are 

allowed to make mistakes.  They're encouraged to make mistakes.  This is their time to 

learn.  Everything that happens in this room, stays in this room, and everything is 

confidential.  Nothing is to be discussed with anybody else. 

PJ shared the following: 

We spend a lot of time in prebriefing and talking through the types of mannequins that 

we're going to use.  I have . . . I talk through simulation as a philosophy and what they're 

going to experience and the rules, and I always describe them like the videos at 

Disneyland.  You know, when you're waiting for the ride.  They are videos that get you in 

the mood for what you're going to experience. 



 175 

Seven participants (50%) expressed that to have participants buy into the authenticity of 

the experience, there needs to be realism in the environment, story, or props used.  PG described 

it this way:  

The authenticity is that the students get a report on the patients the night before.  They 

have homework to do regarding the simulations.  They will get a report at the bedside, the 

bedside shift report.  And it's just, they're oriented to the room, to the mannequin, to the 

phone number on the wall.  They're oriented to communication strategies such as SBAR 

[Situation, Background, Assessment, Recommendation]. Their rooms are set up 

accordingly.  The pediatric room has pediatric charts and toys. The obstetrical scenario 

has a baby warmer, nursery, things on the wall.  

PB explained how a detailed story adds realism to the simulation: 

We really try to develop a situation, as real as to what you would encounter as possible, 

and kind of give the participants the backstory on what's going on so wherever they're 

walking into the situation, they know what has happened before, how the patient has 

responded up to this point, and now, this is where we are.  And so, we try to make it as 

realistic as possible. 

Three participants (21.4%) described how they used facilitators who were content experts 

to enhance student buy-in.  PC asserted, “We utilize content experts for every one of our 

simulations to review it, and it helps to increase the realism.”  PL added, “We come from a lot of 

experience, and they really like the fact that we come with all of this experience.” 

Good planning and prep work prior to simulations was another strategy reported by a 

couple of participants (n = 2, 14.3%) to improve participant buy-in.  PC described how important 

the prep work done by simulation faculty was in improving participant buy-in.  For example, PC 
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offered, “I think the most important strategy we utilize is our setup.  We have a graduate 

assistant dedicated to 7 hours on a Friday to make sure everything is perfect and prepared for 

these students.  That definitely helps.”  PG suggested how student prep work prior to a 

simulation improves buy-in.  Students are given a report the night before, similar to how students 

are given a report the night before a clinical.  PG said, “The authenticity is that the students get a 

report on the patients the night before.  They have homework to do regarding the simulation.” 

Four participants shared that the use of standardized patients was a strategy they used to 

improve participant buy-in.  PE shared, “The addition of the standardized patient volunteers this 

year” has helped students buy into the experience because they can prompt participants.  PE 

stated that standardized patients acting as a family member improved student empathy, “So if the 

family member's in pain, having them say to the student, ‘Well, what are you going to do?'”  PN 

discussed how the buy-in improves with standardized patients.  PN stated, “With our 

standardized patients, it seems very real in a lot of cases.” 

Nine participants (64.3%) suggested that nursing faculty ask students to buy into the 

simulated experience through a fictional contract.  PF shared the following: 

That's about the fictional contract. . . .  So we try to introduce them to the fictional aspect 

of the contract and the concept of suspending disbelief.  And also we pay a lot of 

attention to our environment, psychological fidelity. 

PB added the following:  

Well, we always give the prebrief, "We understand this is a simulated experience.  And 

this might not be as real as it would be if you were in a real situation.  But we ask you to 

suspend disbelief" and all that. 
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Two participants (14.3%) suggested to start early and be repetitive in using strategies to 

improve buy-in.  PE and PN both suggested that the orientation to simulation could improve buy-

in before every simulation.  PN described that it “comes from the culture that we set from the get 

go and the prebriefing that we do before every single scenario that we run.”  PF put it this way: 

That's about the fictional contract.  And that needs to start very, very early.  And I 

recognized that right away when I started in simulation education.  That's why I do the 

preexam.  We have resources on the website.  We also have face-to-face experiences with 

students so they understand why we do simulationswhy it's important, why it's needed, 

why it's successful.  And in a sense we start out with a message, and we repeat that 

message every time they see us in a sense. . . .  So we try to introduce them to the 

fictional aspect of the contract and the concept of suspending disbelief. 

Four participants (28.6%) reported that faculty buy-in and engagement were needed for 

participant buy-in.  PH stated the following: 

The authenticity is that we have to be in it and really focused in that moment ourselves. 

So, are we being empathetic to what that situation is?  Are we doing that?  Are we in 

situation, really, like what the patient is going through, and can we convey that to the 

student?  So if we can do that, students have been real . . . as simulation faculty, you 

really need to see the importance of it, you need to be there right from the get-go making 

it as real as possible, and you need to be empathetic.  You need to be in that patient mode 

that you are trying to convey to that person.  You can't be wandering off and doing other 

things.   

PA explained that buy-in,  
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depends on the instructor.  If you're not going to answer in real time, then you're not 

going to be realistic.  If you laugh and joke with the students, they're not going to buy in, 

just as clearly as you're not buying into it either.  

One participant (7.1%) suggested that faculty educational strategies or skills are needed 

for participant buy-in.  PA discussed how there can be a delay when simulation faculty take on 

the voice of the patient.  The simulation faculty’s skills can impede participant buy-in.  PA said, 

“I also think that it depends on the instructor.”  

One participant suggested tying the buy-in to getting a good grade.  PM articulated it this 

way:  

I also explain to them that, to be honest, it is a lot easier to get your 100 if you just play 

along.  If you pretend like it's a real patient and really talk to them, explaining to them all 

the steps of how you normally would, instead of looking up at the microphone talking to 

me. 

Two participants (14.3%) suggested treating simulation as a clinical day to improve buy-

in.  PG described doing a shift report in simulation similar to those in the clinical setting.  PG 

stated that “the authenticity is that the students get a report on the patients the night before. . . .  

They will get a report at the bedside.  They will get the bedside shift report.”  

One participant reported getting evaluative feedback from the participants as a means for 

improving experience and buy-in.  PI shared, “I evaluate every simulation afterwards, and I ask 

them in the evaluative questionnaire about what needs to be done to enhance that.” 

Interview Question 31: Describe how you could help improve the “buy-in” of the 

experience.  Qualitative responses regarding improving the buy-in of the experience are 

included in Table 25. 
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Table 25 

Participants’ Responses of How to Improve the Buy-In of the Experience 

                  

      Participant       

Code A B C D E F G H I J K L M N 

Attention to realism  X   X  X       X 

Faculty buy-in/value X  X   X  X       

Faculty support   X            

Role modeling   X X        X   

Engagement   X X  X X        

Standardized patients     X    X  X X   

Small groups      X         

Debriefing strategies        X       

Positive and safe learner- 

     centered environment 

X 

 

             

Participant training before  

     the use of simulation  

     pedagogy 

         X     

Facilitator as the voice of  

     the patient 

  X            

Improve simulation  

     pedagogy 

           X   

Faculty skill X              

Age of patient similar to 

     participant 

X              

Tie to improve participant 

     learning outcomes 

   X    X       

Good stories and scripts              X 

Skilled standardized  

     patient  

             X 

 

Findings 2.4.3.  Four participants (28.6%) reported that attention to the realism of a 

simulation can be a strategy to improve buy-in.  PB shared the following: 

Those particular simulations have an attention to detail, related to how real is the 

situation. . . .  How real is the responses or the acting around that particular situation.  So 

that it's not, "This would never happen in real life."  But, trying to make it as realistic as 

possible and not contrived.  Which sometimes when you walk into a simlab, you're like, 



 180 

"Oh, this is so not what would happen in the real setting."  So, I think that's really 

important.  

PE recommended “adding more layers of realism to the experience . . . making the environment 

as realistic as possible and using standardized patients if possible.” 

Four participants (28.6%) suggested that there needs to be improved faculty buy-in and 

value to the scenario to have student buy-in.  PH said, “If you find it valuable, they'll find it 

valuable.  If you find it like a waste of time, they do, too.”  PF also discussed “creating 

champions starting with faculty and other leaders . . . let them carry the message forward so you 

have kind of a unified message that permeates the curriculum.”  

One participant (7.1%) suggested needing faculty support to improve student buy-in.  PC 

discussed how providing empathy and support to faculty caused a trickle-down effect in 

academia.  PC expressed it this way: 

I think taking time for our own faculty and our own graduate assistants, to be empathetic 

toward them and their incredible roles that they have and how their role impacts students. 

Be more empathetic to the time it takes and the energy, the incredible amount of energy it 

takes to run simulation, and if they receive that from me, as their director, then they'll be 

able to model it for students.  So I need to look at it, how I can incorporate empathy not 

just to the undergraduates, but to the staff, to the faculty members in all of academia, 

being empathetic myself.  It will trickle-down, it will have a trickle-down effect.  

Three participants (21.4%) suggested role modeling as a strategy to improve buy-in.  PD 

shared how participants who once had difficulty buying into a simulation, eventually come 

around and role model that buy in for other students.  PD shared, “They'll role the next time and 

they'll things to enhance the simulation for each other.”  PL expressed having senior students 



 181 

role modeling the buying-in behavior to more novice students.  PL added, “Trying to get my 

seniors involved. . . .  If they work together and they see other nursing students doing it” then it 

helps to improve the buy-in. 

Four participants (28.6%) suggested facilitator or student engagement was important for 

buy-in.  PC reflected, 

so you have to have that faculty member on the other side in the control room that is very 

invested and is totally engaged, that is energetic and passionate.  That is the way you can 

improve that whole experience and get buy-in.   

PF added, “I think formalizing your observer roles to increase student engagement will probably 

also improve cultivating empathy because they have greater investment in what they're doing . . . 

I think cultivating empathy depends on the level of engagement that you can get.” 

Four participants (28.6%) suggested utilizing standardized patients to improve buy-in.  

PL explained, “Going from the mannequin to the standardized patient” will improve participant 

buy-in.  PK also suggested that if her nursing program had “any additional monies” they could 

“present it to leadership to possibly buy standardized patients or figure out a way that we could 

develop a program.” 

One participant (7.1%) reported that small groups in simulations help to improve the buy-

in.  PF shared, “Small groups work good, large groups not so much, especially when you're first 

introducing students or learning simulations.” 

One participant (7.1%) suggested that the debriefing strategies used by the facilitators 

helped improve buy-in.  PH replied, “Again, it's how you wrap it all up . . . and how we debrief 

with students.” 
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One participant (7.1%) expressed that a positive and safe learner-centered environment 

helped create buy-in.  PA explained the following: 

I think that if the instructor is very clear with them with what the expectations are. . . .  

But if the instructor is not clear, if they do not explain to the students, this is a safe 

environment, and they are being judgmental in their debrief, I think then these are all 

barriers to the buy-in from the students. 

One participant (7.1%) suggested there needed to be participant training before the use of 

simulation pedagogy to improve buy-in.  PJ described orienting students to the scenario and 

mannequins prior to a simulation to help improve buy-in.  PJ added, “During any of our 

scenarios, we spend a lot of time in prebriefing and talking through the types of mannequins that 

we're going to use.” 

Another participant (7.1%) suggested using the facilitator as the voice of the patient in 

the control room to improve buy-in.  PC shared the following:  

so you have to have that faculty member on the other side in the control room that is very 

invested and is totally engaged, that is energetic and passionate.  That is the way you can 

improve that whole experience and get buy-in.   

One participant (7.1%) reported that simulation faculty needed to continually improve 

their simulations and pedagogy to improve participant buy-in.  PL explained that faculty need to 

“continually devise and develop simulations, improving on one from another.” 

One participant (7.1%) suggested that faculty skill was important to participant buy-in. 

PA explained the following: 

You have to be able to multitask, which takes in my opinion a very long time to achieve. 

You almost need perfection in all the multitasking that you have to do in the control room 



 183 

because [if you don’t] then you miss what they say.  The student thinks the patient's 

coding; meanwhile, you just didn't hear what they said and didn’t answer them. 

One participant (7.1%) suggested that when developing scenarios to make the age of the 

patient similar to that of the participant.  PA explained it this way: 

If the age of the student is close to the age of the patient, I'm thinking maybe they'd be a 

little bit more empathetic.  Because, I think that young nurses taking care of the elderly. 

We don't always think like, oh, yeah, one day that's going to be me, maybe.; Maybe, 

somebody didn't grow up having a grandma. 

Two participants (14.3%) suggested tying buy-in to improved participant learning 

outcomes.  PD said, “I think just continuing to let people know, they get more out of it if they 

more they're in it.”  PH added the following:  

It's again how you wrap it all up.  If you find it valuable, they'll find it valuable.  If you 

find it like a waste of time, they do, too.  And it takes a lot.  You have to keep them in the 

moment about the importance of patient care.  That this is a situation of patient care, not 

about your grade. 

One participant (7.1%) suggested that developing good stories and scripts was important 

to improving buy-in.  PN said, “Having really good scripts and good actors is critical.  You need 

good stories to go with what we're doing.” 

One participant (7.1%) suggested having skilled standardized patients to improve 

participant buy-in.  PN added that “good actors” were needed to improve buy-in. 

AQ 2.5. What strategies related to the simulation facilitator do nursing simulation 

faculty recommend for incorporating empathy? The simulation facilitator is the person in the 

simulation experience that is engaging the participants in learning.  The facilitator qualities 
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include their skill, knowledge, educational strategies, and preparation (Jeffries, 2016).  Strategies 

related to simulation facilitator were explored, specifically looking at any formalized training the 

facilitators have done, and whether the training included strategies to promote empathy.  

Strategies also explored facilitators ability to role model empathy and cues to promote empathy. 

Interview Question 33: Tell me about whether facilitators receive any formalized 

training with simulations.  Participants’ responses regarding whether facilitators receive any 

formalized training with simulations are displayed in Table 26. 

Table 26 

Participants’ Strategies Related to the Simulation Facilitator for Incorporating Empathy 

         

      Participant       

Code A B C D E F G H I J K L M N 

Yes X X X X X X X X X X   X X 

Orientation when hired    X X          

Every semester X              

Informal           X    

Individual effort to get 

more  

    experience/training 

   X           

Type depends on 

facilitators' 

    experience 

X              

A lot  X    X        X 

Most don’t get training            X   

Not enough/need to do 

better 

X  X     X     X  

 

Findings 2.5.1.  Twelve participants (85.7%) reported that their facilitators received 

formalized training in simulation pedagogy.  PN shared, “Oh yes.  People are not allowed to 

debrief alone until we're very sure that they are using our model.”  PG added, “Our facilitators 

have a module that they do.  And then, I give them some formalized training as well.” 
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Two participants (14.3%) suggested that facilitators had an orientation when hired.  PE 

explained, “We do have a program that we go through with new faculty, as far as the do's and 

don'ts of how to physically run the scenario and what to do.  But, everybody has their own spin 

on things.  PD added, “We have an orientation” to simulation pedagogy. 

One participant (7.1%) offered that every semester there was some formalized training in 

simulation.  PA explained it this way: 

 They have one in the beginning of every semester, whether they're new or returning.  We 

gather them all and review the policies and procedures, and we review debriefing.  For 

new faculty, we just go over regular debriefing first.  Somebody who's had experience 

will go over advanced debriefing. 

One participant (7.1%) suggested that the training is informal.  PK replied, “I didn't really 

have formalized training.  The person before me kind of just showed me what she was doing. 

Then, I had gone to several conferences, but that was after I was on the job for like a year.”   

Another participant (7.1%) reported that it was up to the individual to get more 

experience and training with simulation pedagogy.  PD shared, “The rest is really up to people's 

own personal interest” to pursue training in simulation. 

One participant (7.1%) said the training depended on the facilitators' experience.  PA 

shared, “For new faculty we just go over regular debriefing first.  Somebody who's had 

experience, we'll go over advanced debriefing.” 

Three participants (21.4%) expressed that facilitators received a lot of training.  PF 

described the following: 

We actually use the NLN online courses frequently.  I'm going to be doing another 

institutional purchase, where we buy several courses a year for faculty to access for 
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learning throughout the year.  They can choose and get their credit.  As well as I do 

specifically, I'm actually requested externally by some of our partners, that we do 

different topics once or twice a year.  So, I believe that in terms of facilitating, there's 

kind of a strict policy for us.  

PB also reported utilizing a lot of simulation training: 

All of our clinical sim instructors have an orientation to our sim lab, to review and our 

policies and procedures, as well as the content that they're going be responsible for 

teaching specifically.  So, if they're teaching in the peds course, then only the peds 

faculty will get that information.  We also offer . . . less frequently now . . . when we first 

really ramped up our simulation program here, we had a facilitators course that we 

coauthored with two other hospitals and the **** hospital.  So, it's an interprofessional 

facilitators course.  It talks about the history of simulation, all the different types of 

simulations, and what's best to use to meet your objectives.  And then, how do you build 

your objectives, and how many objectives should you have for your experience.  And 

then, a group gets together and makes the simulation, offers it to another group of 

participants and debriefs it.  And so, they do this over a 3-day workshop.  And so, I 

would say, 90% of our Sim instructors have participated in that training or are on the 

docket to.  

One participant (7.1%) suggested that they don’t receive a lot of facilitator training.  PL 

explained that “a lot don't” get the necessary training. 

Four participants (28.6%) suggested that not enough was being done to train facilitators, 

and that their programs needed to do better.  PH replied with the following:  
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All I've had was my own experiences with simulation when I was a student, and as a 

nurse doing simulations at the hospital, and now as an instructor.  So I am kind of taking 

it all in.  I've watched modules on simulations, but I think it should be more (laughing). 

"Watch a couple of these modules, and now teach."  Formalized training, yes.  We do 

that.  Can it be better?  Yes. 

PC discussed how they did have enough training but that there were politics in trying to add 

more training.  PC said, “I'm trying to figure out how to incorporate facilitator training that 

doesn't feel like an attack, that feels like a professional development piece instead of somebody 

coming and just trying to make change.”   

Interview question 34: Tell about whether the training includes strategies to 

promote empathy.  The participants’ responses to whether the training received included 

strategies to promote empathy are displayed in Table 27. 

Table 27 

Participants’ Responses About Whether Training Included Strategies to Promote Empathy 

         

      Participant       

Code A B C D E F G H I J K L M N 

No X X  X X X X X X  X X   

Incorporated with other topics    X  X X X     X  

Depends on individual choice 

     of the facilitator 

         X     

Yes             X X 

 

Findings 2.5.2.  Ten participants (71.4%) reported that the training facilitators received 

did not include any strategies to promote empathy.  PA asserted that “no,” her program did not 

have any training in promoting empathy.  PE added, “It does not.” 

Five participants (35.7%) shared that empathy was incorporated with other topics in their 

training.  PD shared how they didn’t have any formalized training in empathy but that empathy 
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was discussed in providing a safe learning environment.  PD explained, “Probably not, except for 

the idea of having the standard of the simulation being a very safe learning environment.”  PF 

discussed how empathy was included in thinking about debriefing students.  For example, PF 

stated the following: 

I think that comes into our debriefing a lot of times.  I think that's where we start to elicit 

those thoughts and feelings.  Sometimes a simulation in and of itself triggers enough 

emotion, that it's natural to say, "Oh my god, I can't even imagine being in that situation 

myself."  So right now, again it's not overt.  Like I said, but it seems to come out very 

often, if not most of the time, during debriefing.  

One participant (7.1%) suggested that it depended on the individual choice of the 

facilitator.  PJ clarified that it “depends on the webinars they choose to attend.” 

Two participants (14.3%) reported that facilitators did receive formalized training in 

promoting empathy.  PN shared the following: 

We do talk about empath, and realize that we have some people who don't necessarily 

demonstrate it.  Which is why we have done these things, as we noticed in a particular 

scenario that this is one where you better have somebody showing empathy.  

PM added, “Some of them do.  I know some of the GA [Graduate Assistant] training modules 

that I've done last year, definitely try to make you be more empathetic with your students.” 

Interview question 35: Tell me about whether a facilitator’s approach and strategies 

through role modeling can cultivate empathy.  Qualitative data about participants’ reports on 

whether a facilitator's approach and strategies through role modeling can cultivate empathy are 

displayed in Table 28. 
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Table 28 

Participants’ Responses Regarding Whether a Facilitator's Approach and Strategies Through 

Role Modeling Can Cultivate Empathy 

         

      Participant       

Code A B C D E F G H I J K L M N 

Role modeling can cultivate 

     empathy 

X X X X X X X X X X X X X X 

Role modeling can cultivate 

     other things 

X             X 

Facilitator's approach is key to  

     success 

  X            

Need to create a safe  

     empathetic and caring 

     learning environment 

   X  X X        

Role modeling from start to 

     finish 

      X        

 

Findings 2.5.3.  All 14 (100%) participants suggested that role modeling can cultivate 

empathy.  PE explained it this way: 

Oh, definitely.  I think if you have a facilitator who's showing empathy, even in the 

clinical setting, showing empathy to a patient, the student is going to be more apt to 

model it versus if you have a clinical instructor who's just like, "No, no, just go in and 

give him that medicine and be done with it."  Versus having a conversation and getting to 

know a patient.  If they see that in other staff, in other nurses on the floor, then they're 

more likely going to think that that's the right way to do it.  

PN added, “Yes, it can.  Obviously, if you are an empathetic person yourself, and you're 

responding in a debriefing in an empathetic way and modeling that behavior, I think students 

pick up on that." 

Two participants (14.3%) suggested that role modeling could also cultivate things other 

than empathy.  PA shared, “I think that role modeling can cultivate lots of things and not just 
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empathy.”  PN replied with the following, “If you're not empathic, then the students pick up on 

that.” 

One participant (7.1%) suggested that the facilitator’s approach was the key to success.  

PC reported, “The facilitator is the key to success, and you need to have a great facilitator to run 

simulation, and you need that facilitator to understand the importance of debriefing.” 

Three participants (21.4%) reported that simulation faculty needed to create a safe, 

empathetic, and caring learning environment.  PD discussed how important it was to role model 

in a caring and empathetic learning environment.  If you don’t, it undermines the culture you are 

trying to create.  For example, PD stated, 

I think you really have to mean it.  This is a safe learning environment.  “Now what were 

you thinking?!"  You can't do that.  We really want teams to work effectively together.  

You can’t then be on the phone, not being a supportive person or being particularly 

challenging. . . .  That doesn’t necessarily line up to be empathetic.  

PG added the following: 

Nobody's going to be picked on, or pointed at, or judged.  And I really think that lends 

itself to, again, having an underlying tone of caring and empathy for the students.  Yes, I 

realize that you guys are busy.  I understand that your schedules are very stressful, very 

important.  I was a student once also, and so here's my take on this. 

One participant (7.1%) reported that role modeling needed to go from start to finish in 

simulation pedagogy.  PG shared the following: 

I think, from start to finish.  I think the role modeling is 100%.  Our facilitators really 

respect the students, and they talk to them as if they were on their level.  And I think 

there's that sense, a tremendous amount, about the students feeling comfortable in the 
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situation, and the students understanding that our facilitators are nurses also.  And they 

were students once too.  I think you need that kind of strategy with students to defuse 

them, if they do get upset or something happens.  I would say it's just from start to finish, 

they're with them.  

Interview question 37: Describe the type of feedback through cues that the 

facilitator can utilize to cultivate empathy.  Qualitative data related to the participants’ 

responses on the type of feedback through cues that the facilitator can utilize to cultivate 

empathy are displayed in Table 29. 

Table 29 

Type of Feedback Through Cues the Facilitator Can Utilize to Cultivate Empathy 

         

      Participant       

Code A B C D E F G H I J K L M N 

Facilitator’s emotional  

     response acting as a patient 

X X   X  X     X   

Facilitator as the voice of the  

     Patient 

X X  X   X   X     

Probe empathy and emotions  

     of participants 

     X         

Improvise and go off script    X           

Facilitator utilizing  

     Storytelling 

    X  X        

Video reflection/assessment            X   

Cues to what the patient is  

     experiencing (patient  

     perspective) 

     X X X X  X   X 

Open-ended questions      X  X X      

Reflection X     X      X   

Cues built into scripts             X  

Nonverbal mannerisms   X           X 

 

Finding 2.5.4.  Five participants (35.7%) suggested that a facilitator’s emotional 

response while acting as a patient could be a cue to cultivate empathy.  For example, PB 

answered this way, “And so, you could have the facilitator make statements that show the 
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anxiety or the concern around whatever topic it is.”  PA added that having “a patient speaking to 

the students, telling them how anxious they are about a certain procedure or how they don't know 

how they're going to cope or deal with X, Y, and Z” could impact student empathy. 

Five participants (35.7%) discussed using the facilitator as the voice of the patient as a 

way to cue participants.  PB shared the following, “We will have the instructor who's behaving 

as the patient say, "Is that going to hurt? You're going give me that injection?  Have you given 

that injection before?"  PD added the following:  

I think through the voice of the patient.  The voice of whoever might be calling in.  If 

somebody sort of lost track of the family and the patient, I can be the patient and start 

talking to my family about my worries and that I love them.  It’s something that I can do 

to draw attention back to the interpersonal relationships and the care.  I could do that, a 

voice that pulls them, and pulls them away from all the pumps and meds, to enhance that 

piece and sort of draw them back into including that additional piece. 

One participant (7.1%) suggested probing the empathy and emotions of the participants.  

For example, PF shared, "I say, what do you think that's like?  What would it be like for you if 

you put yourself in that situation?” 

One participant (7.1%) recommended going off script and improvising to cue empathy.  

PD explained it this way:  

I think the ability to be the voice of the patient with the simulator is really useful.  You 

try to stay on script, but the way in which you do it, you can see what's going on in the 

room, and you have to do a little improvisation to get at what you're hoping. 
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Two participants (14.3%) suggested that the facilitator utilize storytelling to cultivate 

empathy.  PE shared, “Just talking with them, trying to tell them a story of their life or tell them 

about their history, how they ended up here, what lead to this part.”  PG added the following: 

I think that when the students turn their back, and they're concentrating on doing some 

dosage calculations and technical things, we try and bring the students back to the 

bedside.  By using our mannequins as our patients to say things like, "I never got to see 

my mom.  Do you know where she is?  I'm kind of scared."  And you know, it's funny 

because sometimes students will come out and say, "Oh, well I was a patient in the 

hospital once, and my mom was out a lot too."  And then you can actually see what's 

going on, communication wise.  But we do use a lot of cueing to bring the students back 

into the reality of the situation, and to bring them to the pathway that we want them to try 

to go down.  

One participant (7.1%) reported that video reflection or assessment was a way facilitators 

cued participants to develop empathy.  PL shared, “If you see yourself on tape, you're going to 

certainly see something different then if you go by what you just remember.” 

Six participants (42.9%) suggested using cues to what the patient was experiencing or 

prompting them to consider the patient perspective.  PF explained, “I think it's engaging the 

students to put themselves in the patient's shoes.”  PI discussed using questions to help 

participants consider the patient’s perspective.  For example, “How do you feel the patient would 

have felt when you said that?” 

Three participants (21.4%) reported that open-ended questions were cues that facilitators 

could utilize to cultivate empathy.  PI replied, 
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I guess, open-ended questions.  Like, "Tell me more about how you felt.  Can you 

elaborate on what you might have said?  What would . . . How do you feel the patient 

would have felt when you said that?  How could you have rephrased that to be more 

therapeutic?"  

PH added the following: 

It is by the questions that you ask and how you phrase them.  So, if I were the facilitator 

and I were giving feedback, I would just say, "Well, what in their voice concerned you? 

Did they say anything that was of concern for you or something that made you feel 

uncomfortable, or something that made you feel like you needed to follow through on it? 

Three participants (21.4%) suggested reflective practice could be a tool to cultivate 

empathy.  PF articulated how reflective practice improved the cues facilitators utilized to 

promote empathy in simulation.  PF discussed how doing a self-assessment furthered facilitators’ 

knowledge.  She explained, “We need you to do a self-assessment of your own debriefings.  But 

then when you're brave enough, you're going to let me or somebody else, who's an expert, give 

you some feedback.  So I think feedback is really, really important.”  PL discussed how 

reflective practice of participants was a way to promote empathy.  PL said, “We also make them 

write a reflection, and we also elicit feedback.” 

One participant (7.1%) suggested building cues into scripts.  PM explained this in the 

following quote: 

I definitely think if it's built into the sim.  I know it's definitely hard to build a sim and to 

incorporate, like, what if it goes this way, this is what the facilitator should say.  What if 

it goes that way, this is what the facilitator should say to bring it back.  But, if something 

like that could be implemented, it would be really helpful.  Putting in cues that if they 
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start veering off path, how to get it back . . . to what the point is.  So if that was already 

kind of built into the sim would be good. 

 Two participants (14.3%) suggested that effective cues could be nonverbal mannerisms 

that the facilitator uses during a simulation.  PN explained, “I think a lot of it is nonverbal.  A lot 

of it is mannerisms, words used, where you sit, words chosen.  Those are things I think of.  PC 

suggested that facilitators also need to respond to participants’ body language,  

Their body language is essential. . . .  If you take 5 minutes to go off queue and read their 

body language that helps them prepare in a different way, that that's okay.  I think the 

facilitators have to take cues from the students and understand how that student is 

responding.  That's a big piece of it.  

AQ 2.6. What strategies related to the simulation facilitator’s educational strategies 

do nursing simulation faculty recommend for incorporating empathy? The facilitators’ 

educational strategies are used in a simulated experience. Strategies related to educational 

strategies were explored, specifically looking at the briefing and debriefing strategies to promote 

empathy. 

Interview Question 38: Describe the briefing and debriefing strategies you use or 

believe would be helpful in promoting empathy.  Qualitative responses related to the briefing 

and debriefing strategies participants used or believe would be helpful in promoting empathy are 

displayed in Table 30. 
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Table 30 

Briefing and Debriefing Strategies Simulation Faculty Used or Believe Would Be Helpful in 

Promoting Empathy 

         

      Participant       

Code A B C D E F G H I J K L M N 

Emphasize clinical/realism of 

     Simulation 

  X    X X  X     

Buy-in with fictional contract     X X X   X    X 

Orientation to a safe learner-  

     centered space 

 X  X X  X   X   X X 

Participants’ feelings or  

     emotions discussed in  

     briefing  or debrief 

X    X  X     X   

Coursework prep around  

     Empathy 

 X X          X  

Take patient's or caregivers’  

     Perspective 

   X           

Emphasize/value empathy X     X   X     X 

Probing questions     X X   X  X     

Engage participant      X         

Reflections X           X   

In prebrief name empathy as  

     an objective or goal 

 X X X           

Empathic environment           X    

 

Findings 2.6.1.  Four participants (28.6%) suggested that time in the simulation lab 

should be treated the same as attending a hospital clinical, with the student having the same 

expectations that they would encounter in the hospital.  Improved realism of a simulation helps 

students buy into the experience and is a strategy that participants believed could be used to 

promote empathy.  PC explained this in the following passage:  

Is truly an oncampus clinical.  Students need to come in uniform prepared to treat these 

mannequins like patients.  That's another way that we increase empathy.  They have to be 

prepared like they are here for a clinical day.  There's no exception.  They can't be late. 
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They have to be respectful.  They have to be mindful.  Those are the ways that we 

increase empathy from the very beginning.  

PH added that in the, 

briefing, we also try to keep it as real as possible, so that they are really in that moment 

and really focusing on that.  The only other thing . . . I think if we can just, with the 

briefing and debriefing, treat it as if they were really there in a clinical setting and keep 

our own focus on that.  Make it as real as possible for them.  I think that they would start 

to think, what it's like for nurses in those given situations.  What is it when you're really 

going to be out there and you're the nurse? 

Five participants (35.7%) reported that they promoted buy-in through their fictional 

contract and used this in the briefing to promote empathy.  PE replied, “In the briefing, we 

always talk about the buy-in and making the simulation as real of an environment as you can.”  

PG also discussed this in the following quote: 

The prebriefing strategies we have the confidentiality statement and the patient contract 

for buy-in to the scenario.  I think that anything that alleviates the students' anxiety will 

open them up to giving more of an emotional response to the situation.  I feel that when 

the students go in and they're tense and they're anxious and they haven't practiced, they 

feel like they're being judged.  That they are completely much more focused on getting 

everything right in terms of skills and decision-making, rather than engaging with the 

patient.  

Seven participants (50%) reported having an orientation in the briefing to a safe learner-

centered space.  PB suggested how the “prebriefing and the setting up and trying to make it a 
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safe space for making errors” creates an environment that promotes empathy.  PD added the 

following: 

I think it comes from the briefing that shows regard for them and the team.  I think I'm 

counting on that my modeling my regard for them is going to translate into their regard 

for the patient, the family, and each other. 

Four participants (28.6%) suggested discussing simulation participants’ feelings and 

emotions in the briefing or debriefing to promote empathy.  PA shared, "We can say, 'How do 

you feel?'  And, maybe say, 'What are these feelings?'"  PE added, “In debriefing, we always ask 

how you felt, 'Did anything make you upset?  Make you sad?  How did you feel during the 

scenario?'"  We do try to pull out some of their emotions a little bit during the debrief to see how 

they felt about the scenario. 

Two participants (14.3%) also suggested some coursework prep around empathy to 

promote empathy.  PB explained it this way: 

You spent a lot of time in your coursework and your preparation and whatever prep you 

had to do around the topic of empathy, then they should be able to be engaged in 

demonstrating those behaviors in conversation points. 

PC added the following: 

We need to flip that classroom a little.  We need to offer them the prebrief prior to 

coming in.  We need to tell them what to focus on.  We need to share the meds with 

them.  I want them to come in and know every med that we're giving and in the 

simulation.  If they don't have the med accurate, and they don't know it, they haven't done 

their job.  Then, I can say to the student, "You were unprepared."  But, if I don't offer 

them any information prior, how can I expect them to act at the level of an expert nurse 
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when they're clearly novice nurses?  That would be the way that we do this and put them 

in that silo, we're asking them to act like an expert nurse.  That's impossible. 

One participant (7.1%) suggested students take the patient's or caregivers’ perspective 

during either the briefing or debriefing to promote empathy.  PD shared the following:  

In that debrief, I'm asking them to take either a patient or caregiver perspective, as well as 

when they're getting ready to go to simulation.  We usually have about a half hour to 

facilitate some prompting questions and taking on the family or the patient's perspective. 

Four participants (28.6%) suggested that empathy needs to be emphasized and valued in 

the briefing and debriefing in order to promote empathy.  PA explained it this way: 

Maybe they just don't know because we certainly don't necessarily . . . I don't want to say 

we don't use that word, but it's not something that is focused on very much.  In general, I 

think we're so task oriented. . . .  Is this the right medication?  Am I setting up this line 

right?  I think we tend to forget that human element of empathy and don't discuss it the 

way that we should, for sure.  

PF added the following: 

I'm not sure, I mean connection with patients seems to be almost so close to our work that 

sometimes we forget to teach it.  Like this is very common where it's, "Well that's the 

given, that's the obvious."  But sometimes what we think is that the obvious remains 

invisible.  So I think, we could do a better job.  I know we discussed the connection, the 

connection with others, in your caring for others.  But I think, we probably could do a 

better job. 

Four participants (28.6%) suggested using probing questions to promote empathy.  PD 

explained, 
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so being able to add some questions about what they're anticipating for interventions and 

medications and what you think it's going to be like for the person who has managed their 

illness at home to now being in an acute situation.  What kinds of things can you 

anticipate doing to support them?  

PE discussed questions used in her debriefing sessions: 

We always ask, “How did you feel during the simulation . . . did anything make you 

upset, make you sad?  How did you feel during the scenario?"  We do try to pull out 

some of their emotions a little bit during the debrief to see how they felt about the 

scenario. 

One participant (7.1%) suggested that participants needed to be engaged in the briefing 

and debriefing to cultivate empathy.  PF discussed how in the observer roles students need to be 

engaged.  For example, “I think cultivating empathy depends on the level of engagement that 

you can get.” 

Two participants (14.3%) suggested that having students reflect in the debrief can 

promote empathy.  PA asserted the following: 

I think that in debriefing, when we reflect back on that particular simulation, we can say, 

"Well, how do you feel?" and maybe say, "What are these feelings?"  What umbrella are 

they under?  Then we can say, "Oh, well, this is empathy."  

PL also shared “having them reflect on things" and specifically cited "reflection” as a 

means of cultivating empathy. 

Three participants (21.4%) suggested naming empathy as an objective or goal in the 

briefing.  PC explained, “We need to offer them the prebrief prior to coming in.  We need to tell 

them what to focus on.”  PB shared the following: 
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We have different schools of thought here in the school about do you let the students 

know what the objectives are for the sim?  Or, do you not let them know and kind of see 

whether they can figure it out. . . .  But I think that if you really are going to expect 

people to respond, telling them what you're going to cover doesn't necessarily give it 

away. 

One participant (7.1%) described how creating an empathic environment was important 

in promoting empathy.  PK shared the following:  

Prebrief, I tell students what the simulation is and see if they have any issues.  So it's for 

me being empathetic towards students at the beginning.  Let’s say with a leukemia 

patient, how they felt with this type of scenario.  If they couldn't handle being the nurse 

because one of their family members just passed away from leukemia.  If the student is 

going through a difficult time, I'm not going put them on the spot like that. 

Interview Question 39: Describe the educational strategies you utilize and believe 

could be implemented by the facilitator to improve empathy in a simulation.  Qualitative 

responses related to the educational strategies participants utilized and believed could be 

implemented by the facilitator to improve empathy in a simulation are displayed in Table 31. 

Table 31 

Educational Strategies Participants Utilized and Believed Could Be Implemented by the 

Facilitator to Improve Empathy in a Simulation 

         

      Participant       

Code A B C D E F G H I J K L M N 

Articles X              

Videos           X   X 

Role-playing        X     X X 

Case studies X       X       

Facilitator drawing on personal 

     Experiences 

X              

Facilitator training X       X       
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Table 31 Continued 

       Participant       

 A B C D E F G H I J K L M N 

Discuss/value empathy X X        X     

Facilitator exaggerates 

     emotions as a patient 

 X             

Reading participant body 

     Language 

  X            

Probing questions or cues; in 

     Script 

 X X X  X X X    X  X 

Reflection or evaluation            X  X 

Patient/caregiver perspective    X    X   X    

Role modeling     X          

Positive and safe learner- 

     centered environment 

   X        X X X 

Empathic and caring 

     Environment 

    X       X  X 

Storytelling        X   X   X 

Better debriefing models 

     focusing on empathy 

     X         

Panel discussions        X       

 

Findings 2.6.2.  One participant (7.1%) suggested using articles on empathy as an 

educational strategy to improve empathy in nursing simulations.  For example, PA replied, “I 

think articles” are a good educational strategy. 

Two participants (14.3%) suggested that videos were another educational strategy that 

could promote empathy in simulations.  PK shared, “I guess using YouTube videos and visuals.”  

PN added the following: 

More of us are visual [learners] than auditory.  Would a visual video on somebody telling 

their story, how they ended up in the hospital, make a difference in how you provided 

care?  I think that is just lying there waiting for people to do [a research study].  I think it 

is a missing piece of what we do today. 

Three participants (21.4%) reported that role playing could be an educational strategy 

used to promote empathy.  PH asserted, “I do a lot of role playing.”  PM had students take the 
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role of a patient where they wear an ostomy for a few days.  PM explained, “I also think that 

making them go through those ostomy experiences” helps promote reflective empathy. 

Two participants (14.3%) reported using case studies to promote empathy in simulations. 

When asked which educational strategies were used to promote empathy, PA asserted, “Case 

scenarios really, case studies.”  PH added, “I use a variety of strategies to group situations, case 

studies, there's a variety of educational strategies I use.” 

One participant (7.1%) suggested that the facilitator draw on personal experiences during 

scenarios to promote empathy.  PA explained, “Personal experiences of the faculty can really 

help the facilitators improve empathy in the simulation.” 

Two participants (14.3%) suggested that there needed to be facilitator training to improve 

educational strategies used in simulations.  PA said it is important to “debrief the debriefers.  If 

we have a session like that, I think we can learn a lot from each other and the different strategies 

of how to improve empathy in simulation.”  PH shared the following:  

The best way to improve it in simulation is, really, training of the facilitator.  If the 

facilitator has strategies to be able to use in any given situation and has the flexibility and 

the ability to understand the simulation and where it's going and how to get it back to 

incorporating empathy, ten it will be improved. 

Three participants (21.4%) suggested that it was important to discuss and show the value 

of empathy in simulations.  PJ shared, “I think making sure in each simulation there's a 

concentrated effort talking about how to communicate and how do you speak effectively with 

folks.”  PA shared that at her program they don’t emphasize empathy but could use different 

educational strategies such as articles and case studies to promote empathy.  PA explained, 
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“Again, because we don't spell out empathy,” but there are different educational strategies that 

can be used to promote empathy. 

One participant (7.1%) suggested that the facilitator could exaggerate emotions as a 

patient in the simulation to promote empathy.  PA explained this as follows: 

I could bring up the topic.  I can escalate the level of whatever that emotion is that I'm 

supposed to be having, fear, anxiety, depression, I could go crazy. . . .  I can go crazy and 

act like I'm going to commit suicide. . . .  You can go to the extreme and really 

exaggerate how somebody could behave.  

One participant (7.1%) suggested reading participants’ body language during a 

simulation to help promote empathy.  PC explained that an educational strategy that could be 

used to cultivate empathy was “reading their body language.”  

Eight participants (57.1%) reported that probing questions or cues in the simulation or 

script could be ways to promote empathy.  PD explained, “You could ask just some broad 

questions about what they think the experience was like” to cultivate empathy.  PF added that 

“perhaps it's the skill in asking the open-ended question and then doing something with the 

answer to illicit another open-ended question” that facilitates empathy. 

Two participants (14.3%) suggested the reflective practice and evaluation could promote 

empathy in simulations.  PL shared that “reflection” is an educational strategy that facilitators 

can use.  PN discussed evaluating facilitators’ educational strategies to improve the culture and 

practice of a simulation program.  PN further explained, “I think we have to watch each other 

and call each other on in it, if we think we're seeing something that is not really up to what we 

say we want . . . enforcing the culture.” 
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Three participants (21.4%) shared that engaging students in considering the patient's or 

caregiver's perspective could promote empathy.  PD suggested using “questions about what they 

think something would have been like from this person's perspective or that patient's experience 

within the simulation.”  PK suggested “using YouTube videos to show what actual people with 

specific diseases are actually going through.” 

One participant (7.1%) reported that role modeling was an educational strategy to 

cultivate empathy in simulations.  PE shared, “Definitely role modeling” can cultivate empathy 

in simulations. 

Four participants (28.6%) suggested that there needed to be a positive and safe learner-

centered environment for empathy to be cultivated.  PL explained, “If they are allowed to really 

tell you how they feel, then they're going to think about what they said, and hopefully, it's going 

to foster an environment of empathy.”  PN added the following: 

I think part of that comes from the culture that we've created for our students in general, 

and that is really . . . we do encourage mistakes.  We've got things about . . . People 

who've never made a mistake have not really learned anything on our walls in our 

debriefing rooms.  We have a bunch of different quotes chosen by students on the walls 

in rooms.  We really do embrace the saying from Harvard.  We believe everybody's 

smart.  Everybody here is trying to do their best, and . . . if you make a mistake that's 

okay, we're going debrief it, and you're not going be chastised for it.   

Three participants (21.4%) suggested that there needed to be an empathic and caring 

environment in order for empathy to be cultivated.  PE talked about how role modeling empathy 

was important in creating an empathic and caring environment.  PE shared the following:  
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Definitely role modeling.  I think the more compassionate and empathetic you are to the 

students, understanding that they're nervous and anxious being in there doing this and 

they're being watched by their peers.  I think the more comfortable you make them, 

probably the better the experience will be.  If that makes sense.  

PL explained that “if they're allowed to really tell you how they feel, then they're going to think 

about what they said, and hopefully, it's going to foster an environment of empathy.” 

Three participants (21.4%) suggested using storytelling as an educational strategy to 

cultivate empathy.  PH answered, “I do storytelling” to foster empathy.  PK described “using 

YouTube videos to show what actual people with specific diseases are actually going through” to 

cultivate empathy. 

One participant (7.1%) suggested that there needed to be better debriefing models 

focusing on empathy in order for facilitators to foster empathy in simulations.  PF shared, 

“Probably bringing more theoretical frames to the debriefing.  Specifically, from models of 

cultivating empathy.” 

One participant (7.1%) reported using a panel discussion to cultivate empathy. PH 

shared, “I've had panel discussions” to facilitate empathy among nursing students. 

AQ 2.7. What strategies related to the simulation participant do nursing simulation 

faculty recommend for incorporating empathy? The participants in a simulated experience 

have a dynamic interaction with the facilitator. Strategies related to participants were explored, 

specifically looking at the strategies that were used or could be used to improve empathy levels 

of nursing students, participants’ role assignment, and any preparation that could be utilized to 

cultivate empathy. 
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Interview Question 41: Tell me about strategies that you use or believe could be 

helpful to improve empathy levels of the participants in simulations.  Participant responses 

related to the strategies that were used or could be helpful to improve empathy levels of the 

participants in simulations are displayed in Table 32. 

Table 32 

Strategies That Were Used or Could Be Used to Improve Empathy Levels of the Participants 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Discussion around empathy X        X      

Stories in which patient is 

     similar age to participant 

X              

Prep or postwork on empathy  X             

Presurvey and postsurvey 

     Assessment 

 X X     X       

Simulations where goal or 

     objective is empathy 

X              

Probing questions or probing 

     empathic emotions 

   X      X     

More detailed scripts     X          

Standardized patients or  

     Confederates 

X      X    X   X 

Consistency with simulations     X        X  

Scaffolding skills      X  X       

Taking patient perspective or 

     Storytelling 

     X  X      X 

Highlight value/awareness         X     X 

Good descriptive story            X   

Positive, safe, and learner-  

     centered environment 

            X  

Participant buy-in             X  

 

Findings 2.7.1.  Two participants (14.3%) suggested discussing empathy to improve 

empathy levels of participants.  PA explained it this way:  
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I think if we first have a discussion overall about what empathy means, people have an 

innate nature to be empathetic in certain situations.  But, I think that students are very 

concrete in the way that they think sometimes.   

PI added the following: 

Making them more aware of it, highlighting it and making it a thread.  Yeah, making it a 

thread and highlighting it, that’s important.  I think you mentioning it, if you talk about it, 

if you bring it to the forefront all the time, that would work. 

One participant (7.1%) suggested that developing stories in which the patient’s age was 

similar to the participants’ could cultivate empathy.  PA shared the following: 

I think also if the age of the student is close to the age of the patient, I'm thinking maybe 

they'd be a little bit more empathetic because I think that young nurses taking care of the 

elderly, we don't always think like, Oh, yeah, one day that's going to be me maybe. 

Maybe somebody didn't grow up having a grandma. 

One participant (7.1%) suggested that prep or postwork could cultivate empathy.  PB 

shared,  

I think, having some type of prep work on what is empathy.  It could be that they're 

reading something in a book.  It could be they're going on YouTube and watching some 

type of video or some nursing video that might have been made up on empathy. . . .  

Then, maybe there's some after work too.  Some reflection on how comfortable did you 

feel with that.  Have you gone to clinical and had an opportunity to have an empathetic 

conversation with somebody?  Have you reflected on that?  

Three participants (21.4%) suggested utilizing a presurvey and postsurvey assessment of 

empathy levels of participants in simulations.  PC discussed using an assessment to identify gaps 
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and trends in empathy levels of participants so efforts could be made to improve their empathy 

levels.  PC shared the following:  

It's the researcher in me that wants to assess their empathy based on a validated 

questionnaire so that I can collect the data and look at the statistics and say where are the 

gaps. . . .  I think the focus groups are a wonderful way to do it.  The focus groups truly 

engage students, and you not only listen to what they have to say, but you're looking at 

their body language and how they respond and react.  So starting that earlier in the 

program, starting focus groups, starting an empathy questionnaire.  I would love to see 

research done where we assess their empathy level every year throughout the program 

and see if we are able to successfully build it.  Or in the end, after they're exposed to so 

much in nursing, have they lost some of their empathy.  I'm not sure which way it would 

go.  I guess that would be an excellent longitudinal study.  

PH added that facilitators could assess empathy by “doing a pre and posttest.” 

One participant (7.1%) suggested using simulations in which the goal or objective was 

empathy.  PA suggested using mini scenarios to cultivate empathy.  PA explained, “Maybe if we 

can rotate them through just five or four . . . or three mini scenarios where we can increase that 

level of empathy.” 

Two participants (14.3%) described how they would ask probing questions or probe for 

emotions to foster empathy.  PD explained, 

I think if someone were close to expressing their empathetic feelings, I would try to do 

some kind of techniques that gets them to go on and tell me more about that . . . ask some 

direct questions about empathy, or we can talk about empathy in this simulation and ask 

big questions.  
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PJ discussed how a simulation she incorporated in her curriculum “always gets a response, and 

we talk about that a little bit and how does that impact their feelings about the simulation.” 

One participant (7.1%) reported that more detailed scripts were needed to improve 

empathy levels of nursing students.  For example, PE shared that “more detailed scripts” were 

needed for consistency to improve empathy levels of all students. 

Four participants (28.6%) suggested that the use of standardized patients or confederates 

was one way to improve the empathy level of nursing students.  PK replied, “Using standardized 

patients” could improve empathy levels of nursing students.  PG explained it through the 

following: 

I think that perhaps not a mannequin but having a confederate in the room, like a mom or 

a dad or sibling.  And, having that one-on-one conversation within the scenario where 

there might be a dialogue where empathy could be involved.  

Two participants (14.3%) suggested that there needed to be consistency within 

simulations in order to improve empathy levels.  PE replied that there needed to be more 

consistency by developing “more detailed scripts so that everyone is following on the same page, 

and everyone is doing the same thing.”  PM explained that there needed to be good “preparation 

in advance in making sure all the facilitators are all on the same page of how the sim should go 

and what the end goal is.” 

Two participants (14.3%) reported that scaffolding knowledge and skills was a way to 

cultivate empathy in nursing students.  PH discussed how she scaffolded in psychiatric 

simulations.  She explained it this way:   

I do a hearing voices simulation.  I have them go out and then come back and talk about 

that.  Then, I have them meet someone, and we'll do another simulation on top of that.  It 
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keeps building.  So, now you personally experience what it's like to hear voices. . . .  

Then, you follow it up with a scenario where they are dealing with someone, and so it 

builds that level.  They have that personal experience first, then they come back, and now 

they're in a situation dealing with someone with the same situation.  Those are ways that I 

try to build on experiences so that they can personally get what it's like then deal with it 

in a different role. 

PF added the following: 

We layer our simulations so that we get them doing similar things from day one.  Like 

wash your hands, identify patients.  Those little tasks become kind of knee-jerk 

responses, they become embedded.  They become habits. . . .  Then we can multilayer the 

other human dimensional aspects into simulation . . . and they're focusing more on their 

interpersonal and interaction skills because, they're not worried about the technical skills.  

Three participants (21.4%) suggested that students should take the patient's perspective or 

use storytelling to foster empathy.  PM discussed having students wear an ostomy to have more 

empathy for patients who have to wear one.  PM explained, “I also think that making them go 

through those ostomy experiences and other kind of reflective experiences. . . .  Putting them into 

their shoes at their age is really helpful for fostering empathy.”  PN explained, “I think that 

deliberately building in some . . . little story, a little narrative read by somebody who sounds like 
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Two participants (14.3%) reported that highlighting the value of empathy and creating an 

awareness of empathy were ways to facilitate improved empathy levels of participants.  PI 

shared that “making it a thread and highlighting that it's important. . . .  If you mention it, if you 

talk about it, if you bring it to the forefront all the time that would work.”  PN discussed many 



 212 

times how important it was for empathy to be learned in simulations.  PN shared how her nursing 

program changed from using mannequins to standardized patients to promote empathy from 

nursing students.  PN discussed this in detail: 

Many times our students. . . .  Out here we have a young population . . . are not able to 

demonstrate empathetic behaviors.  Many times because they've had nobody die in their 

families, but they don't even know what it really means. . . .  So, as an example, as we 

were noticing these kinds of issues, we moved from having a mannequin in the bed that 

was dying to a standardized patient in the bed.   

One participant (7.1%) suggested that good descriptive stories in simulations could 

cultivate empathy in participants.  PL shared the importance of “getting a good story for them.  

Infusing certain markers within the scenario that makes them think.” 

One participant (7.1%) suggested that in order for participants to have improved 

empathy, there needed to be a positive and safe learner-centered environment.  PM discussed 

what a positive and safe learner-centered environment entailed: 

I think the one that I use that really helps the most is the "we" statements.  I think another 

one that helps the most is I try to say what happens in sim stays in sim.  This is not going 

to be talked about in other places to make anybody feel like they have messed up. 

One participant (7.1%) suggested that there needed to be participant buy-in in order for 

there to be an improvement in participant empathy levels.  PM shared, “Trying to make the buy-

in [for participants] is the most important for developing empathy . . . and what the patient is 

going to.” 

Interview Question 42: Tell me about how a participant's role assignment (such as a 

patient or observer) affects the cultivation of empathy.  Table 33 shows participants’ 
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responses regarding how a simulation participant's role assignment affects the cultivation of 

empathy. 

Table 33 

Participants’ Responses Regarding How Simulation Participants’ Role Assignment Affects the 

Cultivation of Empathy 

                

   Participant    

Code A B C D E F G H I J K L M N 

Students usually don’t 

     take role of patient 

X  X   X X        

Empathy improves  

     when participants play  

     the role of a family    

     member 

X              

Need to emphasize the  

     value of the role 

   X           

Rotate roles    X X   X       

Students taking on role of  

     nurse causes anxiety and     

     judgement 

  X  X          

Formalized observer role  

     increases engagement and  

     empathy 

     X         

Detriment to realism if  

     participant takes role of  

     patient or family 

     X         

Engagement is important    X  X  X  X  X   

Participant as a nurse is the  

     most empathic 

        X      

Standardized patients best  

     method 

            X X 

Engaged observer gives  

     more critical feedback 

 X         X    

Let participants choose their  

     role 

             X 

 

Findings 2.7.2.  Four participants (28.6%) reported that students didn’t usually take the 

role of a patient during simulations.  PA shared, “We don't have the students play . . . the role of 

patient.”  PF added, “We don't use participants as patients in simulation anymore.” 
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One participant (7.1%) suggested that empathy could be improved if a student played 

being a family member in a simulation.  PA explained it this way: 

We either have the mannequins or the standardized patients; but for sure, as an observer, 

if it's a family member, I think they may feel more empathetic to the situation rather than 

if they're playing x-ray tech or something like that. 

One participant (7.1%) suggested that simulation faculty needed to emphasize the value 

of the participants’ roles in simulation.  PD shared the following: 

I think unless you explicitly give people some information about the value of each of the 

roles, there can certainly be a little less [interest] than for some of the roles.  If someone's 

just observing or seeing something, it's different than someone telling them, “You're 

monitoring a clinical situation.”  Sometimes people don't feel as engaged, if they think 

they're just observing. 

Three participants (21.4%) suggested that students rotate roles during simulations.  PD 

shared, “In the simulations we do, we sort of rotate things so that everybody's the nurse.”  PH 

added, “It's good when you can switch it, so that they can play both roles.  And really, when the 

students actually play both, they come back with a wealth of experience and then they talk about 

it.” 

Two participants (14.3%) reported that students who took on the role of nurse 

experienced feelings of anxiety and judgement.  PC explained it this way: 

Leaving them alone, leaving that one student there while five students are watching does 

not increase empathy.  It increases judgment, and it increases the feeling of anxiety.  It 

increases the feeling of isolation.  That's not helping at all.  It needs to be changed.  I 

realize now speaking to you more than ever that we are exacerbating their anxiety.  
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PE articulated the following: 

I think the participants are all really happy until they're picked to be the nurse.  Then once 

they're picked to be the nurse, you can just see the stress come down on their faces.  They 

are nervous and anxious.  

However, one participant (7.1%) described how the student who played the nurse in her 

program's simulations was the most empathic.  PI clarified that students are “primarily the nurse.  

That would be where they would get the most opportunity to feel that to be empathetic.” 

One participant (7.1%) suggested that a formalized observer role would increase 

engagement and empathy.  PF explained, “I think formalizing your observer roles to increase 

student engagement will probably also improve cultivating empathy because they have greater 

investment in what they're doing.” 

One participant (7.1%) suggested that there was a detriment to realism in a simulation if 

the student took on the role of a patient or family member.  PF shared the following: 

I think as far as roles, I think roles need to be authentic.  I don't subscribe to using 

students as family members or as patients.  I just don't because it really to me I've seen 

that it's really detrimental to the whole realism. 

Five participants (35.7%) reported that engagement was important when considering 

participants’ role assignment.  PJ explained, “Our observers always lead the debriefing with what 

they saw that went really well and what they saw that the students could go through again.”  PF 

added, “I think formalizing your observer roles to increase student engagement will probably 

also improve cultivating empathy because they have greater investment in what they're doing.”  

Two participants (14.3%) recommended using standardized patients in simulations.  

Participants suggested that standardized patients were the best method to cultivate empathy.  PM 
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shared, “It would be better if you had the paid actors so that way they know what their role is, 

and they know how to gear it and guide it to where you need it to go.”  PN added the following: 

I think we would probably be using standardized actors to portray those roles because 

students tend to not give the level performance that we want.  They know that if they act 

angry as we want them to, even if we scripted it, a lot of times they won't do it because 

they know that they're going have to turn around and be on the receiving end of that 

anger in the next scenario.  They don't want it to be hard for them, so they're trying to be 

nice to somebody else.  So, if we really want to get to empathy, and have them react the 

way we want to. . . .  If that is something that we need, we are going to go ahead and pay 

an actor to do this. 

Two participants (14.3%) reported that engaged observers gave more critical feedback in 

simulation.  PB indicated, “We have some really good debriefers in our audience.  And so, by 

doing that, they're engaged. . . .  It is so much easier to critique somebody's performance than it 

is to critique your own.”  PK added, “I feel like the observer might realize that the nurse should 

have been more empathetic towards the patient if they're not in it, and they don't have the 

pressure of acting as the nurse and acting as a good communicator.” 

One participant (7.1%) suggested that facilitators allow participants to choose their role.  

PN shared, “We tend to randomly let people choose” their role in simulations. 

Interview question 43: Describe any preparation that can be done prior to 

simulation that you believe helps to improve empathy levels of nursing students.  Table 34 

shows participants’ responses regarding the preparation that can be done prior to simulation that 

participants believed helped improve empathy levels of nursing students. 
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Table 34 

Preparation Prior to Simulation That Participants Believed Helped Improve Empathy Levels of 

Nursing Students 

         

      Participant       

Code A B C D E F G H I J K L M N 

Virtual reality games X     X         

Learning modules X              

Scenarios/case studies     X  X     X   

Articles       X X  X     

Scaffolding         X       

Knowledge about empathy  X             

Role modeling          X     

Videos/movies  X    X  X   X   X 

Developing simulations based 

     on research and connecting 

     with patients 

  X            

Written assignments    X           

Perspective taking    X    X     X  

Storytelling     X X        X 

Value empathy/discuss how to  

     put empathy into  

     participants’ practice 

        X      

Preparation is crucial      X         

 

Findings 2.7.3.  Two participants (14.3%) reported that students could prepare prior to a 

simulation with virtual reality games to help improve empathy levels.  PA expressed, “I think 

that maybe there are virtual reality type of games” that can promote empathy.  PF discussed a 

company that does virtual reality with medical students to promote empathy.  PF explained, 

“You can start them virtual if you want. . . .  He's developed some scientific company where 

they're creating virtual faces.  So depending on the face the physician has, the patient gets a 

response and the type of empathy report.” 

One participant (7.1%) shared that learning modules could be done prior to a simulation 

to cultivate empathy in nursing students.  PA asserted, “You can even create your own learning 

modules” as preparation prior to a simulation. 
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Three participants (21.4%) reported that scenarios or case studies prior to a simulation 

could improve empathy levels of nursing students.  PG answered, “Any kind of case scenarios, 

case studies, maybe a vignette related to a nurse-patient relationship or a nurse-family member 

relationship that has to do with empathy.”  PE added, “We have a story that we send out prior to 

the scenario” that is used to cultivate empathy. 

Three participants (21.4%) recommended having students read articles prior to a 

simulation to improve empathy levels.  PH replied with the following: 

Articles . . . those are things to get them prepared about what kinds of situations they 

might encounter, so they're in there and they're not like, "Oh, my God, I've never seen," 

or, "I don't know what's going on here."  They can help them so that they're prepared.   

PJ added, “I provide literature and journal articles” to cultivate empathy. 

One participant (7.1%) suggested scaffolding experiential simulations with other 

simulations to cultivate empathy.  PH discussed how experiential simulations in which students 

took the perspective of the patient prepared students for later simulations in which they took on 

the role of a nurse.  PH offered the following: 

An active type of simulation like hearing voices or the ostomy bag [simulation] or 

different things like that were done.  That is a good preparation because that was actually 

a simulation but in preparation for another simulation that was coming to build it up. 

Another participant (7.1%) suggested providing some type of knowledge about empathy 

prior to a simulation to cultivate empathy.  PB explained it this way: 

I think, certainly, having some idea of what you're expecting me to do.  What does the 

conversation look like?  What does the conversation look like with a mannequin, if that's 
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what they're going to have?  That would make it a lot easier for the student to understand 

what they're being expected to do.  

One participant (7.1%) suggested showing students positive role modeling of empathy as 

a type of preparation work to cultivate empathy.  PJ answered, “Positive role modeling of 

behaviors.  I have that as prep work for them.” 

Five participants (35.7%) suggested students could watch videos or movies prior to a 

simulation to foster empathy.  PB shared, “If they have the opportunity to observe, watch a 

video, or see some demonstration of somebody having a good conversation and demonstrating 

empathy well . . . some students will mirror that exactly.”  PF added, "You can do stories and 

movies and other experiences and thought experiments.  You can have a whole box full of 

goodies that you could do prior to.  I think the sky's the limit on that, and I think it's a good idea.” 

One participant (7.1%) reported that there needed to be preparation in developing 

simulations based on research and connecting with patients.  PC explained it this way: 

So the number one preparation I've found is researching and getting in touch with actual 

people that are in the simulation you're trying to portray.  I went to the deaf community, 

and I said how can I increase empathy in our nursing students in regards to working with 

patients that are deaf, and my thoughts were completely off base.  I was totally wrong. 

Had I not taken the time to go to the actual people that live that life, I may have 

implemented a simulation that exacerbated stereotypes and stigma, while I thought it was 

increasing empathy.  

One participant (7.1%) reported that written assignments could be given prior to a 

simulation to foster empathy in nursing students.  PD explained that “written assignments” can 

be given “for people to start thinking . . . about a situation.” 
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Three participants (21.4%) suggested having students take on the perspective of the 

patient as part of their preparatory work before a simulation.  PM explained the following: 

They really start buying into what the patient is going through.  I also think making them 

go through those ostomy experiences . . . putting them into their shoes at their age is 

really helpful for fostering empathy.  Having them be the patient some of the time.  

PH discussed having students play the role of the patient to foster empathy using “an active type 

of simulation like hearing voices or the ostomy bag.” 

Three participants (21.4%) suggested using storytelling as part of students’ preparatory 

work prior to a simulation. PE explained, 

we do an Alzheimer's simulation.  We have a story that we send out prior to the scenario. 

It's actually one of our faculty's mother's story, and this scenario is based on that.  We 

have the students read the story prior to coming so that they can get more of a 

background on the situation to have them empathize with the Alzheimer's patient.  

PN added, “I would love to see them hear the stories, the narratives, written . . . either read, or as 

a little video before.  I would say that can pull at their heartstrings and maybe get some more 

empathy out of them.” 

One participant (7.1%) suggested facilitators needed to value empathy and discuss with 

students how to put empathy into participants’ practice.  PI shared, “Having a discussion about 

empathy and what it means to them and how they can infuse it into their practice would be 

helpful.”  

One participant (7.1%) suggested that preparation prior to a simulation was crucial to 

improve empathy levels of nursing students.  PF explained, “I think that preliminary work before 

simulation is crucial.” 
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 AQ 2.8. What strategies related to simulation outcomes do nursing simulation 

faculty recommend for incorporating empathy?  The outcomes of simulation can be seen at 

three different levels: participant, patient, and system outcomes. Improving empathy levels of 

participants can have an effect on patients and healthcare systems.  Strategies related to 

simulation outcomes were explored, specifically looking at any other strategies that could be 

utilized to weave empathy into nursing simulation pedagogy. 

Interview Question 46: If the goal is to improve empathy levels in nursing students, 

do you have any other suggestions for how to accomplish this by weaving empathy into 

simulation pedagogy?  Qualitative data related to participants’ responses regarding the 

strategies to improve empathy levels of nursing students and suggestions for how to accomplish 

this by weaving empathy into simulation pedagogy are displayed in Table 35. 

Table 35 

Participants’ Additional Suggestions for How to Improve Empathy Levels in Nursing and Weave 

Empathy Into Simulation Pedagogy 

                

      Participant       

Code A B C D E F G H I J K L M N 

Empathy thread throughout 

     curriculum 

X X X           X 

Awareness    X           

Teach empathy prior to  

     simulated experience 

X  X           X 

Storytelling X              

Measure empathy X              

Community service   X            

Standardized patients X   X X    X  X    

Facilitators' educational  

     Strategies 

   X           

Patient perspective    X      X   X  

Reflection      X         

Scaffolding        X       

Case studies            X   

Curricular requirement  X             

               



 222 

Table 35 Continued 

      Participant       

 A B C D E F G H I J K L M N 

Need simulation examples  

     with empathy 

 X             

Role play       X   X     

Course on empathy   X           X 

Engaging simulations with  

     empathy as a goal or  

     objective 

     X X      X  

 

Finding 2.8.1.  Four participants (28.6%) suggested that empathy needed to be threaded 

throughout curriculum in order to improve empathy levels of nursing students.  PA shared, 

“Have it thread throughout the curriculum is one option.  Specifically using the word empathy 

being thread throughout the simulation curriculum.”  PN added, “It should be woven through 

everything.  To me it should be a thread in the curriculum.” 

One participant (7.1%) suggested that there needed to be an awareness of empathy.  PD 

explained the following: 

Highlighting it for them as a facilitator.  I think just taking the word, writing it down on 

the top of your head and be mindful.  Be on the lookout for that, as well as many other 

things that are on our list, right?  Prioritization is, but I think, empathy allows you to get 

to all the other things. 

Three participants (21.4%) reported that teaching empathy prior to a simulated 

experience was an important way of improving empathy levels of nursing students and weaving 

empathy into simulation pedagogy.  PA answered, “I think for the benefit of the students, you 

really need a discussion with them on what it is to be empathetic.  How do you show empathy?” 

PN discussed students practicing the art of caring in a theater class.  PN explained,  
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this is going to become a class that you have to take.  It's not going be voluntary 

anymore: The Fake It Till You Make It class, The Performance of Caring.  I think that it 

will probably make a huge difference in the future, and I wonder if other schools won't 

adopt it. 

One participant (7.1%) introduced storytelling as a way to improve empathy levels and 

simulation pedagogy.  PA shared, “Hearing different stories so that people would open up a little 

bit and have a broader view of what empathy is, versus just a very narrowed view.” 

One participant (7.1%) suggested that nursing educators needed to measure empathy to 

see if empathy levels improved.  PA suggested, “As far as empathy levels . . . I think we need to 

measure it, but I'm not really sure how to measure empathy.  That's a tough one.” 

One participant (7.1%) reported that having students participate in a community service 

activity could foster empathy.  PC explained that “having them work on a help line, where 

they're actually engaging in the way they know how to engage is good. . . .  They really have to 

think about what they've done and then debriefing that help line experience.” 

Five participants (35.7%) suggested using standardized patients to improve empathy 

levels and simulation pedagogy.  PE explained, “I feel like a broken record, but I would say 

standardized patients would be a really, really helpful way to accomplish that.”  PI added, “I 

would say standardized patients.  Having live patients . . . historically, do much better with 

emotional support and empathy and interpersonal communication with a real live patient.” 

One participant (7.1%) reported that facilitators' educational strategies were another way 

to improve empathy in nursing students.  PD explained how a facilitator could identify and 

discuss empathy during a simulation.  PD said, “Have an eye out for it and be able to talk about it 

when you see it and hear it, highlighting it for them as a facilitator.” 
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Three participants (21.4%) suggested that students take the patient's perspective.  PM 

shared how “making them go through an experience or an ostomy experience like we do in lab, 

to simulate wearing that, has fostered a lot of empathy.”  PI added the following: 

Putting them to act in roles where they have to act as the person who requires the 

empathy so that they are forced into the other person's position, and they are vulnerable 

by that situation a bit can definitely help facilitate feelings of empathy. 

One participant (7.1%) suggested the process of reflection for cultivating empathy.  PF 

suggested that “promoting and teaching the process of reflection and really how to do it” could 

foster empathy in simulations. 

One participant (7.1%) suggested scaffolding simulations to foster empathy.  PH 

explained it this way:  

If you want to improve empathy levels in nursing students, you have to be purposeful in 

how you plan your simulations.  So, you have to keep building the level of degrees.  You 

have to keep exposing them to more and more as you go along. 

One participant (7.1%) suggested using case studies prior to a simulation to foster 

empathy.  PL explained, “I would give a couple of weeks before the simulation . . . a case study . 

. . that might really elicit a lot more empathy.” 

Another participant (7.1%) suggested that empathy should be a curricular requirement.  

PB explained, 

I think if empathy is a nursing construct, and it's something that nursing profession 

values, then it has to be something that is a curricular requirement.  There should be some 

allotment of how much time over the course of the 4 years of a nursing program, 

assuming that there's going be a said program, should be allotted to these topics. 
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One participant (7.1%) reported that in order to improve simulation pedagogy and 

nursing students’ empathy levels, simulation programs needed examples of simulations with 

empathy in them.  PB emphasized “having examples of what has been successful” in simulation 

pedagogy. 

Two participants (14.3%) reported that role playing could be a way to improve empathy 

levels.  PG recommended having “maybe a one-on-one, student-to-student exercise . . . some 

kind of role playing with students, whether it be one-on-one or group activity.  Then having 

some questions or discussion or guided questions afterward.”  PI suggested the following: 

I think having them act in roles where they have to act as the person who requires the 

empathy.  They are forced into the other person's position, and they are vulnerable by that 

situation a bitcan definitely help facilitate feelings of empathy. 

Two participants (7.1%) suggested that a course on empathy could improve empathy 

levels of nursing students.  PC discussed “creating a general education class in her program's 

freshman year that truly focused on empathy in those different patient populations.”  PN talked 

about adding a theater course on caring behaviors.  PN described how her program's “Fake It Till 

You Make It Class, The Performance of Caring . . . will probably make a huge difference in the 

future.”  

Three participants (21.4%) suggested that there needed to be engaging simulations in 

which empathy was a goal or objective.  PF expressed, “Definitely giving them more interactive 

experience where empathy is a key objective.  Cultivating empathy is the key objective.”  PM 

discussed having students wear an ostomy as an engaging simulation.  PM explained how 

“making them go through an experience or an ostomy experience like we do in lab” can foster 

empathy. 
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Research Question 3: What Are the Barriers to Fostering Empathy in Nursing Simulations 

That Faculty Identify?  

 The third research question addressed the barriers to fostering empathy in nursing 

simulations.  It is important to understand all of the barriers in order for proper strategies to be 

implemented.  The NLN Jeffries simulation theory provided a lens for exploring barriers to 

fostering empathy in simulation pedagogy, specifically exploring the context, background, 

simulation design, simulation experience, facilitators, facilitators’ educational strategies, 

participants, and simulation outcomes. 

 AQ 3.1. What barriers to fostering empathy related to the simulation context do 

nursing simulation faculty identify?  The context of simulation pedagogy was considered when 

exploring empathy woven into nursing simulation pedagogy.  The context includes the 

circumstances and setting of simulation but also more broadly the outside influences impacting a 

nursing program's decision to incorporate empathy into simulation pedagogy.  National 

organizations play a major role in influencing nursing program policies.  Barriers related to 

simulation context were explored, specifically looking at any barriers faced by national 

organization in supporting empathy in simulation pedagogy.  

Interview Question 6: Describe the barriers faced by national organizations in 

supporting empathy in simulation pedagogy.  Qualitative data reported by participants 

regarding the barriers faced by national organizations in supporting empathy in simulation 

pedagogy are displayed in Table 36. 
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Table 36 

 

Barriers Faced by National Organizations in Supporting Empathy in Simulation Pedagogy 

         

      Participant       

Code A B C D E F G H I J K L M N 

Probably no barriers         X      

Unsure X   X    X   X    

Different priorities or values  X   X X X     X  X 

Challenges at the simulation  

     level with incorporation of  

     empathy 

X X      X  X   X X 

Financial   X  X          

Low participation and research   X            

Unexplored area    X           

Time      X  X       

Value quantitative measurable  

     outcomes 

 X        X     

 

Finding 3.1.1.  One participant (7.1%) suggested that there were probably no barriers 

faced by national organizations in supporting empathy in simulation pedagogy.  PI explained, “I 

don't know that there are really any barriers because all the people that I'm in contact with in the 

organization are all nurses.  So I can't image that would be a barrier.” 

Four participants (28.6%) reported that they were unsure if there were any barriers faced 

by national organizations.  PA expressed, “I'm not necessarily sure.”  PK said that she’s “not 

sure” what the barriers are for organizations to support empathy in simulation pedagogy. 

Six participants (42.9%) suggested that national organizations had different priorities or 

values that impeded supporting empathy in simulation pedagogy.  PL shared, “Well, I guess, if 

it's not popular, it is going to be a barrier.”  PN added, “The evidence-based practice model has 

not particularly helped.  Although it's important, it's not everything, and I think that we're so 

focused on that, sometimes we miss the communication.” 
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Six participants (42.9%) suggested that there were challenges at the simulation level with 

incorporating empathy into simulation pedagogy.  PA shared, “I think the barriers are more so 

potentially with the participants or the simulation itself, not so much that the national 

organizations are going to be facing barriers because I think it's more on a personal level 

almost.”  PM articulated what the barrier would be: 

The education of the faculty, to then educate the students of the pedagogy.  If the 

instructor doesn't have a solid background and understanding of the framework and how 

to present the information or if they don't have empathy themselves, then it's probably 

really difficult to convey to students. 

Two participants (14.3%) suggested that there were financial barriers to organizations 

supporting empathy in simulation pedagogy.  PC expressed, “The number one barrier 

unfortunately is likely financial.  The organizations can only stretch so far.”  PE explained, 

“There are parts of the country that are more affluent and have more resources available to them, 

versus some of the other parts of the country, so maybe they don't have the same support.” 

One participant (7.1%) suggested that low participation in national organizations and too 

few nurses in leadership roles were barriers for supporting empathy in simulation pedagogy.  PC 

expressed, “I think also some of the barriers are not as many people join these organizations or 

choose to pursue research and publication and presentations . . . so the organizational barriers are 

probably, there's not enough nurses on board.” 

One participant (7.1%) suggested that incorporating empathy in simulation pedagogy was 

an unexplored area and was thus not supported by national organizations.  PD shared, “It's just 

an area yet to be explored.” 

Two participants (14.3%) suggested that time was a barrier, PF explained it this way: 
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The barriers probably would be differing disciplines in terms of what their priorities are, 

in terms of time and curriculum constraints.  It may be, what I have found in my own 

practice in simulation, is that a lot of times the human dimension aspect is like an 

afterthought or an oversight.  

PH also said that “time” was a barrier for national organizations. 

Two participants (14.3%) suggested that national organizations valued quantitative and 

measurable outcomes.  Because empathy is a “soft” skill, it makes it more challenging to 

quantitatively measure.  PB shared the following,  

I think one of the biggest barriers is the fact that most of our simulation technology is 

around hard skills, psycho-motor skills that you can measure quantitatively.  And when 

you get to the softer skills of empathy, compassion, understanding, those type of things, 

they're soft, and they're not as easily measurable. 

 PJ added, “I think finding a way to make sure the outcomes are measurable can be challenging 

when you're talking about empathy.” 

AQ 3.2. What barriers to fostering empathy related to the simulation background 

do nursing simulation faculty identify?  The barriers to fostering empathy related to 

background are explored in this section.  The barriers focused on developing a formalized 

curriculum in empathy, accessing needed resources for supporting empathy in simulation 

pedagogy, and developing policies and procedures that support empathy in simulation pedagogy. 

Interview Question 9: Describe the barriers to developing a formalized curriculum 

in empathy.  Qualitative data reported by participants regarding the barriers to developing a 

formalized curriculum in empathy are displayed in Table 37. 
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Table 37 

Identified Barriers to Developing a Formalized Curriculum in Empathy  

                  

      Participant       

Code A B C D E F G H I J K L M N 

Structured alignment with  

     didactic courses and  

     simulation curriculum 

X X        X  X   

Too much time/effort  X X  X X X X  X X   X 

Lack of simulation examples  

     with empathy/research 

 X           X  

Too much content  X  X X   X  X     

Lack of awareness, not valued,  

     different priorities, need  

     buy-in 

X X X X  X  X  X X X X X 

Umbrella of other concepts  X     X        

Prefer high-fidelity, high-  

     acuity skills-based  

     simulations 

  X            

Inconsistency      X          

Curriculum/content aligned  

     with NCLEX 

     X        X 

Experts need to revise  

     curriculum 

 X    X     X    

Large class sizes     X          

Difficult measuring empathy         X      

 

Finding 3.2.1.  Four participants (28.6%) suggested that the barrier to developing a 

formalized curriculum in empathy was having a structured alignment between didactic courses 

and the simulation curriculum.  PA shared, “We definitely want to be in line with what the 

curriculum is and really supporting it and backing it up.”  PB added, “We don't have that 

structure.  Unless you have a champion of empathy in your curriculum, who's going to meetings 

and saying we need to make sure that we're holding on to this.  It gets lost.” 

Nine participants (64.3%) suggested it took too much time and effort to develop a 

formalized curriculum in empathy.  PF said the following:  
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It takes a lot of time, resources, and effort to say we need to revise, relook at our 

curriculum.  Do we do things as best practices?  Where do they fit in?  What model are 

we using?  What theoretical base?  It's just a lot of work. 

PE answered that “time” was a barrier to developing a formalized curriculum in empathy. 

Two participants (14.3%) suggested that there was a lack of simulation examples with 

empathy and research supporting developing a formalized curriculum in empathy.  PB explained 

that, 

unless we have a clear understanding of what we're trying to include and how it would be 

measured to know whether we are getting a response from the student learners, I don't 

think that empathy, for many of us, and the more emotionally based characteristics can be 

adequately included and expected to be learned by our students. 

PM added, 

I guess a lack of research might be one . . . I think simulation in general is kind of . . . it's 

not necessarily new, but it is kind of new.  It's kind of up-and-coming.  I sort of had it 

back in nursing school 8 years ago, but it was a very, very new thing back then.  So, there 

probably isn't even an awareness, I think, that empathy needs to be a factor that's weaved 

in. 

Five participants (35.7%) suggested that there was already too much content in the 

nursing curriculum.  PD expressed, “I think just it's on a list of things to do.”  PB shared the 

following: 

All these things that keep coming up, saying that we should probably include this content, 

and this content, and this content.  It seems that we can constantly add, add, add. 

Nothing's ever getting taken away.  How can we really include all these elements without 
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just either overburdening a student learner or by watering it down so much that empathy 

was mentioned in 1 minute of one lecture in Nursing 101, and it's never picked up again. 

Eleven participants (78.6%) suggested that there was a lack of awareness or that empathy 

was not valued as much as other topics.  Nursing programs have different priorities and in order 

to develop a curriculum in empathy there needs to be buy in of the concept.  PD explained, 

I also think that there have probably been times historically that empathy has gotten a 

little bit more play in the curriculum.  Decades have gone by. . . .  Sometimes we do 

make time to do that, and other times, we're rushed with other things and don't highlight 

that as much as we probably could. 

PB discussed how empathy was not valued during a recent curriculum revision.  For example, 

“We did a curriculum review, like overhaul, and a revision 6 years ago.  I don't think I saw 

empathy maybe once mentioned, if that.  That might be generous.” 

Two participants (14.3%) described having difficulty with the concept of empathy since 

it can be included under an umbrella with other concepts.  PG shared, “Therapeutic 

communication is one of the objectives.  There is no definitive term for what therapeutic 

communication really speaks to.  Is that compassion?  Is that empathy?  Is that caring?  It doesn't 

really speak to any specific topic.”  PB added that “it is a topic that is not really narrowed down 

to the term of empathy and the definition of empathy.  It may just be under the umbrella of the 

term, which is therapeutic communications.” 

One participant (7.1%) suggested that there was greater value placed on curricula that had 

high-fidelity, high-acuity skills-based simulations.  PC shared, 

I think a lot of the barriers come in that everybody wants a curriculum that's high-fidelity. 

Everybody wants a curriculum where they're doing the code scenario.  They're saving 
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lives, and empathy just doesn't look as exciting.  Empathy doesn’t look that important.  

Yet, it is the empathy that can really make or break a patient's entire experience.  

One participant (7.1%) suggested that one of the barriers to developing a formalized 

curriculum in empathy was that there were challenges in developing a consistent experience for 

every student.  PE explained, “We have large classes, so getting everyone through the same 

experience can sometimes be a real difficult thing to do.” 

Two participants (14.3%) suggested that the content in the curriculum needed to align 

with the NCLEX content.  Nursing programs need successful NCLEX pass rates to stay 

accredited.  PN discussed the reticence of faculty to change the curriculum: 

We haven't changed our curriculum in a long time, and people are happy with it. . . .  

Many of us are talking about curriculum change . . . but as you well know, it is a major 

undertaking, and if it isn’t broken, don't fix it.  We have a 96% pass rate on NCLEX.  

Why would we change?  So, those are big barriers to overcome. 

PF also discussed the need to align with the NCLEX, “Some aspects of the curriculum have to 

load class content and activity based on prequalifying examinations.” 

Three participants (21.4%) suggested that in order to develop a formalized curriculum in 

empathy, experts were needed to revise the curriculum.  This can be a barrier for some nursing 

programs.  PF shared, “Simulation for some people is just too foreign of a pedagogy for them . . . 

for those that are not familiar or don't have even a simulation consultant to work with.”  PK 

added, “Getting the curriculum committee together, to agree on changing the curriculum, would 

be a barrier.” 
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One participant (7.1%) suggested that large class sizes were a barrier to developing a 

formalized curriculum in empathy.  PE explained, “We have large classes” so it makes it 

challenging for students to have a consistent experience when there is a large volume of students. 

One participant (7.1%) reported that it was difficult to measure empathy, making it 

challenging to develop a formalized curriculum addressing it.  PI shared, “Because empathy is a 

soft skill, and it is very subjective, it is very difficult to evaluate.”  

Interview Question 12: Describe the barriers to obtaining the resources needed to 

promote empathy in simulation pedagogy.  Qualitative data reported by participants regarding 

the barriers to obtaining the resources needed to promote empathy in simulation pedagogy are 

displayed in Table 38. 

Table 38 

Barriers in Obtaining the Resources Needed to Promote Empathy in Simulation Pedagogy 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Lack of access to research if  

     not a participating member 

           X   

Lack of fiscal resources X    X X   X  X X   

Lack of administration and  

     faculty support/buy-in 

X X  X  X  X  X    X 

Content overload  X             

Qualities of Millennials or  

     undergraduates 

 X             

Lack of prioritization/value  X X X  X X        

Lack of visibility with  

     scholarly inquiry 

 X  X         X  

Uncomfortable dealing with  

     empathy 

 X             

Grant writing process   X            

Too much time and effort   X X X X  X  X X    

Alignment with national  

     standards 

  X            

Lack of human resources     X X    X     

Lack of space          X     
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Table 38 Continued 

      Participant       

 A B C D E F G H I J K L M N 

Inability to film          X     

Empathy needing to be better  

     operationalized/defined 

      X        

Training or needing more  

     knowledgeable faculty 

       X       

 

Finding 3.2.2.  One participant (7.1%) suggested that nurse educators might not have 

access to research on empathy in simulation pedagogy if they are not participating members of a 

national organization.  PL explained, “There is research, and if you don't belong to a certain 

group of nurses or organization, you're not able to get the resources that are available.” 

Six participants (42.9%) reported lack of fiscal resources as a barrier in promoting 

empathy in simulation pedagogy.  PI explained, “Finding the money.  It's all about the money.  

That's the bottom line.”  PA shared, “I think barriers may be found in a smaller school where 

they don't have the budget for it, or maybe it's not sustainable over time.” 

Seven participants (50%) suggested that another barrier to fostering empathy in 

simulation pedagogy was a lack of buy-in by the profession or by individual institutions.  PB 

explained this in the following passage: 

We have a whole lot of hard science content, nursing content to get through, evidence-

based practice concepts.  And these are all things that nursing, as a profession, has 

explicitly given value to.  And so, when you get to some of the, again, the softer topics of 

empathy, caring, compassion, love towards your fellow man, they're not as identifiable. 

They're also not as prescribed by the nursing profession as these other, again, more 

quantitatively measured behaviors.  

PF added the following: 



 236 

You have to have institutional support.  You have to have the infrastructure of people that 

recognize simulation requires a tremendous amount of time.  So, if you don't have an 

institution that appreciates your annual report in your executive summary on how to 

sustain A, B, and C, then you're going to be left spinning your wheels a little bit. 

One participant (7.1%) suggested that the amount of content that needed to be covered 

during nursing school was a barrier.  It becomes a barrier when deciding which simulations take 

priority.  PB shared, “I would think probably the biggest barrier is the fact that there are so many 

things to have our students need to learn before they graduate.” 

One participant (7.1%) suggested that qualities of Millennials or undergraduates could be 

a barrier when trying to foster empathy in simulations. PB said, "When you're dealing with 18-

to-21-year-olds, you're trying to make them more aware of others, outside of themselves, which, 

in this generation is a little more challenging than previous ones." 

Five participants (35.7%) suggested there was a lack of prioritization or value given to 

empathy.  PD explained the following: 

If there is an opportunity to link it to improved outcomes, then I think all resources would 

come forward. . . .  I'm lucky enough that I work in a place where the simulation 

resources are bountiful.  It's just what we're spending those resources on are not explicitly 

empathy-based modules.  There is not something marked as a goal on building empathy. 

PB added the following: 

I don't remember recently reading an article in a nursing journals about empathy.  I don't 

remember it being a topic at any of the conferences that I've gone to in the past year.  And 

so, I would say that it's not a highly valued characteristic that we are talking about, and 

saying it is missing or not missing in our curriculum.  It doesn’t hold the same value that 
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it did when I went through nursing school 30 years ago.  So, I think one of the big 

barriers is that in the huge amounts of information, and material, and concepts, and 

theories, and everything that we're trying to teach our students, empathy has been pushed 

down to the bottom of the priority list. 

Three participants (21.4%) suggested there was a lack of visibility in scholarly inquiry. 

PM explained it this way: 

Where to even begin to look for stuff like that.  I subscribe to the Holistic Nursing 

Association.  I've never really seen them send out anything about how to incorporate 

holistic nursing into sim or them really mentioning it.  I definitely have not looked with a 

fine-tooth comb either, but when I skim through my monthly articles, I have not come 

across anything like.  

PD asserted, “If possible, if there were some scholarships and evidence about empathy ties to 

care and outcomes and student readiness and all those good things that we like to say we have,” 

then there would be more resources. 

One participant (7.1%) shared that nurses can be uncomfortable in dealing with the 

emotional aspect of empathy.  This can be a barrier when trying to foster empathy in nursing 

simulations.  PB explained it this way: 

I'm much more focused on the hard sciences; what are the vital signs?  How is the patient 

physiologically responding to the situation. . . .  But giving empathy to the patient is 

probably not high on my value list.  It is not even something that I would normally think 

about in the scope of taking care of a patient today.  I need to get this person's vital signs 

stable.  I need to get their white count down, have them respond to the antibiotics and 

respond to the treatment, and oh yeah, by the way, if they handle that great.  But, if they 
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don't, I'm going to call somebody else to help me deal with that . . . nursing in general, 

has been more than willing to hand empathy off to other providers, maybe social work, 

maybe to chaplains, maybe palliative care folks . . . other providers who are more 

comfortable with dealing with some of the harder, emotionally charged topics. 

One participant (7.1%) discussed the challenges associated with the grant writing 

process.  PC answered, “It's definitely grant writing.  Grant writing is a beast.  I love writing a 

great grant, but to do it and do it well, it takes time, and it takes away from all the other things 

I'm supposed to do.” 

Seven participants (50%) suggested that promoting empathy in simulation pedagogy took 

a lot of time and effort.  PE shared, “Having the time to be able to redo our sims and add another 

level to it” can be a barrier to fostering empathy.  PF added, “I need to take some time to 

complete some of these important projects, and my time is less spent in logistics and operational 

things.”  

One participant (7.1%) suggested that simulation content must align with national 

standards.  PC explained, “I also have to look in alignment with what are the current national 

standards, what are the current grants out there.  So right now, there's a great AHRQ [Agency for 

Healthcare Research and Quality] grant for patient safety and simulation, so sort of gearing” 

simulations toward the current standards. 

Three participants (21.4%) suggested that a barrier to fostering empathy in simulation 

pedagogy was the human resources needed.  PJ explained that empathy could be included in 

simulation pedagogy, “if there was more faculty helping me, we could come up with a lot more 

activities that could include it.”  PE explained that the barriers were “time and money and staff.” 
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One participant (7.1%) suggested that a barrier was the lack of space to incorporate 

empathy in simulation pedagogy.  PJ emphasized, “Trying to find the time and the space that I 

can to do more activities” is challenging. 

One participant (7.1%) suggested that filming simulations can be a barrier to promoting 

empathy in simulation.  PJ shared, “I am picturing filming an interaction and showing it.  Having 

the capabilities of showing the students, so they can see all of these different things.  The filming 

of it, the script writing, those are all barriers.”  

One participant (7.1%) reported that empathy needed to be more operationalized in order 

for the incorporation of empathy into simulation.  PG shared, “I just think it's a term that needs to 

be more operationalized and defined.” 

One participant (7.1%) suggested that a barrier could be the training to have more 

knowledgeable faculty to promote empathy in simulation pedagogy.  PH expressed, “You have 

to do some training, you have to emphasize the importance of it, and then you have to look at 

where you want to incorporate it.” 

Interview Question 15: Describe the barriers to developing and implementing 

policies that support the incorporation of empathy in simulation pedagogy.  Qualitative data 

reported by participants regarding the barriers to developing and implementing policies that 

support the incorporation of empathy in simulation pedagogy are displayed in Table 39. 
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Table 39 

 

Barriers to Developing and Implementing Policies That Support the Incorporation of Empathy in 

Simulation Pedagogy 

               

      Participant       

Code A B C D E F G H I J K L M N 

Lack of administration and  

     faculty support,    

     prioritizing, and buy-in to    

     the value of empathy 

X X X X X X X X    X X  

Challenges with the concept of  

     empathy 

 X             

Time and effort   X  X    X X X    

Research on empathy and  

     simulation 

 X X            

Varying opinions when  

     collaborating 

      X     X   

Resources (human or fiscal)     X   X X      

Lack of content experts      X         

Difficulty networking or  

     collaborating 

     X         

Fiscal resources        X    X   

Examples of simulations with  

     empathy 

 X  X           

Teaching to NCLEX exam            X   

Faculty knowledgeable and  

    with the needed skills 

            X  

None              X 

 

Finding 3.2.3.  Ten participants (71.4%) suggested that a barrier to developing and 

implementing policies that support the incorporation of empathy in simulation was a lack of 

administration or faculty support and buy-in regarding the value of empathy.  PA explained, 

I need to make sure that the deans and the directors are also on the same side as myself 

and are okay with it, as well as the faculty.  We all have to be on the same page.  I think 

we have to be a little flexible in what we can pilot with our students if it's important 

enough, as clear as this is.  
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PB added the following: 

I would imagine we would have to go first to the course directors and talk to them about 

how we, as a profession, and as a school faculty, value empathy.  That would be an 

interesting conversation to have.  Then, based on their responses, we would want to go 

back and include empathy as a characteristic in the simulations.  We would need to get 

buy-in from the course faculty . . . if they weren't buying into it, we would be challenged 

in wanting to include it as part of the curriculum, as one of the threads that went through, 

as a principle that we wanted to include.  

One participant (7.1%) discussed the challenges associated with the concept of empathy 

when considering the barriers to developing policies and procedures to support the incorporation 

of empathy in simulation.  PA explained that “it's difficult to measure empathy.” 

Five participants (35.7%) suggested that it required time and effort to develop policies 

and procedures to incorporate empathy in simulation.  PJ explained that it required effort to write 

policies and said, “The only barrier is with myself in writing it.”  PE discussed the time needed 

once the policies are in place to run the simulations and said, “for implementing, again, it always 

comes down to time and staff to be able to run it all appropriately.” 

Two participants (14.3%) suggested there needed to be research on empathy and 

simulation in order to develop policies and procedures that supported empathy in simulation 

pedagogy.  PB explained this in the following passage: 

Because of not having a clear picture and description of what empathy looks like in 

simulations, we would have to do a lot of investigation into what are we really talking 

about.  If we were going to take it to the faculty, and say this is what we're talking about, 

we would have examples. . . .  We would need the resources so that we could then come 
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up with a good presentation of why and the arguments for why they should be included.  

So we would be able to sell it to the rest of the faculty.  

PC asserted the following: 

We can just go ahead and do it.  But if we incorporate empathy and don't have any kind 

of research backing it, and we don't look at any of the outcomes, then how do we know 

that we're doing it well? 

Two participants (14.3%) suggested that a barrier to developing policies and procedures 

came from varying opinions during collaboration.  PL shared, “There are barriers, especially in 

academia, from committees, somebody on the committee not going along with what you want to 

do.”  PG explained it this way: 

There tends to be disagreements on what simulation can provide for the students in terms 

of needs and what people believe should be and what people believe shouldn't be . . . 

there tend to be a lot of disagreements, faculty to faculty, regarding what should be put in 

a simulation and what shouldn't be put in a simulation. 

Three participants (21.4%) suggested that there were barriers related to the human or 

fiscal resources needed to develop and implement policies and procedures for incorporating 

empathy in simulation pedagogy.  PI explained the barriers were “time and human resources.  

Having the actual time to develop them and having the human resources to develop them.”  PL 

expressed, “I find sometimes money is a problem.”  

One participant (7.1%) reported that a lack of content experts was also a barrier to 

developing and implementing policies and procedures supporting empathy in simulation 

pedagogy.  PF described this barrier:  
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If you don't have a variety of subject matter experts interested in simulation that could be 

a barrier.  Because one person may not have the knowledge of how important it is, how to 

teach it, how to approach it, and how you create learning activities around it.  So you 

need a broad array from each nursing discipline. 

One participant (7.1%) discussed the challenges in networking or collaborating with 

experts in order to develop policies and procedures for the incorporation of empathy in 

simulation pedagogy.  PF explained, 

Networking is huge.  If you don't have people right there at your home institution, then 

it's going to conferences, the networking, the reaching out through your literature reviews 

and contacting authors directly.  All of that's part of the work that simulation educators 

should be doing to further the vision for embedding this type of concept into simulations. 

Two participants (14.3%) suggested that they needed examples of simulations with 

empathy.  PB explained that if she and her colleagues “have examples” of simulations with 

empathy then they could get the buy-in from other faculty and administrators.  Once there was 

buy-in then there could be policies and procedures geared at incorporating empathy.  PD shared, 

“I think it is getting an understanding of what empathy pedagogy is going to look like.” 

One participant (7.1%) explained that a barrier was that nursing programs were teaching 

to the NCLEX exam.  PL explained how administration was focused on teaching to the NCLEX, 

“We have to teach them to the NCLEX, and we can't really do that.  It doesn't take that long to 

put empathy into it, but I find sometimes administration is a problem.” 

One participant (7.1%) discussed how important it was for faculty to be knowledgeable 

and have the needed skills to implement policies and procedures in simulation.  PM explained it 

this way: 
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You have to discuss what went wrong so you can improve.  It's very difficult to not make 

that sound bad.  It's an art of how to explain to them, "Well, that might not have been the 

best approach.  Let's look at different ways" . . . to develop it is an art form. . . .  If they 

don't see it that way and they go off of a basic framework. . . .  "Well, you did that wrong, 

and you did that wrong, and next time, don't kill the patient.” 

One participant (7.1%) suggested that there were no barriers to developing and 

implementing policies for incorporating empathy into simulation pedagogy at her institution.  PN 

replied, “We don't have any.  It would just be, if we didn't know we needed it.  I think we have 

got everything in place that we need.” 

AQ 3.3. What barriers to fostering empathy related to the simulation design do 

nursing simulation faculty identify?  The barriers to fostering empathy related to simulation 

design are explored in this section.  The barriers focused on the simulation design, incorporating 

empathy as an objective, the interpersonal nature of simulations, props used, and the simulated 

environment. 

Interview Question 17: Describe the barriers for incorporating empathy into the 

design of the simulation.  Qualitative data reported by participants regarding the barriers for 

incorporating empathy into the design of the simulation are displayed in Table 40. 

Table 40 

Barriers for Incorporating Empathy Into the Design of the Simulation 

 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Difficult to measure empathy X              

Novice student nurses  X           X  

Content overload              X 

Time and effort needed  X X      X X     
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Table 40 Continued 

      Participant       

 A B C D E F G H I J K L M N 

Lack of buy-in/different 

     priorities 

X X X X X X X X    X X  

Too many objectives        X     X  

Human resources needed         X      

Need knowledgeable faculty  

     with proper training 

         X   X  

Creativity needed            X   

No barriers           X    

 

Finding 3.3.1.  One participant (7.1%) suggested that when designing simulations that 

promoted empathy, the barrier was the difficulty in measuring empathy.  PA expressed that it 

was “difficult to measure empathy.” 

Two participants (14.3%) discussed the challenges in designing simulations with novice 

student nurses.  PB explained, 

It would probably depend on the level of student and the extent to how we wanted or 

envisioned empathy to be included.  I mean, in the beginning, when they are just learning 

what the concept is and how that is performed or conducted by a nurse, I could see where 

some of the scenarios would be very brief.  They have not explored somebody's feelings 

about losing a loved one or some of those topics that you could get into in those 

conversations.  And so, it could be very brief because they don't have a whole lot to draw 

on.  But as they are having more clinical encounters and more simulation encounters, 

those conversations and the ability to delve in deeper . . . could become lengthy.  

PM added that empathy can, 

very easily get lost with the "tasky" things.  So if you put too many complex nursing 

skills with it, I think the students who are just at that novice level want to stick to I've got 

to do A, B, C, D;  I've got to say, 'hi,’ to my patient;  I've got to do my vitals; do my 
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head-to-toe; then I've got to give them meds. . . .  They stay in this framework and that 

becomes a barrier in creating the sim.  If they think that they have to go in there and do 

all those things.  It's almost like you have to create this unrealistic situation so you can 

get them to be empathetic.  Like, oh, this person really has none of those things, except to 

talk. 

One participant (7.1%) suggested that a barrier to designing simulations with empathy 

was the content overload that was seen in nursing programs.  PN explained how adding “more 

scenarios in an already packed curriculum” could be challenging. 

Four participants (28.6%) discussed the barriers of time and effort when designing 

simulations that would cultivate empathy.  PC shared, “Time would be the biggest barrier. 

Nothing else but the time to look at all our simulations.  We have incredible simulations here.  

They need to be updated just like anything else.”  PJ answered, “It would be the time involved in 

rewriting the objectives and the check sheets.” 

Ten participants (71.4%) discussed the challenges of designing simulations because 

faculty and administrators have not bought into the value of empathy in simulation pedagogy 

because they have different priorities.  PA explained, “I need to make sure that the deans and the 

directors are also on the same side as myself and are okay with it, as well as the faculty.”  PH 

explained, “It may not be the student will demonstrate empathy in every single simulation. . . .   

You could say that but, again, does that take precedence over the student will demonstrate 

capacity to do CPR?"  

Two participants (14.3%) discussed the challenges inherent in designing simulations and 

adding too many objectives.  PH replied, 
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It would be objectives.  How many can you cover?  I just think that we have so many 

objectives, and you can't have 10.  You are never going to accomplish that, so you really 

need two or three main objectives and that is it.  

PM discussed the challenges when adding “too many complex nursing skills” with empathy. 

One participant (7.1%) suggested that a barrier to designing simulations with empathy 

was that human resources were needed.  PI explained that nursing programs needed the “human 

resources to actually do it.”  

Two participants (14.3%) suggested that a barrier when designing simulations was that 

faculty needed to be knowledgeable and have the proper training.  PJ explained that “educating 

the faculty” was important when designing simulations.  PM added, “The barriers are with who 

is creating it; whether they have a good understanding of what empathy really is.  It is hard to do, 

creating a sim that has a goal of empathy.” 

One participant (7.1%) suggested that a barrier when designing simulations was that 

creativity was needed.  PL shared, “You have to be willing to think outside of the box . . . pull 

from your experiences.  If you're willing to open your mind and be creative” then you can design 

simulations with empathy incorporated in them. 

One participant (7.1%) suggested there were no barriers in designing simulations with 

empathy.  PK answered, “There are no barriers.” 

Interview question 19: Describe the barriers to incorporating empathy as an 

objective of every simulation.  Qualitative data reported by participants regarding the barriers 

for incorporating empathy as an objective of every simulation are displayed in Table 41. 
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Table 41 

Barriers for Incorporating Empathy as an Objective of Every Simulation 

                 

      Participant       

Code A B C D E F G H I J K L M N 

Difficulty  

     measuring  

     empathy 

X    X  X        

Difficulty grading 

     simulations 

X    X          

Needed knowledge  

     and skills 

 X X   X         

Needed time and  

     effort 

 X X   X X X  X  X   

Too much value/other 

     priorities 

 X  X  X  X    X X  

Needed faculty and  

     administration  

     buy-in 

 X X X  X      X   

Needed fiscal and  

     human resources 

     X         

Too many objectives/  

     content 

      X X X      

Novice participants             X  

Need to be on  

     evaluation form 

      X        

No barriers           X    

Not always required      X        X 

Difficulty  

     communicating  

     with mannequins 

     X   X    X  

 

Finding 3.3.2.  Three participants (21.4%) expressed that the difficulty in measuring 

empathy made it difficult to incorporate as an objective of every simulation.  PA asked, “How 

are you going to measure that outcome”?  PE expressed it this way: 

I feel like that is very subjective, and it might be difficult to grade the student on or 

check-off the student on their ability to empathize. . . .  You may not be able to 

subjectively see that . . . It's hard to measure the level of empathy. 
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Two participants (14.3%) described the difficulty in grading simulations.  If nurse 

educators are going to put empathy as an objective in every simulation, nursing programs that 

utilize high-stakes testing would need some measures to grade the participants’ empathy levels.  

PA explained how empathy could be used with formative assessments but might be harder to 

incorporate into summative simulation assessments where faculty would need an objective way 

to measure empathy.  PA expressed, “Then again, because formative versus summative 

simulations.”  PE expressed that it can be “difficult to grade” simulations with empathy. 

Three participants (21.4%) suggested a barrier to having empathy as an objective of every 

simulation was the needed knowledge and skills of facilitators.  PC identified “lack of education” 

on empathy as an objective as a barrier.”  PF also added that “the level of knowledge and the 

level of experience that both the simulation educator and the program director” have to have can 

impede empathy being an objective of every simulation. 

Seven participants (50%) suggested that it requires a lot of time and effort to put empathy 

as an objective of every simulation.  PB explained, “The level of planning in the curriculum 

takes a lot of time.”  PC answered that the “barrier is time.” 

Six participants (42.9%) reported that empathy as an objective of every simulation might 

not be valued and that there are other priorities in using simulation pedagogy.  PF discussed how 

empathy might not have the same “value . . . amongst the faculty or the people that are involved 

in creating simulations.”  PB shared the following: 

Using simulation just for the fact that we have the bells and whistles and the toys to play 

with is not a good approach.  We really should have simulation for meaningful use, for 

value added.  Just because we can do it in simulation doesn't mean that simulation should 

be the way that we do it all the time. 
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Five participants (35.7%) reported that there needed to be faculty and administration buy-

in for empathy to be an objective of every simulation.  PB answered, 

buy-in from the faculty is a barrier.  I might just totally disregard empathy as a concept 

that they think is important.  And so, when I teach that course, I may choose not to 

include it.  So, unless it is an explicit objective, that empathy will be discussed, 

demonstrated, and practiced in some way in this particular course, it doesn't have to be. 

Nobody can make me do that unless it's part of the objectives.  And then, how I do that is 

still up to me.   

PC added, “It really needs to come from me as a director and say this is a key priority.” 

One participant (7.1%) suggested that fiscal and human resources were a barrier to 

incorporating empathy as an objective of every simulation.  PF shared, “Fiscal and human 

resources” can be barriers. 

Three participants (21.4%) suggested that empathy should not be an objective of every 

simulation because facilitators did not want too many objectives.  PI explained, “I don't add it as 

an objective of every simulation because sometimes that is not the objective of the simulation. 

You can only want so many objectives.”  PG added the following: 

They really recommend that especially in high-fidelity simulation that the number of 

objectives is limited because the debriefing has to go back to whether or not the 

objectives of the course are met or not.  I think that you cannot have too many objectives 

because you only have a certain amount of time. 

One participant (7.1%) discussed the barrier of having novice participants when 

considering adding empathy as an objective of every simulation.  PM explained that empathy,  
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is a skill that is very easily lost when it comes to the novice.  So when you want them to 

actually do a basic nursing skill, even a dressing change, or giving some insulin, or 

something like that, they get so focused on doing everything step-by-step and in black 

and white.  They forget to even talk to the patient as they are doing it.  Especially, if it is 

an actual sim mannequin and not a person, I think they lose that empathy. 

One participant (7.1%) discussed that in order for empathy to be included as an objective 

of every simulation it needed to be on the evaluation form.  PG explained this issue: 

Unless empathy is included on some sort of evaluation form that they have for 

simulations, I think that, that is a barrier also.  I am thinking about several simulations, 

and I don't recall seeing empathy written on any of the evaluation tools. 

One participant (7.1%) suggested that there were no barriers for incorporating empathy as 

an objective of every simulation.  PK said, “There is really none.” 

Two participants (14.3%) suggested that empathy was not always required as an 

objective of a nursing simulation.  PN explained, “Sometimes empathy is really not required if 

you are doing . . . a code scenario.”  PF added the following: 

It's not always appropriate. . . .  If you're doing simulation for technical skills and doing 

trach care or a chest tube maintenance it is an important thing.  But if you're working on a 

mannequin it's going to be very, very hard to pull in the empathy piece. 

Three participants (21.4%) suggested that difficulties in communicating with a 

mannequin created a barrier to incorporating empathy as an objective of every simulation.  PM 

touched upon this issue in her response: 

If you don't have paid actors and you have a mannequin, students lose that whole human-

to-human conversation, and they kind of almost forget that it is supposed to be a person.  
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So, I think that pretending really gets lost for them, and they just do all the steps instead 

and forget to talk to them.  

PI added, “The barrier is that students have difficulty communicating those kinds of emotions, 

those kinds of emotional soft skills, with a mannequin.  It's a whole lot easier if I have 

standardized patients there.” 

Interview Question 22: Describe the barriers for improving the interpersonal nature 

of simulations.  Qualitative data reported by participants regarding the barriers for improving the 

interpersonal nature of simulations are displayed in Table 42. 

Table 42 

Barriers for Improving the Interpersonal Nature of Simulations 

        

      Participant       

Code A B C D E F G H I J K L M N 

Lack of participant buy-in  

     and lack of belief with  

     mannequins 

X X    X X  X   X   

Participant anxiety X   X           

Lack of fiscal resources X X   X   X     X  

Lack of buy-in, value,  

     different priorities 

X   X   X   X X    

Needed faculty knowledge  

     and skill 

X   X         X  

Lack of interpersonal nature  

     of mannequin 

 X            X 

Low participant level of  

     empathy 

  X         X   

Time constraints      X    X    X 

Need technological support      X         

Simulations not done  

     correctly/inconsistent 

       X       

Too many objectives          X     

Training standardized  

     patients 

    X   X     X  

 



 253 

Finding 3.3.3.  Six participants (42.9%) suggested that a barrier for improving the 

interpersonal nature of simulation was that the participant was unable to buy in or suspend 

disbelief with the mannequins.  PA expressed the following: 

Sometimes [students] do some crazy things, and I'm like, “That's not safe.  Tell me, what 

were you thinking at that time.  What was your thought process?  I'm curious.”  They 

start to say, “But, I'd never do this in the real world.”  Well, I understand that this is a 

mannequin, there are some limitations. 

PG added, 

I think a lot of it has to do with how the program is set up and the fictional contract that is 

given to students ahead of time about buy-in and believing the situation, including the 

realism and the fidelity of it all.  

Two participants (14.3%) suggested that participant anxiety was a barrier to improving 

the interpersonal nature of simulations.  PA discussed how using standardized patients created 

more anxiety: 

Wow, this is a real person that I'm actually taking care of.  I am even more anxious to 

make a mistake or maybe say something wrong versus I think that when they are in there 

and it is the instructors speaking through the speaker, it's not the same sense of reality for 

them. 

PD shared, “Participants are worried about being watched and performing and all those things.”  

Five participants (35.7%) explained that a lack of fiscal resources could also be a barrier 

to improving the interpersonal nature of simulations.  PE suggested, “The cost of standardized 

patients and the training that goes into it” can be a barrier to fostering empathy.  PA articulated 

that the “budget is a barrier if you're talking about standardized patients for empathy.” 
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Five participants (35.7%) explained that the lack of buy-in with empathy could also be a 

barrier to improving the interpersonal nature of simulations.  Empathy may not be valued or 

there might be other priorities.  PA expressed that a barrier “may also be faculty buy-inwhether 

they think that empathy should be a learning outcome of the simulation or do we have to focus 

more on ventilation or something like that.”  PJ added the following: 

If empathy isn't the specific purpose, it's easy for it to fall to the wayside when students 

what to talk about how do these labs effect a patient or what does it look like in a heart 

attack as opposed to how is the person, how do you interact with a person to help 

understand their perspective in a heart attack.  At the undergraduate level here . . . they 

are much more concerned with acting correctly to save the person's life than they are to 

speak correctly to show understanding to the person in the middle of an emergency. 

Three participants (21.4%) suggested that if there was limited faculty knowledge and 

skills then this could be a barrier to improving the interpersonal nature of simulations.  PA 

explained, “The delivery from the instructor teaching it could be a potential barrier.”  PM 

explained the importance of the role of a skilled facilitator, “When the conversation starts going 

this way, and you really need it to go the other way.  How to gear it that way is . . . is an art, and 

definitely should require training.”   

Two participants (14.3%) suggested that the interpersonal nature of mannequins could 

also be a barrier to improving the interpersonal nature of a simulation.  PB explained, “Our 

mannequins don't really respond to very much.  Emotionally, facial changes, there's no way to 

even have them demonstrate being restless, or anxious, or any of those types of things.”  PN 

added the following: 
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We can see it crystal clear when we watch our videos of students in sim . . . working with 

a plastic mannequin.  Some people can suspend disbelief more than others . . . we are 

really watching things and . . . sensing that a move to more real people in the sims will 

make a difference in some of these things that we're talking about. 

Two participants (14.3%) focused on low student empathy levels.  PC explained, “I think 

there is a part of empathy that is innate.  You either have it or you don't.  It definitely can be 

learned, but some people are just not as empathetic.”  PL explained this as follows: 

I think the barriers kind of depend on the person, how they're going to react to things, 

what their culture is.  We have people that are very stoic.  We have other cultures that are 

very emotional.  I think the barriers come from within the students. 

Three participants (21.4%) suggested that time constraints were a barrier to improving 

the interpersonal nature of simulations.  PN explained that one barrier was “the time to rewrite 

the scenarios to reflect standardized patients and the time to hire them.”  PF explained, “It is an 

operational thing, and you don't have the time . . . for success in embedding any kind of 

interpersonal connections.” 

One participant (7.1%) suggested that a barrier to improving the interpersonal nature of 

simulations was having the needed technological support.  PF shared, “If you don't have the time 

and the tech help and you have technology issues” that can be a barrier. 

Another participant (7.1%) suggested that if simulations were not done correctly or were 

performed inconsistently than this could be a barrier to improving the interpersonal nature of 

simulations.  PH discussed how training standardized patients could provide consistency within a 

simulation:  
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To be able to afford somebody to come in and do that and pay them and train them and 

maintain the consistency of that.  We have tried and have had some success, but it has not 

been consistent.  I would say any time you have a real, live person there who is trained to 

run the simulation exactly that way. 

One participant (7.1%) suggested that having too many objectives in a simulation could 

be a barrier to improving the interpersonal nature of simulations.  PJ explained, “The barriers 

have to do with the fact that because of the time limited nature of simulations, there's only so 

many objectives you can get to in each scenario.” 

Three participants (21.4%) suggested that a barrier to improving the interpersonal nature 

of simulations was the needed training of standardized patients.  PE explained, “The cost of 

standardized patients and the training that goes into it” can be a barrier.  PH added, “I would say 

any time you have a real, live person there who is trained to run the simulation exactly that way, 

to get that emotions across, it's very different.” 

Interview Question 24: Describe the barriers in using props to cultivate empathy in 

simulations.  Qualitative data reported by participants regarding the barriers in using props to 

cultivate empathy in simulations are displayed in Table 43. 

Table 43 

Barriers in Using Props to Cultivate Empathy in Simulations 

 

      Participant       

Code A B C D E F G H I J K L M N 

Participant buy-in X   X X       X X  

Storage or maintenance of  

     props 

 X             

What amount of props are  

     needed for buy-in 

 X X         X  X 

Time and effort  X X     X  X X  X  
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Table 43 Continued 

      Participant       

 A B C D E F G H I J K L M N 

Inappropriate use of props/not  

     done well 

     X   X    X  

Human or fiscal resources  

     required 

  X    X X  X  X   

Lack of training       X X       

Distract from learning          X     

 

Finding 3.3.4.  Five participants suggested that a barrier in using props to cultivate 

empathy in simulations was participant buy-in.  PA shared the following: 

Regardless of what props you are using, students can be barriers themselves.  If they are 

not open minded to the simulation and what the learning outcome is, they will say, “This 

is make up, and this is fake, and this is not real.”  I think that that is going to 

automatically just block them from experiencing what they would really experience. 

PD added that “sometimes people think it's not realistic.” 

One participant (7.1%) suggested that the storage and maintenance of props was a barrier 

in utilizing props to cultivate empathy.  PB explained what happened at her program: 

Where are we going store all this stuff when the scenario is not running? . . .  It is all in 

the room, but now we have got to put it all away.  Things get lost, thrown away, dirty, 

does need to be cleaned up afterwards.  Also, do we catalog every prop that we have in 

the SimLab? 

Four participants (28.6%) questioned the amount of props needed for participant buy-in.  

PB expressed, 

How far do we go to make it seem realistic?  In the end, did that experience with the 

incense improve the student learning any more than if it wasn't there with the incense? 
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And so, I think, those types of questions are also, like, is this really worth it?  How much 

value added is there?   

PC wondered about the following:  

If the students even care or notice how much work you put into it to try to make it real. 

That is really difficult sometimes because we have a graduate assistant on Fridays who 

has literally dedicated 7 hours a day to setting up our simulations for the following week, 

to make them look real, to make them as real as possible.  I'm not sure the students 

understand, respect, or appreciate it. 

Six participants (42.9%) suggested that the time and effort needed to set up props was a 

barrier.  PC explained that barriers included the “time and the energy it takes to set (the props) 

up.”  PJ added, “The time that comes with figuring out what you are trying to create.” 

Three participants (21.4%) suggested that a barrier could be the inappropriate or poor use 

of props.  PF explained, “I suppose if they are inappropriate.  If they are not done well.”  PI 

expressed, “They just do not work sometimes.” 

Five participants (35.7%) reported that human or fiscal resources could be barriers in 

using props to cultivate empathy.  PG shared, “Obviously, financial barriers, if you can't pay for 

props whatever it may be.  If you can't pay for actors . . . I would say financial and human 

resources would be the barriers.  PL explained, “It is much, much better to use standardized 

patients, but standardized patients are expensive.” 

Two participants (14.3%) shared that a lack of training could be a barrier in using props 

to cultivate empathy.  PG addressed the problem of “not having people volunteer to play the part 

that needs to be trained.”  PH replied, “We need people trained.” 
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One participant (7.1%) suggested that props could distract from student learning.  PJ 

explained, “Sometimes if you put too much into it, it can distract students from getting to the 

point of the scenario.” 

Interview Question 27: Describe the barriers you encounter in having an 

environment in the lab that promotes empathy.  Qualitative data reported by participants 

regarding the barriers in having an environment in the lab that promotes empathy are displayed 

in Table 44. 

Table 44 

Barriers Participants Encountered in Having an Environment in the Lab That Promoted 

Empathy 

          

      Participant       

Code A B C D E F G H I J K L M N 

Small space/availability of lab X X          X   

Human and fiscal resources  X         X    

Time and effort  X             

Lack of faculty knowledge and 

     skills 

 X X X  X  X       

Lack of buy-in/don’t value  

     empathy 

   X X X X X X   X   

Lack of a student-centered  

     environment 

   X           

Grading simulations   X  X        X  

Participant characteristics       X      X  

Lack of consistency in  

     simulations 

    X          

Competitive environment            X   

Process of change        X       

No barriers          X    X 

Training standardized patients  X             

 

Finding 3.3.5.  Three participants (21.4%) suggested that having a small space or having 

difficulty accessing the lab were barriers to promoting empathy in the lab.  PA shared, “There's 
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really is not enough physical space.”  PB described having between 500-660 students coming 

into the lab each week and how there is not enough “space.” 

Two participants (14.3%) reported human and fiscal resources as being barriers to 

creating an environment that promotes empathy.  PB explained that a barrier is the “human 

resources to be able to turn the rooms over into something else.  How fast you can reset.”  

PK answered, “I would say lack of funding.” 

One participant (7.1%) discussed how time and effort to prepare the space could be a 

barrier to cultivating empathy in the lab.  PB answered that “time” was a barrier to fostering 

empathy. 

Five participants (35.7%) discussed how a lack of faculty knowledge and skills could be 

a barrier to fostering empathy.  Participants suggested that training was needed for faculty to 

effectively role model empathy.  PB explained the need to “have trained providers, or trained 

simulation actors, or facilitators of simulation that can lead those discussions around empathy. 

And so, you would really need some training.”  PC expressed that they needed “faculty having 

experience to get to that.”  

Seven participants (50%) suggested that a lack of buy-in regarding empathy could be a 

barrier to fostering empathy.  PD explained this in the following quote: 

It is a matter of being able to articulate the value of empathy.  How it ties into your 

learning outcomes for students to enhance their practice and connecting those lessons.  

Having that as a shared value for the faculty across simulation and the faculty within 

simulation. 

PE replied, “Student buy-in, I think, is a big barrier.  Faculty, administrative buy-in, too.” 



 261 

One participant (7.1%) responded that a lack of a student-centered environment could be 

a barrier to fostering empathy.  PD explained, “I think if you're surrounded by people who are 

suspect of students rather than looking to elevate students, it's hard to promote empathy.” 

Three participants (21.4%) suggested that grading simulations could be a barrier to 

fostering empathy.  PC described how students get a group grade based solely on one 

individual’s performance: 

Students receive a group grade on that one student's performance.  These are the kinds of 

things that I feel like as a facilitator are inappropriate.  It increases judgment.  It totally 

exacerbates student anxiety.  

PM replied, “I don't know if the grading counts, but that is” a barrier to fostering empathy. 

Two participants (14.3%) described student characteristics as a barrier to fostering an 

environment of empathy.  PG expressed the following: 

I think that, like anywhere, people have good days and bad days, and I think that 

sometimes their personal lives reflect on their work.  Sometimes students are not as 

comfortable with some situations as others.  I think that just the human elements can be a 

barrier to empathy if you are personally not a person that understands empathy or uses 

empathy skills towards others.  

PM explained how it “depends on your students . . . their personality.” 

One participant (7.1%) expressed how a lack of consistency in simulations could be a 

barrier to fostering empathy.  PE explained, “I tend to be very theatrical in my sims, but not 

everyone is quite as theatrical as I am.  Again, having consistency among even our small group 

of faculty that do simulation is challenging.” 
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One participant (7.1%) suggested that a competitive environment could be barrier to 

fostering empathy.  PL described how “students are very competitive and stress that ‘I am going 

to do this better than you.’” 

One participant (7.1%) described the challenges associated with any type of change as a 

barrier to fostering an environment in the lab that promoted empathy.  PH asserted the following: 

Changes. . . .  So I would say that when you have changes in the simulation lab that can 

be a barrier, just in being able to run a simulation, to incorporate it, to make sure it is a 

part of the simulation. 

Two participants (14.3%) reported that there were no barriers to having an environment 

in the lab that promoted empathy.  PJ asserted, “I don't see any.”  PN explained, “We do not have 

any because if you can’t do what we want you to do, we do not keep you.” 

One participant (7.1%) suggested that a barrier to having an environment in the lab that 

promoted empathy was the required training of standardized patients.  Actors need training to 

engage students in an empathic conversation.  PB answered that simulation programs needed 

“trained simulation actors,” and this training process can be a barrier to fostering an environment 

that cultivates empathy. 

AQ 3.4. What barriers to fostering empathy related to the simulation experience do 

nursing simulation faculty identify?  The barriers to fostering empathy related to the 

simulation experience are explored in the next section.  The author examined the barriers in 

utilizing simulation experiences to cultivate empathy and the barriers to students buying into a 

simulated experience. 
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Interview Question 29: Describe the barriers in utilizing simulation experiences to 

cultivate empathy.  Qualitative data reported by participants regarding the barriers in utilizing 

simulation experiences to cultivate empathy are displayed in Table 45. 

Table 45 

Barriers in Utilizing Simulation Experiences to Cultivate Empathy 

          

      Participant       

Code A B C D E F G H I J K L M N 

Need participant, faculty, and  

     administration buy-in/value 

X   X X  X X  X     

Use of mannequins  X          X   

Time and effort required  X X      X X     

Need for faculty development 

Lack of faculty knowledge and  

     skills 

  X  X        X  

Faculty unable to role model  

     empathy 

  X            

Too technology and skills  

      focused 

   X           

Inconsistencies in simulations     X          

Resources needed     X    X      

Lack of resources for  

     standardized patients 

 X    X         

Need technological support      X         

Too much content/objectives       X        

Lack of space     X          

Alignment with course  

     objectives 

         X     

Need collaboration with  

     faculty and content experts 

     X         

No barriers           X    

Creativity needed              X 

 

Finding 3.4.1.  Six participants (42.9%) reported that obtaining buy-in from students, 

faculty, and administration was a barrier to utilizing simulation experiences to cultivate empathy. 

PD explained, “The empathy might be a little less available to them if they are not connecting to 

a voice or to other people in the room.” PH added the following: 
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Just not understanding the importance of it, rushing through it, not paying attention to the 

behaviors, the communication, missing it.  Then they are missing opportunities to 

emphasize what they have done well and how empathetic they were . . . they need to be 

able to understand the importance of it.  

Two participants (14.3%) explained how the use of mannequins could be a barrier to 

utilizing simulation experiences to cultivate empathy.  PB answered, “I think we talked about the 

limitations of the manikins” when using simulation to cultivate empathy.  PL added, “Because 

we are using mannequins at times, whether it be low fidelity or high fidelity that could be a 

barrier.  Because, like I said, they don't put humanistic characteristics on the mannequin.” 

Four participants (28.6%) reported that the time and effort required to develop and utilize 

simulations with empathy were barriers to using simulations to increase empathy.  PC shared, “I 

think the barriers again are the time and having the energy to create the simulation.”  PI added, 

“We just do not have enough time.” 

Three participants (21.4%) suggested that there was a lack of faculty knowledge and 

skills needed to have simulations that cultivate empathy.  Faculty development and training can 

help to develop the needed skills to foster empathy.  PE explained how “training for faculty” is 

needed “to be able to do it consistently as well.”  PM added the following: 

I think some of the barriers also end up going back to the education of the instructor.  If 

you are unfamiliar with what are some therapeutic communicating ways to talk to 

somebody . . . if we are making it up on the fly, then we are not going to be conveying 

appropriate empathy or communication skills for them.  So it really comes back to the 

instructor to guide that empathy simulation and to educate them during the debriefing of 

the proper ways to approach things. 
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One participant (7.1%) discussed a barrier to utilizing simulations with empathy 

occurring when the facilitator is unable to role model good empathy.  PC explained the situation 

this way: 

Make sure your faculty development is on point, so that they feel prepared to be 

successful in teaching simulation.  If they feel prepared and confident, then they're going 

to share their passion, and they're going to share their own empathy; but if they're 

stressed out, and they're unprepared, how can you expect them to model that, you can’t. 

Another participant (7.1%) suggested that a barrier in utilizing simulations to cultivate 

empathy was when the simulation is too technology and skills focused.  PD explained, “I think 

when it is very technologically focused, that might be a barrier.”  

One participant (7.1%) discussed how inconsistencies in simulations could be barriers to 

fostering empathy in simulation experiences.  PE explained how important faculty training is so 

they can “do it consistently as well.” 

Two participants (14.3%) suggested that resources were needed to utilize simulation 

experiences that cultivated empathy.  PE replied, “resources” is a barrier.  PI explained, “We do 

not have enough human resources to do it.” 

Two participants (14.3%) discussed a lack of resources for standardized patients.  PB 

explained, “Standardized patients are costly to come in, and so, we don't.” 

PF added, “I suppose if you don't have an actor group, if you don't have resources for your 

actors” then it can be a barrier to utilizing simulations that foster empathy. 

One participant (7.1%) reported that if simulation faculty do not have technology support 

then this could be a barrier.  PF explained, “If you do not have the tech support,” then it is a 

barrier. 
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One participant (7.1%) suggested that too much content or too many objectives could be 

barriers to utilizing simulation experiences that foster empathy.  PG explained, “It is very 

program specific and course specific in terms of how many things we can have the students 

demonstrate in a specific simulation scenario.  I don't think for some courses that is specifically a 

priority.”  

One participant (7.1%) suggested a lack of space could be a barrier to utilizing 

simulations that foster empathy.  PE replied, “Space” is a barrier. 

One participant (7.1%) reported that there needed to be an alignment with course 

objectives.  Simulations should align with the didactic course. According to PJ, “I am trying to 

utilize simulations that are supporting course objectives.” 

One participant (7.1%) suggested that if there was not collaboration with faculty and 

content experts, then this could be a barrier to utilizing simulation experiences that cultivate 

empathy.  PF explained, “If you don't have collegial relationships with the people that would be 

involved, that run those courses, and discuss where it would integrate well.” 

One participant (7.1%) replied that there were no barriers to utilizing simulation 

experiences to foster empathy.  For example, PK replied, “There are really none.” 

One participant (7.1%) discussed how creativity was needed to utilize simulation 

experiences that cultivate empathy.  PN explained that simulation faculty needed to be “creative 

enough to think of more ways to do it well.” 

Interview Question 32: Describe the barriers to students buying into a simulated 

experience.  Qualitative data reported by participants regarding the barriers to student buy-in of 

a simulated experience are displayed in Table 46. 
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Table 46 

Barriers to Student Buy-In of a Simulated Experience 

 

 

      Participant       

Code A B C D E F G H I J K L M N 

Lack value/different priorities X X          X X  

Lack of realism X X X    X  X      

Faculty buy-in/engagement  

     needed 

X  X     X       

Faculty knowledge and skills  

     needed 

X         X     

Faculty judgement, not a safe  

     learning environment 

X              

Poorly designed and executed  

     simulations 

     X         

Participant characteristics;  

     Millennial students 

X X X  X       X X X 

Participant anxiety/ 

     embarrassment/judgement 

   X X  X        

Time consuming          X     

Funding needed           X    

 

Finding 3.4.2.  Four participants (21.4%) suggested that a barrier to participants buying 

into a simulation was that they did not value the experience or had different priorities.  PA 

explained, “The barrier for them is I think a lot of students want to be in the hospital setting, 

working with real patients.”  PB added, “Do I have time to be in this?  Am I distracted by the 

fact that I have a test tomorrow or later this afternoon?  Or, I would much rather be there than 

here.” 

Five participants (35.7%) reported that lack of realism in a simulation was a barrier to 

participants buying into the experience.  PA expressed, “Well this is just a mannequin, and 

sometimes there is a delay.”  PG added that students will “make mistakes, and they will blame it 

on the fact that it is not a real situation.  They would say, ‘I would never do that in a real clinical 

situation.’” 
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Three participants (21.4%) suggested that if faculty did not buy into and engage in a 

simulation then that could be a barrier for students to buy into the simulated experience.  PA 

explained, “If you laugh and joke with the students, they are not going to buy into it, just as 

clearly as you are not buying into it either.”  PC added the following: 

You have to have that faculty member on the other side, in the control room that is very 

invested, that is totally engaged, that is energetic, passionate.  That is the way you can 

improve that whole experience and get the buy-in.  

Two participants (14.3%) reported that if there wasn’t the necessary faculty knowledge 

and skills, then that could be a barrier.  PA explained it this way: 

If you are not going to answer in real time, then you're not going to be realistic. . . .  Even 

if they're jotting down a note how the student is excellent in this or needs improvement in 

that.  You have to be able to multitask, which takes in my opinion a very long time to 

achieve.  

PJ explained that participant buy-in was dependent on “the faculty that are able to help with 

that.” 

One participant (7.1%) reported that faculty judgement became a barrier to students 

buying into a simulated experience if students were in an unsafe learning environment.  PA 

explained, “If they do not explain to the students that this is a safe environment, and they are 

being judgmental in their debrief, I think then these are all barriers to buy-in from the students.” 

One participant (7.1%) explained that poorly designed and executed simulations could be 

barriers to participants buying into a simulated experience.  PF asserted, “Poorly run design, 

poorly run and executed simulations” can be barriers. 
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Seven participants (50%) discussed how participant characteristics could be a barrier to 

buying into a simulated experience.  PC explained the following: 

The barriers are that the undergraduates struggle enough with communication, but then 

you put them in a room with a mannequin, and they just can't get there.  I feel like, 

honestly, if the mannequin could give them a text message back and forth, they might do 

really well.  But when they actually have to speak and have the human experience of an 

interaction, it is hard enough in today's day and age, and then to do it to a mannequin is 

very difficult.  

PN articulated, “Remember that 10% of students, no matter what, and this is probably 10% of 

the population, no matter what, that it is a doll in the bed, and they just cannot get past that.” 

Three participants (21.4%) expressed that students who felt anxiety, embarrassment, or 

judgement could be a barrier to buying into a simulation.  PE shared the following: 

They feel silly in front of their peers.  They are videotaped and their peers watch.  They 

feel silly acting a certain way in front of their peers.  They are always worried about how 

they look and that kind of stuff, so if their peers don't believe in it, they would feel silly 

believing in it as well. 

PG explained, “One of the main barriers is the fact that students know that they are being 

observed; whether or not it's for a grade or not, students are still nervous.” 

One participant (7.1%) reported that getting participants to buy into a simulated 

experience was time consuming.  PJ explained, “The barriers are the time” for faculty to help 

students buy into simulated experience.  

One participant (7.1%) suggested that funding could be a barrier to participants buying 

into a simulated experience.  PK replied, “a lack of funding.” 
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AQ 3.5. What barriers to fostering empathy related to the simulation facilitator do 

nursing simulation faculty identify?  The barriers to fostering empathy related to the 

simulation facilitator are explored in the next section.  The barriers that facilitators face when 

trying to cultivate empathy were examined. 

Interview Question 36: Describe the barriers facilitators face when trying to 

cultivate empathy in nursing simulation.  Qualitative data reported by participants regarding 

the barriers facilitators faced when trying to cultivate empathy in nursing simulation are 

displayed in Table 47. 

Table 47 

Facilitator Barriers to Cultivating Empathy in Nursing Simulation 

          

      Participant       

Code A B C D E F G H I J K L M N 

Lack of buy-in/different values 

     or priorities 

X X X  X X X  X  X X X X 

Lack of facilitator knowledge  

     and skills 

X  X      X      

Facilitators’ empathy levels       X       X 

Lack of training  X X            

Change process   X X           

Participant characteristics      X X     X X  

Students overwhelmed/anxious       X        

Time        X  X   X  

Empathy not an objective/goal        X       

Too much content          X     

Fiscal resources             X  

Facilitator uncomfortable  

     dealing with emotions 

 X             

Current debriefing framework  

     not comprehensive to  

     include empathy  

 X             

 

Finding 3.5.1.  Eleven participants (78.6%) suggested that a barrier faced by facilitators 

trying to cultivate empathy in simulations was lack of buy-in from participants.  The participants 
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may have different values or priorities.  PL explained, “If they don't care about what you are 

teaching.  If they just want to get through the course, you could do or say whatever you want, it 

is not going to work.”  PE added, “If you are really into it, and you are really trying to cultivate 

that environment for them, but if they are not buying into it . . . you hit a roadblock so to speak.” 

Three participants (21.4%) explained that when facilitators don’t have the requisite 

knowledge and skills, this can be a barrier to cultivating empathy.  PI expressed that when 

clinical instructors come into the lab as facilitators, this can also be a barrier to fostering 

empathy.  For example, “It is not their forte.  They are not simulation specialists.  They are there 

with their clinical group.”  PA discussed the skill of the facilitator, “I think it depends on how the 

facilitator presents it to the group.” 

Two participants (14.3%) reported that if facilitators had low empathy levels that this 

could be a barrier to cultivating empathy.  PG explained, “There is clearly people that care more 

than others.  I think that one of the barriers is who you are as an individual and how you present 

yourself.”  PN added, “Some of us are not super empathetic people, just naturally.  Sometimes 

we are playing off against type because we know we should be modeling these behaviors, and 

sometimes we slip up.” 

Two participants (14.3%) suggested that lack of training could be a barrier if it impacted 

facilitator knowledge and their ability to value empathy.  PB expressed the following: 

I don’t think facilitators are really well trained in it, and so they leave it to the end.  You 

are running out of time; you are setting a value right there by the fact that you are doing it 

at the end. . . .  We have 2 minutes to talk about it, and we are throwing it in.  Usually by 

that point in time, your participants have checked out now.  They are ready to go . . . 

made your all your points, and then, oh, you have to throw in that empathy stuff.  
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PC added, “A lack of exposure to other frameworks, a lack of exposure to other methods.  They 

haven't been given the tools to be successful in other ways because they only know what they 

know.” 

Two participants (14.3%) discussed how the change process itself can be a barrier to 

facilitators cultivating empathy in simulation.  PC shared, “There is also a lack of initiative to go 

beyond what they know because what they know is easy, and changing it is hard.”  PD clarified, 

“If you have to make a culture change, then that's really a barrier.” 

Four participants (28.6%) discussed how participant characteristics could be a barrier 

when trying to cultivate empathy in nursing simulations.  PL expressed, “The barriers come from 

the personalities of the students that you’re teaching.”  PF described that when participants are 

“challenging or disruptive . . . they can sometimes derail debriefing.” 

One participant (7.1%) suggested that students were overwhelmed and anxious.  PG 

offered the following: 

Students are very overwhelmed.  I think that there is a lot for them to concentrate on and 

the empathy piece may be missing because the students are more focused on clinical 

decision-making and making the right decisions and getting their priorities down. 

Three participants (21.4%) suggested that time was a barrier for facilitators trying to 

cultivate empathy.  PJ explained, “I think it is just the time that they have to debrief” empathy.  

PM added, “Time to really make the simulation.” 

One participant (7.1%) suggested that a barrier facilitators faced when trying to cultivate 

empathy in simulations was empathy not being an objective or goal.  PH shared, “The most 

important thing is you make sure you reached your objectives and student outcomes.  And so if it 

is not incorporated in there, then it is hard to cultivate [empathy].” 
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One participant (7.1%) suggested that there was too much content that needed to be 

taught and that this could be a barrier for facilitators trying to cultivate empathy.  PJ expressed, 

“Trying to get through all of the content that they want to touch on.” 

One participant (7.1%) explained that a lack of fiscal resources could be a barrier to 

cultivating empathy.  PM suggested, the “budget” can be a barrier. 

One participant (7.1%) suggested that the facilitator might be uncomfortable in dealing 

with the emotions associated with empathy.  PB explained, 

I think all of us in simulation have been kind of desensitized to the emotions.  We think 

that they are going into sims to learn skills, psycho-motor, maybe some soft skills.  When 

you start talking about feelings, and they are like, “Hmm . . . you know, I'm not really 

comfortable going there.” 

One participant (7.1%) suggested that the current debriefing framework was not 

sufficiently comprehensive to include empathy.  PB explained the following: 

I think that we would really need to change the flow of the debrief.  One of the first 

things that we do in debriefing is, “So, how do you think it went?”  And so, we are trying 

to touch the participants’ feelings about it.  But then, we don't stay there.  And so, we 

could reframe it so that, “What do you think about the scenario and how real it was?” 

And then, you could talk about empathy and those type of things.  That might be a better 

way to address it. 

AQ 3.6. What are the barriers to fostering empathy related to the simulation 

facilitator’s educational strategies that nursing simulation faculty identify?  Barriers to 

fostering empathy related to simulation facilitators’ educational strategies are explored in the 

next section.  The barriers to facilitators implementing educational strategies are examined. 
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Interview Question 40: Describe the barriers facilitators encounter when 

implementing educational strategies to cultivate empathy?  Qualitative data reported by 

participants regarding the barriers facilitators encountered when implementing educational 

strategies to cultivate empathy are displayed in Table 48. 

Table 48 

Barriers Facilitators Encountered When Implementing Educational Strategies to Cultivate 

Empathy 

          

      Participant       

Code A B C D E F G H I J K L M N 

Lack of participant buy-in X              

Uncomfortable with emotional  

     aspect of nursing 

 X             

Lack of awareness, value, buy- 

     in of facilitator 

 X  X       X    

Lack of facilitator skill,  

     knowledge, and  

     effectiveness 

 X    X  X     X X 

Participant traits (low  

     empathy, culture,  

     education, spirituality) 

  X         X X  

Challenging to teach empathy  X X            

Too many facilitators or  

     participants/inconsistencies 

    X        X  

Time constraints        X X X     

Lack of support for facilitators  X      X       

Lack of human and fiscal  

     resources 

        X      

Lack of realism/fidelity           X    

 

Findings 3.6.1.  One participant (7.1%) described lack of participant buy-in as a barrier 

to implementing educational strategies to cultivate empathy.  PA explained, “Again, it goes back 

to the student buy-in.” 

One participant (7.1%) reported that facilitators may be uncomfortable with the 

emotional aspect of nursing.  PB explained, 
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I would say, in general, any of the emotional type of content, most nursing sim people . . . 

probably others too, but my familiarity is mostly nursing . . . is that they're uncomfortable 

with the emotional aspect.  And so, if I can't really define what empathy is, or I'm just not 

one of these "touchy-feely" type of people. 

Three participants (21.4%) suggested that a barrier to facilitators implementing 

educational strategies to cultivate empathy was lack of awareness or buy-in to the value of 

empathy.  PB explained, “If I don't value that, and I think that undergrad objectives should all be 

hard skills, then if I don't value it, it's not going to come off as well or as meaningful for the 

student to learn from.”  PD added, “If it's not on your mind, and you are not using that 

terminology, you might miss it. . . .  I think it is an awareness or value issue.” 

Five participants (35.7%) reported lack of facilitator skill and knowledge as a barrier to 

implementing educational strategies that promote empathy.  PB asserted, “I need you to be a 

good facilitator so that the students walk away from here" empathic.  

PF explained the following:  

As a facilitator there is skill in asking the open-ended questions.  Perhaps it is the skill in 

asking the open-ended question and then doing something with the answer to illicit 

another open-ended question. . . .  I think as you become a skilled debriefer you get into a 

rhythm, and you can kind of see where the participant could go. 

Three participants (21.4%) reported that student traits, such as low empathy, culture, 

educational background, and spiritual beliefs, can be a barrier for facilitators implementing 

educational strategies.  PC explained how a student might not “have innate empathy.”  PL 

expressed how a “student's culture” can be barrier. 
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Two participants (14.3%) suggested that it was challenging teaching empathy.  PC 

explained that “trying to teach empathy is not easy.”  PB added that empathy was a topic that 

was “tough for a new faculty to facilitate.” 

Two participants (14.3%) suggested that too many facilitators or participants caused 

inconsistencies in simulations.  PE explained, 

I think there are so many players. . . .  Each week we run the same sim and there's 10 

groups, so there is at least two, if not three other people who are running the scenario, so 

everyone is going to have a little bit different spin on it...I think just consistency among 

the facilitators. 

PM explained, “When you have so many facilitators and a very loose framework, more 

consistency is definitely a barrier.”  

Three participants (21.4%) suggested that time constraints were a barrier for facilitators 

implementing educational strategies that cultivated empathy.  PI described, “The barriers would 

just be time.”  PJ added, “I think it falls back to the time constraint of making sure you are 

covering everything that needs to be covered during the simulation.” 

Two participants (14.3%) suggested that a lack of support for facilitators could be a 

barrier when trying to implement educational strategies to cultivate empathy.  PB explained how 

empathy might be a difficult topic for new faculty: 

To facilitate and support, we may then go to that person and say, "Well, we want you to 

observe this one.  I'll lead it.  You be my co-lead, or something like that.  We'll share it. 

And then, you'll see how I lead it, and then the next time you'll be the lead."  Making sure 

that they have that support and information ahead of time. 

PH added the following: 
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I think any time you look at facilitators or as faculty, they're willing to do things, but 

training is really important and follow-up and support and all of those types of things that 

will help them to feel like that it is important. 

One participant (7.1%) explained how a lack of fiscal and human resources could be a 

barrier for facilitators trying to implement educational strategies that cultivated empathy.  PI 

articulated, “The barriers would just be time and financial resources.  Time and human resources 

to do it.” 

One participant (7.1%) suggested that a lack of realism or fidelity could be a barrier for 

facilitators when trying to implement educational strategies.  PK shared that “lack of fidelity” 

was a barrier. 

AQ 3.7. What barriers to fostering empathy related to the simulation participant do 

nursing simulation faculty identify?  The barriers to fostering empathy related to the 

simulation participant are explored in the next section.  The author explored the barriers to 

students developing empathy in nursing simulations and whether students have a difficult time 

being empathic toward a mannequin. 

Interview question 44: Describe the barriers to students developing empathy in 

nursing simulations.  Qualitative data reported by participants regarding the barriers to students 

developing empathy in nursing simulations are displayed in Table 49. 

Table 49 

Barriers to Students Developing Empathy in Nursing Simulations 

          

      Participant       

Code A B C D E F G H I J K L M N 

Developing burnout X X X            
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Table 49 Continued 

      Participant       

Code A B C D E F G H I J K L M N 

Participant traits (personality, 

     background, experience, 

     Millennial students,  

     empathy levels) 

X X X  X X   X     X 

Lack of realism X X          X X  

Buy-in/value X X  X X X  X     X  

Not a positive learning  

     environment 

  X            

Anxious/overwhelmed   X   X       X  

Focus on skills and technology X   X    X     X  

Use of mannequins           X X X  

Participants doing prep work          X    X 

Grade focused            X X  

Not doing the simulation well      X         

Not an objective        X        

 

Finding 3.7.1.  Three participants (21.4%) discussed how too much empathy could lead 

to burnout.  PA discussed how nurses cannot be empathic with all patients: 

I think it's important to have empathy, but it's difficult sometimes.  You just have to block 

yourself sometimes because there's so much emotion that is associated with it.  I don't 

know if you could be empathetic with every single patient because I think you burn out 

very quickly.  

PC questioned the following: 

Are we going to exacerbate burnout earlier in a novice student's career because we've 

forced them to communicate and empathize?  When I was a novice nurse, my empathy 

was to my detriment because I would pour my heart and soul into every patient I cared 

for, and I would go home empty.  Now I know where to draw the line in my empathy.  So 

it's okay maybe that students do lose some of that empathy because they're losing an 
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idealistic empathy.  It's not that they're totally losing their ability to be empathetic.  

They're learning how to work as a nurse and still self-care.  So there's a balance.  

Seven participants (50%) suggested that students’ personal traits were barriers in 

developing empathy in nursing simulations.  Some of the participant traits that were described 

were a participant’s personality, background, experience, empathy level, and Millennial status.  

PC explained that a lack of experience was a barrier to developing empathy, “They are novice 

nurses, and they are also fearful of making a mistake.”  PE discussed innate empathy levels, 

“Some people are a little bit more empathetic.” 

Four participants (28.6%) discussed how lack of realism in simulations was a barrier for 

students developing empathy.  PA explained, “It all goes back to the realism.  Because if it's not 

realistic, they're not going to have empathy.  They're just going to be like, I want in and I want 

out.”  PL discussed how there was a lack of realism in simulation when mannequins were used.  

For example, “The barrier comes from the mannequin.  They realize they're looking at this 

patient, and they're realizing that it's not a real human being.  Why should I have to be 

empathetic?” 

Seven participants (50%) discussed how when empathy was not valued, participants had 

difficulty buying into a simulation and developing needed empathy.  PB explained how 

facilitators might not value empathy: 

Whether I value it or not, if we are talking about it and leaving it in the debriefs to the 

very end, with 2 seconds before they left the room, then that is not setting a whole lot of 

value to that particular topic.  And so, valuing it involves making sure that it is not the 

last thing that is discussed. . . .  If not, you are sending out nonverbal signals about 
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empathy.  It is just something that you do if you happen to have enough time or it's not 

that important that you are kind of poo-pooing it. 

PD discussed how when simulations were focused on the technology and the realism of empathy, 

students had difficulty developing empathy.  For example,  

The realism piece, where, if they're focused primarily on tasks, skill, accomplishment, 

with technology and it doesn't get framed for them beyond that, I can see how there could 

be a limited ability to have empathy be in their experience. 

One participant (7.1%) discussed how important it was to provide students with a positive 

learning environment in order to decrease their anxiety.  Not having a safe learning environment 

can diminish a student’s ability to develop empathy in nursing simulations.  PC explained, “So in 

order to decrease that fear, we need to make simulation a positive environment.” 

Three participants (21.4%) explained how participants who were anxious or 

overwhelmed had difficulty developing empathy in nursing simulations.  PC explained,  

The biggest barrier is their anxiety.  When they come to simulation, it is the one thing 

they cannot master in a textbook.  They cannot read and prepare for it so they can get an 

A.  It's not surface level learning.  It's deeper.  That is the biggest barrier for them because 

it really is a grade based on their human experience and their human reaction, which 

makes it really difficult for them. 

PM discussed how students were overwhelmed with all of the learning outcomes that they must 

master.  For example, 

I think they are also very overwhelmed with how many things they need to do as a new 

nurse that they even forget to [be empathic]. . . .  They are very task oriented at that point 

and, as a novice, they can't multitask to save their lives.  
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Four participants (28.6%) reported that students focused on skills and technology instead 

of the interpersonal skills needed to develop empathy in simulations.  PD explained students 

were “focused primarily on tasks, skill, accomplishment, with technology.”  PH added the 

following:  

They like the tasks.  They like checking it off.  They like knowing that they checked off 

their skills.  They like knowing that they went in and did all the things that they were 

supposed to do regardless of what was going on with the patient.  So, they checked the 

monitor, did their vital signs, administered the drug, they got the drug out.  What the drug 

is for, who cares? 

Three participants (21.4%) reported the use of mannequins as a barrier to developing 

empathy in nursing simulations.  PM explained, “I am sure the mannequin thing, talking to a 

mannequin and pretending, is very hard.”  PL added, “The barrier comes from the mannequin.” 

Two participants (14.3%) suggested that a barrier to students developing empathy in 

simulation pedagogy was the students’ follow through in doing the required prep work.  PJ 

explained, “Getting them to do the prep.”  PN added, “We are assuming students actually do the 

assignments ahead of time.  I can't guarantee that.” 

Two participants (14.3%) discussed how students were very grade focused and how this 

could be a barrier to students learning and developing empathy in nursing simulations.  PL 

explained how a student was upset at not getting an A in simulation, “I didn't get an A, professor.  

But did you learn anything?”  PM added, “I have had kids argue with me with an 85. . . .   It's not 

a learning [environment] . . . .   they get very competitive.”  

One participant (7.1%) suggested that when facilitators did not develop and implement 

quality simulations that this could be a barrier to students developing empathy in simulation 
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pedagogy.  PF answered, “Not doing the simulation well.  Not paying attention to the design, to 

the objective, to the preliminary aspect, the fictional contract.”  

One participant (7.1%) suggested that empathy not being an objective of simulation 

scenarios could be a barrier to students developing empathy in simulation pedagogy.  PG 

explained, “I think that it's probably a piece that is missing from many simulation scenarios.” 

Interview Question 45: Tell me about whether the students have a difficult time 

being empathic toward mannequins?  Qualitative data reported by participants regarding 

whether students had a difficult time being empathic toward mannequins are displayed in Table 

50. 

Table 50 

Participant Responses About Whether Students had a Difficult Time Being Empathic Toward 

Mannequins 

         

       Participant      

Code A B C D E F G H I J K L M N 

Yes X X X  X X  X X   X X X 

Depends on student X X  X X   X X X X  X X 

Engagement important X  X    X        

Peer judgement when  

     participant is buying in 

 X             

Need to use standardized  

     patients or confederates 

  X X X X  X X  X   X 

Faculty difficulty buying into  

     mannequins 

  X            

Takes time/experience of  

     participant 

 X  X           

Educational or debriefing  

     strategies important 

           X   

Improved realism helps  

     students to be more  

     empathic 

   X  X    X     

 

Finding 3.7.2.  Ten participants (71.4%) reported that students did have a difficult time 

being empathic toward mannequins.  PC answered, “Yes, 100%.  They have a difficult time 
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being empathic towards mannequins.  It is one of their biggest complaints that they really 

struggle speaking to a mannequin as if that mannequin was human.”  PE added, “Definitely. 

Again, they don't believe it's a real person.” 

Ten participants (71.4%) reported that it depended on the student.  PA shared the 

following:  

I think they do.  Again, I think the degree of difficulty is dependent upon each individual 

student.  Some students are really just open minded and will speak to the patient, to the 

mannequin, like it's a real patient, like they would with respect, and they don't just 

pretend to do things.  They actually do it, and then there's some who are just like, yeah, 

okay, whatever, won't even look at the mannequin because they're so task oriented. 

PJ explained, “I think that that varies by student.” 

Three participants (21.4%) suggested that engagement in simulations was important.  PA 

discussed how important the instructor acting as the voice of the patient was in getting students 

engaged in the simulation.  For example, “If I won't say anything as the instructor, as the voice of 

the patient, they probably wouldn't even speak to me.”  PG discussed how keeping students 

engaged and busy was important for them buying into being empathic toward the mannequin, “I 

think it's keeping the students busy enough where they don't have the time to think that it's a 

mannequin; they really just think, the patient is responding, and things are happening, and the 

student has much to do.” 

One participant (7.1%) discussed how peer judgement could be a barrier to students 

buying into being empathic toward a mannequin.  PB shared the following: 
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When you get to the point when you're talking to them about emotions, again, without 

having any type of emotional cues coming back at you, you really are like, "I don't see 

the value.  It seems silly.  I think people are going to make fun of me."  

Eight participants (57.1%) suggested the need to use standardized patients or 

confederates to help improve students’ empathy levels.  PE shared, 

I think if they were standardized patients, it would probably be a different experience for 

them.  Seeing someone with real emotions and someone crying or being in pain, they 

might be more apt to be a little bit more empathetic with them.   

PC added, “It is really important to incorporate standardized patient programs so you have a mix 

into the curriculum.” 

One participant (7.1%) discussed her own challenges in buying into a mannequin.  PC 

explained, “Even for myself, and I've done high-fidelity simulations in OB since 2012.  Noelle 

just doesn't always cut it for me.  Most of the time she does, but sometimes it's difficult to” buy 

in. 

Two participants (14.3%) suggested that it takes time and experience with the 

mannequins for the students to be more comfortable being empathic toward them.  PB explained, 

“We do break down our students enough so that they really do start talking to the mannequin 

about it because we're really looking for them to engage in however much they can with a 

mannequin.”  PD also discussed how it takes time for students to engage more with the 

mannequins, “I think we do a lot of work supporting each other, by not giggling and laughing 

and all those initial things that happen in the beginning.  I think after the second sim, and the 

sims in our program, it's just like, they're in.” 
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One participant (7.1%) reported that the facilitators’ educational or debriefing strategies 

were important in students developing empathy.  PL shared, “It is not until we lead them along 

and sometimes it's not until we are debriefing that they get that aha moment.” 

Three participants (21.4%) suggested that improved realism of a simulation helped 

students to be more empathic.  PF explained, 

We have a dying mannequin.  He is very pale and mottled and has rhonchus.  His eyes 

are closed, and the wife is over his body. . . .  It is a young man dying of cancer, and his 

young wife is draped over the mannequin's chest.  It is very, very powerful.  So attention 

to the right details will improve that problem.   

PJ added that when the mannequin had a “voice, and they ask the question, and the voice comes 

back.  I don't think that they then find much difficulty being empathetic.” 

AQ 3.8. What barriers to fostering empathy related to simulation outcomes do 

nursing simulation faculty identify?  The barriers to fostering empathy related to simulation 

outcomes are explored in this section.   

Interview Question 47: Can you describe any other barriers to improving empathy 

in nursing students and incorporating empathy in simulation pedagogy?  Qualitative data 

reported by participants regarding any other barriers to improving empathy in nursing students 

and incorporating empathy in simulation pedagogy are displayed in Table 51. 
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Table 51 

Additional Responses Regarding Barriers to Improving Empathy in Nursing Students and 

Incorporating Empathy in Simulation Pedagogy 

         

      Participant       

Code A B C D E F G H I J K L M N 

Problems with defining and  

     measuring empathy 

 X             

Fiscal or human resources  

     needed 

X X   X      X  X  

Lack of buy-in/value by  

     administration, faculty, and 

     participants 

X X  X X  X X     X X 

Lack of role modeling  X  X           

Lack of interpersonal quality  

     of mannequins 

 X             

Lack of resources for  

     standardized patients 

 X   X          

Lack of training     X   X     X  

Lack of self-reflection   X            

Difficult to teach empathy              X 

Student anxiety/stress and  

     grading simulations 

    X          

Time and effort needed     X   X     X  

Participant traits (experience, 

Millennial traits) 

X     X   X   X   

Fast pace, high acuity, low  

      staffing, clinical  

     environment 

 X             

Facilitators not empathic              X 

 

Findings 3.8.1.  One participant (7.1%) suggested that a barrier to improving empathy 

levels in nursing students and incorporating empathy in simulation pedagogy was the problem of 

defining and measuring empathy.  PB explained,  

If they all don't understand what the construct is, and what the goals and objectives are, 

and how this might fit into their roles as nurses, it's going to be difficult for them to really 

treat it authentically as a valued trait for nurses.   
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Five participants (35.7%) suggested that one barrier was the fiscal and human resources 

required to promote empathy in nursing simulations to improve nursing students’ empathy 

levels.  PA explained, “If we are talking about moving away from simulations that target 

empathy from the mannequin to the standardized patient, I think that money is always a barrier.”  

PE added, “Definitely, finances.  Being able to get supplies and props that would make it more 

realistic” is a barrier.  PE answered, “There are always human resources” that are needed. 

Eight participants (57.1%) reported that another barrier was the lack of buy-in to the 

value of incorporating empathy in simulation from administration, faculty, and participants.  PA 

explained, “Buy-in from the dean potentially, and then it just trickles down because if the dean 

buys in, most likely everybody else is going to buy in as well.  I think it starts at the top 

leadership and trickles down.”  PB shared, “If it is not a highly valued characteristic or trait of 

what you want your nurses to come out being competent in, if it's not valued, then that's a 

barrier.” 

Two participants (14.3%) reported lack of role modeling as a barrier to nursing students 

developing empathy.  This lack of role modeling could be from students not practicing it in 

simulation, not seeing role modeling of empathy in clinical, or nursing faculty not role modeling 

empathy.  PB described the following: 

You go to clinical for the socialization into nursing, and you probably have very limited 

opportunity to see any of the bedside nurses demonstrating empathy because of the pace 

right now of healthcare or the lack of comfort in dealing with some of those interpersonal 

emotional topics.  If we don't cover it in simulations, you're probably not going to have 

nursing students experience it in any type of role modeling.  And so, that is sad, now that 

I think about it.  
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PD explained how important role modeling was in showing the value of empathy: 

I feel like if we want to have empathy be part of practice, we have to model empathy in 

our classes.  When they don't see it, I think that can get in the way of this not being a 

valuable commodity of interpersonal relations.  If it's not valued, but it's only valued in a 

clinical practice situation, but not outside of that, then that sounds sort of hypocritical to 

me. 

One participant (7.1%) discussed the lack of interpersonal qualities of mannequins as 

being a barrier to students developing empathy in simulations.  PB discussed the awkwardness 

students felt in talking with a mannequin, “Other than feeling silly talking to a mannequin.” 

Two participants (14.3%) discussed lack of resources for standardized patients as a 

barrier.  PB expressed, “Not having the resources to hire actors or to even have the training in 

how to role-play empathy.”  PE asserted that their program needed to “get standardized patients” 

as a way to improve empathy. 

Three participants (21.4%) suggested that lack of training was a barrier to fostering 

empathy and improving simulation pedagogy.  PE explained that they needed “trained faculty to 

be able to do the simulations and debrief appropriately.”  PH added that “training” was required.  

One participant (7.1%) discussed that how a lack of self-reflection by students could be a 

barrier to improving empathy.  PC explained the following: 

 I think definitely the biggest barriers are making sure that students understand who they 

are as a people in order to engage with other people and be empathetic to their situation. 

Understanding your own personal bias is huge.  Then moving through the program and 

maintaining that empathy that you came with, maintaining it to a level that isn't 

detrimental to yourself.  That's a difficult thing to teach.  It comes with experience, it 
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really does, but there are times when I always say to my students, the minute you walk in 

and you no longer have any empathy or you can't feel for that patient is the day that you 

should probably walk away from nursing because if it doesn't tug at your heart, then 

you're not doing your job.  

One participant (7.1%) suggested that it was difficult to teach empathy.  PN explained, 

“We don't necessarily know how to teach it, and so we are at a loss, and so it is easier to stick 

with stuff we've always done.” 

One participant (7.1%) suggested that student anxiety or stress resulting from simulations 

being grading could be a barrier to cultivating empathy levels and improving simulation 

pedagogy.  PE expressed it this way: 

I feel like the students are so stressed about grades . . . this is a very competitive program 

. . . they argue over a point here, a point there, and they're just so stressed about stuff. . . .  

We grade our simulations and it counts towards their classroom grade, so I think if we 

did not grade them, it would be a different experience. . . .  I think that it adds just such a 

higher level of distress to the scenario, and you want it to be a safe environment.  You 

want them to be able to feel comfortable.  I think if we got rid of the grading that would 

be big. 

Three participants (21.4%) suggested that time and effort could be a barrier to cultivating 

empathy and improving simulation pedagogy.  PE explained, “Time.  Their schedules are so 

jam-packed that they truly only have 1 day a week that they can come to sim.”  PH discussed 

how time and effort can be barriers for facilitators, “Time and the effort to developing the 

scenarios, how they incorporate it” in simulations. 
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Four participants (28.6%) discussed how participant traits, such as their experience and 

qualities of being a Millennial student, can be a barrier to fostering empathy and improving 

simulation pedagogy.  PF explained the following:  

They are Millennials.  They are lacking certain socialization skills because of social 

media and the way they communicate.  Some students find it very difficult to sit down 

without a device and look at another person and hold a hand and keep eye contact.   

PI explained, 

I can see that this generation, these Millennial students, have difficulty with a lot of their 

personal communication issues because they don't really spend a lot of time doing that. 

They are on their cell phones all the time, and the way they communicate is texting.  I 

definitely see it in my career.  They have a difficult time expressing themselves. 

One participant (7.1%) discussed how the current clinical environment could be a barrier 

for students developing and practicing empathy.  PB described the clinical environment as fast 

paced, high acuity, and with low staffing.  PB explained, 

The pace is too fast, staffing is not as good as it was a couple years ago, and the nursing 

shortage is expected to crescendo here in the next year and a half to really be significant. 

And time to talk and provide empathy is just not available. 

One participant (7.1%) suggested that a barrier to fostering empathy in nursing students 

and improving simulation pedagogy was when facilitators were unaware that they were not 

empathic.  PN explained, “The biggest barriers are faculties who don't even know they're not 

empathetic.” 
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Conclusion 

 This chapter presented the findings of this phenomenological nursing study exploring the 

strategies and barriers to weaving empathy into simulation pedagogy.  The data emerged through 

in-depth, semistructured interviews.  The chapter began with a restatement of the purpose of the 

study and the problem that was examined, followed by an explanation of how the findings were 

organized throughout the chapter.  The chapter continued with an examination of the diversity of 

the group of participants and continued with a narrative of the findings.  Chapter 5 provides a 

discussion of the findings from this study, followed by the researcher’s conclusions and 

recommendations for practice, education, and future research. 
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CHAPTER FIVE: SUMMARY, CONCLUSIONS, AND IMPLICATIONS 

 

 This chapter presents conclusions and recommendations based on the analysis of the data 

collected on nursing faculty strategies and barriers to weaving empathy into simulation 

pedagogy.  The chapter begins with a brief summary of this study, followed by the findings and 

conclusions about the strategies and barriers to weaving empathy into nursing simulation 

pedagogy.  The rationale for each conclusion contains pertinent findings analyzed in the context 

of prior research.  The chapter also contains recommendations related to nursing education, 

nursing practice, and future research.  Finally, the chapter concludes with the researcher’s final 

thoughts on the process of conducting this study and how this study informed the researcher’s 

own practice. 

Summary of the Study 

The purpose of this interpretive phenomenological study was to examine the strategies 

and barriers to weaving empathy into nursing simulation.  The study was conducted partly in 

response to personal experiences with trying to weave empathy into nursing simulation and 

seeing firsthand the improved health outcomes and patient satisfaction with empathic nursing 

care.  The overarching goal of this research was to create a culture of empathy in nursing 

simulation and improve nursing student empathy levels and simulation pedagogy.  The study 

began with a review of the literature to help understand the current knowledge base related to 

simulation pedagogy and empathy.   

Recently, there has been a shift from utilizing traditional didactic methods of teaching to 

using simulation pedagogy in order to better prepare nursing students with the knowledge and 

skills needed for competent practice in a complex healthcare environment (Gore, Van Gele, 
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Ravert, & Mabire, 2010).  Simulations, however, have limitations in that they may not connect 

nurses with the thoughts and feelings of their patients.  Dean et al. (2016) suggested that students 

immersed in simulation training utilizing mannequins might lose perspective on the patient’s 

lived experience and not develop quality interpersonal communication skills, including empathy, 

which are at the core of the nurse-patient relationship.  This lack of connection with real patients 

may lead to nursing students becoming more distant and less empathetic.  It is important that 

nurse educators develop evidence-based best practices to improve empathy levels of nursing 

students and improve simulation pedagogy.  A blueprint is needed for creating a culture of 

empathy that permeates every aspect of simulation pedagogy.  This includes the context of the 

simulation, setting, nursing curriculum, simulation objectives, simulation design, educational 

strategies, and facilitator and participant roles.  By weaving empathy into every aspect of 

simulation pedagogy, nursing educators can create a culture of empathy that aids in fostering 

empathy in nursing students.  Also, understanding the barriers to cultivating empathy in 

simulation pedagogy and identifying strategies that are currently being used or could be used to 

weave empathy into simulation pedagogy is important in developing a blueprint for creating a 

culture of empathy in simulation.   

Conceptual Framework 

 The conceptual framework used for this study was the NLN Jeffries simulation theory 

(Jeffries, 2016).  It was selected primarily because it provided an appropriate lens through which 

to explore the different elements of simulation.  The theory is well-respected, has a strong 

theoretical foundation, and has been applied in numerous studies in nursing (for a review, see 

LaFond & Vincent, 2013).  The NLN Jeffries simulation theory consists of eight concepts: 

context, background, design, simulation experience, facilitator, educational strategies, 
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participant, and outcomes (Jeffries, 2016).  According to this theory, the context influences three 

interdependent elements: background, design, and the simulation experience.  The simulation 

experience is grounded in an environment of trust, where learning is collaborative, interactive, 

learner-centered, and experiential.  The concepts within the simulation experience include the 

facilitator, participant, and educational practices.  The elements of simulation lead to desired 

outcomes.   

Research Questions 

  The research questions in this study were derived from the conceptual framework and 

were as follows: 

 RQ1: What are nursing simulation faculty reports regarding the importance of integrating 

empathy into simulation pedagogy? 

RQ2: What strategies do nursing simulation faculty identify as fostering empathy into simulation 

pedagogy?  

 AQ 2.1. What strategies related to the simulation context do nursing simulation faculty 

recommend for incorporating empathy? 

AQ 2.2. What strategies related to the simulation background do nursing simulation 

faculty recommend for incorporating empathy? 

 AQ 2.3. What strategies related to the simulation design do nursing simulation faculty 

recommend for incorporating empathy? 

 AQ 2.4. What strategies related to the simulation experience do nursing simulation 

faculty recommend for incorporating empathy? 

 AQ 2.5. What strategies related to the simulation facilitator do nursing simulation faculty 

recommend for incorporating empathy? 
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 AQ 2.6. What strategies related to the simulation facilitators’ educational strategies do 

nursing simulation faculty recommend for incorporating empathy?  

 AQ 2.7. What strategies related to the simulation participant do nursing simulation 

faculty recommend for incorporating empathy?  

 AQ 2.8. What strategies related to simulation outcomes do nursing simulation faculty 

recommend for incorporating empathy? 

RQ3: What are the barriers to fostering empathy in nursing simulations that faculty identify?  

 AQ 3.1. What barriers to fostering empathy related to the simulation context do nursing 

simulation faculty identify? 

AQ 3.2. What barriers to fostering empathy related to the simulation background do 

nursing simulation faculty identify? 

 AQ 3.3. What barriers to fostering empathy related to the simulation design do nursing 

simulation faculty identify? 

 AQ 3.4. What barriers to fostering empathy related to the simulation experience do 

nursing simulation faculty identify?  

 AQ 3.5. What barriers to fostering empathy related to the simulation facilitator do 

nursing simulation faculty identify? 

 AQ 3.6. What barriers to fostering empathy related to the simulation facilitator’s 

educational strategies do nursing simulation faculty identify? 

 AQ 3.7. What barriers to fostering empathy related to the simulation participant do 

nursing simulation faculty identify?  

 AQ 3.8. What barriers to fostering empathy related to simulation outcomes do nursing 

simulation faculty identify?  
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Methodology 

This qualitative research study used an interpretive phenomenological approach by 

interviewing nursing simulation faculty to identify strategies that they used and believed could 

be helpful in weaving empathy into simulation pedagogy, as well as the barriers.  This method 

was chosen because interpretive phenomenology is used to “enter another’s world and to 

discover the practical wisdom, possibilities, and understandings found there” (Loiselle et al., 

2010, p. 179).  Nursing simulation faculty provided a thorough understanding of how to weave 

empathy into simulation pedagogy and recognized the barriers to creating a culture of empathy in 

simulation. 

The participants were nursing simulation faculty at large colleges and universities with 

both baccalaureate and graduate nursing programs on the East Coast of the United States.  

Universities with both undergraduate and graduate programs were targeted because they were 

more likely to have larger simulation programs and use simulation pedagogy more frequently.  In 

addition, larger institutions likely have more resources devoted to their simulation programs.  

Participants for this phenomenological research study were identified through purposive and 

snowball strategies.  Data for the study were gathered through individual interviews utilizing an 

interview protocol guide developed by the researcher.  Each participant in the study was 

interviewed for approximately 60 - 90 minutes.  A participant demographic form (see Appendix 

B) was given to the participants.   

Participant Demographics  

  Table 52 presents demographic information about the participants.  
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Table 52  

Participant Demographics 

Variable n % 

Gender   

          Male 0 0 

          Female 14 100 

   

Age   

          20 to 29 1 7.1 

          30 to 39 3 21.4 

          40 to 49 1 7.1 

          50 to 59 7 50 

          60 and above 2 14.3 

   

Race/ethnicity   

          White/non-Hispanic 13 92.9 

          Hispanic 1 7.1 

   

Educational level   

          Doctoral (PhD, EdD) 6 42.9 

          Doctoral/DNP candidate 2 14.3 

          DNP (practice) 1 7.1 

          Master’s 4 28.6 

          Bachelor’s 1 7.1 

   

Certifications*   

          CHSE 3 21.4 

          GNP-BC 1 7.1 

          FNP-BC 1 7.1 

          CCRN 1 7.1 

          CPAN 1 7.1 

          HNB-BC 1 7.1 

          ANEF 1 7.1 

          ACNP-BC 2 14.3 

          CCNS 1 7.1 

          Simulation 1 7.1 

          RNC-OB 1 7.1 

          CNE 1 7.1 

   

Years in current position   

          1 to 5 years 10 71.4 

          6 to 10 years 3 21.4 

          11 to 15 years 0 0% 

          16 to 20 years 0 0% 

          21 to 25 years 1 7.1 
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Table 52 Continued 

Variable n % 

Years in academia   

          1 to 5 years 3 21.4 

          6 to 10 years 5 35.7 

          11 to 15 years 2 14.3 

          16 to 20 years 0 0 

          21 to 25 years 2 14.3 

          26 years or more 2 14.3 

   

Clinical expertise*   

          Critical care 7 50 

          Emergency 1 7.1 

          Education 5 35.7 

          Geriatrics 2 14.3 

          Women’s health 3 21.4 

          General/medical surgical 3 21.4 

          OR/postanesthesia 2 14.3 

          Orthopedics 1 7.1 

          Pediatrics 1 7.1 

          Psychiatric 1 7.1 

   

Training in nursing simulation   

          Yes 14 100 

          No 0 0 

Note. * = participants could select more than one response, which accounts for the totals 

exceeding 100%. 

 

The sample of 14 nursing simulation faculty were all female (N = 14, 100%).  The participants’ 

ages ranged from 29 to 63, with an average age of 48.7 years (SD = 11.6).  Participants were 

primarily White/non-Hispanic (92.9%). Almost half of the sample (42.9%) held a doctoral 

degree in nursing.  Three participants (21.4%) responded that they held certified healthcare 

simulation educator (CHSE) certification.  The participants reported that they held their current 

position for an average of 5.6 years (SD = 5.1), with a range of 1 to 22 years.  The largest 

number of participants (n = 10, 71.4%) had spent 1 to 5 years in their current position.  

Participants’ years in academia ranged from 3 to 26 years, with the average being 12.9 years (SD 

= 8.5).  A third (35.7%) of the participants had spent 6 to 10 years working in academia.  Of the 
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14 participants, half (n = 7, 50%), had experience in critical care.  All 14 participants (100%) had 

some training in simulation.  

Data Analysis 

 In qualitative research, the purpose of data analysis is to organize, provide structure to, 

and draw meaning from the data (Polit & Beck, 2014).  An interpretive approach to data analysis 

was employed.  This interpretive approach was derived from Heideggerian hermeneutics.  The 

methodologic process included analyzing data by utilizing a hermeneutic circle (Polit & Beck, 

2014).  The essence of the phenomenon was explored through a blend of the participants’ 

responses, the researcher’s understanding, and other significant data (Wojnar & Swanson, 2007).  

Diekelmann et al.’s (1989) multistage analysis was used to systematically identify the categories, 

relational themes, and constitutive patterns of interview transcripts.   

Summary of Key Findings 

The following finding is associated with Research Question 1. 

Finding 1  

Weaving empathy into nursing simulation pedagogy is important. 

 The following findings are associated with Research Question 2. 

Finding 2 

  Buy-in is important at many different levels.  There needs to be buy-in to the concept of 

empathy and to the pedagogy of simulation, as well as buy-in by both the facilitator and the 

participants engaged in the simulation.  There needs to be a united effort to buy into the value of 

empathy in order to weave it into simulation pedagogy; this united effort comes from national 

organizations, administrators, nursing programs implementing empathy into the curriculum, 

nursing faculty in both content and simulation pedagogy, and participants.  They must all value 
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empathy and be motivated to support empathy in simulation pedagogy.  Strategies identified by 

participants in this study about how to improve buy-in included valuing empathy at the national 

level (e.g., through national organizations), utilizing simulations designed to foster empathy, 

including an orientation in the briefing to help students suspend disbelief, treating simulation like 

actual clinical experiences, and engaging participants. 

Finding 3 

Realism is an important component for buy-in to occur.  There needs to be a thoughtful 

layering of realism in simulations.  The layering of realism should include use of standardized 

patients and confederates, facilitator’s voice as the patient’s when using a mannequin, props and 

moulage, realism in the environment and the scenario or story, and content experts.  Not all 

students can buy into mannequins; therefore, the integration of standardized patients into 

simulation pedagogy is also important. 

Finding 4 

Creating a positive, empathic learning environment is important in order to weave 

empathy into nursing simulation pedagogy. 

Finding 5 

Educational and design strategies should include role modeling, reflection, and 

storytelling and engage students in the patient’s perspective.   

Finding 6 

Facilitator training is important to ensure that successful educational strategies for 

cultivating empathy are employed.  Facilitators need appropriate knowledge, skills, and 

motivation to cue nursing students in empathy, utilize probing questions during debriefing, and 

teach students to develop a toolbox of empathic statements.   
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Finding 7 

Curricular scaffolding of empathy should be developed by nursing programs engaging 

students in community service, teaching empathy in the classroom, and incorporating 

simulations in multiple content areas.  Curricular scaffolding helps novice nursing students 

develop their empathic knowledge and skills for application in clinical settings.  

Finding 8 

Nursing experts need to clarify the concept of empathy.  Empathy is incorporated along 

with many different concepts.  It needs to be better defined and assessed so nursing simulation 

faculty can better evaluate empathy. 

The following findings are associated with Research Question 3. 

Finding 9 

National organizations, administrators, content and simulation pedagogy faculty, and 

nursing students often don’t value or buy into supporting empathy.  There tends to be a focus on 

technological and hard skills over soft skills like empathy.   

Finding 10 

Too much content in the nursing curriculum in both didactic and simulation pedagogy 

dilutes the concept of empathy. 

Finding 11 

Lack of realism makes it difficult for students to suspend disbelief and buy into simulated 

scenarios.  The use of mannequins makes it difficult for nursing students to have an interpersonal 

connection with their simulated patient and develop empathy.  
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Finding 12 

Fiscal and human resources are needed to weave empathy into simulation pedagogy.  It 

requires substantial time and effort to change and incorporate empathy. 

Finding 13 

Lack of facilitator knowledge, skills, values, and role modeling of empathy are barriers to 

incorporating empathy.   

Finding 14 

The competitive environment creates an atmosphere in which students are focused on 

grades and not on the knowledge and skills learned in simulations.   

Finding 15 

Certain participant characteristics can be barriers to developing empathy in nursing 

simulations.  These include innate empathy level, background, culture, personality, spirituality, 

anxiety, level of experience, and education, as well as being technology and grade focused and 

being a Millennial student. 

Finding 16 

It is challenging teaching and evaluating empathy due to the lack of clarity around the 

concept of empathy. 

Conclusions 

This section offers the conclusions that were developed from the study findings.  A 

rationale for each conclusion is provided, incorporating insights from prior research.  Given the 

small number of participants in the study, the conclusions should be viewed as tentative 

propositions suitable for testing through further research. 
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Research Question 1 

The following conclusions are associated with Research Question 1. 

Conclusion 1.  It is important to weave empathy into nursing simulation pedagogy. 

Findings from this study closely align with previous research suggesting that empathy is 

an important concept in nursing (Alligood, 2005; Brunero et al., 2010; Kunyk & Olson, 2001; 

Reynolds, 2002).  In particular, all 14 participants reported the importance of integrating 

empathy into simulation pedagogy.  Rationales given by participants included the following: it is 

a professional trait (n = 8, 57.1%), it is part of quality patient-centered care (n = 8, 57.1%), it is 

lacking in Millennial students (n = 5, 35.7%), it is often overlooked in our technology focused 

society (n = 2, 14.3), learning empathy through simulations can be done in a safe learning 

environment (n = 2, 14.3%), it can foster a higher level of learning (n = 1, 7.1%), and it is 

necessary for students to be successful nurses (n = 1, 7.1%).   

Similar to findings in the literature, study participants stressed the importance of 

integrating empathy into simulation pedagogy because empathy is a professional trait and an 

essential component of patient-centered care.  The AACN (2008) published the Essentials of 

Baccalaureate Education for Professional Nursing Practice, which established empathy as one 

of the core professional values of nursing.  Research shows that empathy is a critical attribute of 

effective communication and of a therapeutic nurse-patient relationship (Brunero et al., 2010; 

Cunico et al., 2012; Dearing & Steadman, 2009; McMillan & Shannon, 2011).  Empathy is also 

an integral component of patient-centered care (Bauchat et al., 2016; Epstein & Street, 2011).  

Simulation has been shown to be an effective method to teach empathy (e.g., Bearman et al., 

2015; Chaffin & Adams, 2013; Dearing & Steadman, 2009; Eymard et al., 2010; Maruca et al., 

2015; Vanlaere et al., 2012).  
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Participants suggested that it was important to weave empathy into simulation pedagogy 

because there were barriers to developing empathy inherent in both the culture of Millennial 

students and in the technology focused society in which we live.  Howe and Strauss (2003) found 

Millennials to be confident, special, sheltered, team oriented, conventionally minded, high 

achieving, and pressured.  Fater (2010) suggested Millennials have limited exposure to 

individuals experiencing serious illness or disability because they are sheltered and young.  

Millennials have grown up utilizing technology and are strongly connected to social media.  

Digital communication used by Millennials is often devoid of the emotional cues experienced in 

face-to-face interactions (Terry, PharmD, & Cain, 2016) and can lead to more impersonal 

interactions (Walther, 2011).  As a result, nurses in hospitals can fixated on tasks and technology 

at the expense of communicating empathically with their patients (Neto et al., 2006).   

Lastly, simulation provides an opportunity to learn and practice empathy in a safe 

environment, allowing participants to achieve a higher level of learning.  Simulation provides a 

controlled learning environment in which students can make mistakes and practice important 

skills (Nehring & Lashley, 2010).  Simulation pedagogy has been used to achieve a higher level 

of learning by improving students’ knowledge (Brannan & Bezanson, 2008; Dearmon et al., 

2013; Gates, Parr, & Hughen, 2012), skill performance (Alinier, Hunt, & Gordon, 2004), learner 

satisfaction (Dearmon et al., 2013; Lapkin, Levett-Jones, Bellchambers, & Fernandez, 2010), 

critical thinking (Cant & Cooper, 2010; Rhodes & Curran, 2005; Wood & Toronto, 2012), and 

self-confidence (Dearmon et al., 2013; Reilly & Spratt, 2007; Scherer, Bruce, & Runkawatt, 

2007; Sinclair & Ferguson, 2009).  Deliberate practice through simulation pedagogy increases 

competency (Barsuk, McGaghie, Cohen, O’Leary, & Wayne, 2009). 
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Research Question 2 

 The following conclusions are associated with Research Question 2. 

Conclusion 2.  Buy-in regarding empathy is important at many different levels of 

simulation pedagogy.   

There needs to be buy-in to the importance of the concept of empathy and to the 

pedagogy of simulation, as well as buy-in by both the facilitator and participants engaged in 

simulation.  There needs to be a united effort to buy into the value of empathy in order to weave 

it into simulation pedagogy; this united effort comes from national organizations, administrators, 

nursing programs, nursing faculty, and participants.  Stakeholders must all value empathy and 

support empathy in simulation pedagogy.  

There needs to be greater awareness that an empathic healthcare provider positively 

impacts patient satisfaction (Beckman & Frankel, 1984; Bertakis et al., 1991; Fields et al., 2004; 

Kim et al., 2004; Pollak et al., 2011; Thorne et al., 2004), compliance (Kim et al., 2004; 

Winefield et al., 1995), patient-centered outcomes (Benner & Wrubel, 1989; Derksen et al., 

2013; Hojat et al., 2011; Kelley et al., 2014; LaMonica et al., 1987), and professional satisfaction 

(McGilton et al., 2006).  Utilizing simulations designed to cultivate empathy can have a positive 

impact on patient-centered outcomes (Bauchat et al., 2016).   

Strategies identified by the participants in this study about how to improve buy-in 

included the following: national organizations valuing empathy, simulations focusing on 

empathy, orientation helping students suspend disbelief, simulations being treated like actual 

clinical experience, and participants engaging in multiple opportunities to develop empathy.  The 

literature supports the concept of a briefing orientation designed to engage participants in a 

fiction contract (Muckler, 2017).  A fiction contract is a joint agreement between the facilitator 
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and participant in which the facilitator agrees to make the simulation as real as possible, and the 

participant agrees to suspend disbelief and act as if the scenario is real (INACSL Standards 

Committee, 2016d).  Part of the fiction contract is treating simulation like clinical.  Participant 

engagement is important for buy-in and must be acquired for a higher level of learning to occur 

(Ullom, Hayes, Fluharty, & Hacker, 2014). 

Conclusion 3.  Authenticity is a critical component for buy-in to occur regarding 

empathy.   

The results of this study indicate that authenticity is an important component for buy-in to 

occur regarding empathy.  There needs to be a thoughtful layering of authenticity throughout 

simulated experience in which empathy is a desired outcome.  The findings support layering the 

authenticity of the simulation by using standardized patients and confederates, using the 

facilitator’s voice as the patient’s when using a mannequin, incorporating props and moulage, 

creating realism in the environment and the scenario or story, and utilizing content experts.  

According to Jeffries (2016), the goal of simulation is “creating contextual learning 

environments that replicate crucial practice situations” (pp. 44-45).  Therefore, creating an 

authentic learning environment is a key component for improved empathy using simulation 

pedagogy. 

The ability to suspend disbelief is optimized by the physical, conceptual, and 

psychological fidelity of the simulation (Jeffries, 2016; Paige & Morin, 2013).  Muckler (2017) 

found that the suspension of disbelief was affected by the fidelity of the simulation, the 

emotional buy-in, and how learners assigned meaning.  Not all students can buy into a scenario 

with the use of mannequins; therefore, the integration of standardized patients into simulation 

pedagogy is important.  The use of standardized patients has been shown to improve empathy 
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(Urness, 2016) and therapeutic communication skills (MacLean, Kelly, Geddes, Della, 2017; 

Webster, 2014).  Schlegel, Shaha, and Terhaar (2009) found that nursing students’ 

communication skills were significantly better than those of a control group when using 

standardized patients.  However, not all simulation programs can utilize standardized patients. 

When using mannequins, it is important to bring the mannequins to life or add confederates to 

improve the psychological fidelity of the simulation (Nicholson, 2012).  Confederates include 

“an individual other than the patient who is scripted in a simulation to provide realism, additional 

challenges, or additional information for the participant” (Simulation Innovation Resource 

Center, 2018).  Confederates acting as family members help to engage participants in the lived 

experience of the patient.   

Bridging the patient’s story and context is necessary when working with mannequins 

(Power et al., 2016).  The backstory provides the context of the simulation.  Utilizing content 

experts helps to the ensure an authentic backstory and that the simulation is carried out as 

realistically as possible.  The physical fidelity relates to the equipment and physical environment 

(Paige & Morin, 2013).  Utilizing props, wardrobe, and moulage can make a simulation more 

authentic and adds to the psychological fidelity.  Moulage is a “technique of creating simulated 

wounds, injuries, diseases, aging processes, and other physical characteristics specific to a 

scenario” (INACSL Standards Committee, 2016d, p. s43).  Similar to findings in this study, 

moulage, props, and voice interaction of the facilitator coming through the mannequin help 

improve learning and make for a more genuine experience (Seckman & Ahearn, 2010).  

Strategies aimed at improving the authenticity throughout the simulation are critical when 

fostering empathy. 
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Conclusion 4.  Creating a positive, learner-centered environment that is grounded in 

empathy is essential to weaving empathy into nursing simulation pedagogy. 

Rudolph, Raemer, and Simon (2014) suggested that creating a psychologically safe 

container is critical for engaging learning.  Psychological safety is needed in order for students to 

take risks, feel they can make mistakes in a safe environment, and be more engaged in learning 

(Muckler, 2017).  The academic safety during simulations takes into consideration the risk of 

academic failure and negative judgment by faculty and peers, which can impair learning (Ganley 

& Linnard-Palmer, 2012).  Simulation faculty must create an environment that is learner-

centered and that doesn’t threaten the academic or psychological safety of the participant.  

According to INACSL Standards of Best Practice: Professional Integrity (INACSL Standards 

Committee, 2016), simulation faculty must foster and role model professional integrity with an 

element of compassion.  Facilitators must recognize that simulations can cause anxiety (Cato, 

2013).  Creating a positive, learner-centered environment helps to minimize anxiety and create 

an environment that fosters empathy. 

Conclusion 5.  Educational and design strategies should include role modeling, 

reflection, storytelling, and engagement of students in the patient’s perspective.   

Nurse simulation faculty play a key role in fostering empathy by employing educational 

and design strategies, such as role modeling, reflecting, storytelling, and engaging students in the 

patient’s perspective.  Role models can shape behaviors, attitudes, and skills learned by students 

(Armstrong, 2008; Burgess et al., 2016; Mikkonen et al., 2015; Shapiro, 2002; Weissman et al., 

2006).  Armstrong (2008) suggested that role models have an important responsibility to be 

“gatekeepers” in learning.  A teacher’s empathy can influence a nursing student’s learning and 

professional development (Mikkonen et al., 2015).  Weissman et al. (2006) found clinical 
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medical education instructors taught humanistic and professional values almost exclusively by 

role modeling.  All 14 participants in this study suggested that role modeling was a strategy to 

cultivate empathy. 

According to INACSL Standards of Best Practice: Simulation Debriefing (INACSL 

Standards Committee, 2016), “Learning is dependent on the integration of experience and 

reflection” (p. s21).  Reflection helps nurses make sense of practice; develop critical reasoning 

and judgement skills; acquire new learning; and change actions, behaviors, and perspectives 

(Atkins & Murphy, 1993; Bulman & Schultz, 2013; Dreifuerst, 2009).  Debriefing after each 

simulated experience with novice nursing students is an essential best practice (Bremner, 

Aduddell, Bennett, & Van Geest, 2006).  Effective simulations that meet objectives must have 

high quality, theory-based debriefings (Hayden et al., 2014).  The use of refection provides a 

valuable tool for simulation educators trying to cultivate empathy in nursing simulation 

pedagogy. 

Storytelling has also been shown to cultivate empathy (Billings, 2016; Davidson, 2004; 

Fairbain, 2002; Kumagai, 2008;  Kumagai, Murphy, Ross, 2009).  It represents a means to 

understanding a patient’s lived experience and provides an avenue for increased patient-centered 

care.  The power of story can also inform and provide students with unforgettable insight into the 

patient’s perspective (Kawashima, 2005).  Storytelling, as a teaching method, can help nurses 

connect and empathize during the patient’s journey (Davidson, 2004; Billings, 2016; Kumagai, 

2008).  Storytelling has a unique ability to persuade and motivate the listener because it 

influences one’s emotions and ability for empathy (Yaghmaei, Monajemi, & Soltani-Arabshahi, 

2014).  Students can improve empathy, develop more effective interpersonal skills, and practice 
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more patient-centered care when they hear patients’ stories (Costello & Horne, 2001; Wood & 

Wilson-Barnett, 1999). 

Getting students engaged with the patient’s perspective is another vehicle for fostering 

empathy.  Simulations have been used in which students took on the role of the patient, such as 

being a schizophrenic patient and hearing voices (Chaffin & Adams, 2013; Dearing & Steadman, 

2009), taking on the role of an elderly patient (Eymard et al., 2010; Vanlaere et al., 2012), and 

wearing an ostomy bag for 48 hours (Maruca et al., 2015).  Another way for students to connect 

with the patient’s perspective is by using real patients during debriefing to facilitate 

understanding and enhance empathy (Diaz-Agea, Jimenez-Rodriguez, Garcia-Mendez, 

Hernandez-Sanchez, Saez-Jimenez, Leal-Costa, 2017).  Embracing the patient’s perspective 

prior to a simulation through community service (Brown & Bright, 2016), clinical experiences 

(Arrington, 1997), shadowing a patient (Henry-Tillman et al., 2002), a training course (Ancel, 

2006; Cunico et al., 2012; Cutcliffe & Cassedy, 1999; Nardi, 1990; Ozcan, Oflaz, & Bakir, 2012; 

Taylor et al., 2009), and arts and humanities approaches (DeVito, 1999; Dow, Leong, Anderson, 

& Wenzel, 2007; Garrison, Lyness, Frank, & Epstein, 2011; Gaufberg & Williams, 2011; Ozcan, 

Bilgin, & Eracar, 2011; Shapiro & Rucker, 2003; Sheehan et al., 2013) can foster a patient-

centered perspective and empathy. 

Conclusion 6.  Facilitator training is integral for ensuring that educational strategies 

that cultivate empathy are employed.   

Findings from this study closely align with previous research that confirmed that 

facilitator training was integral in fostering students’ empathy.  Facilitators need appropriate 

knowledge and skills to cue nursing students in empathy, utilize probing questions during 

debriefing, and teach students to develop a toolbox of empathic statements.  According to 
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INACSL Standards of Best Practice: Simulation Facilitation (INACSL Standards Committee, 

2016), effective simulation outcomes require facilitators to have knowledge and skills in 

simulation pedagogy.  This includes the facilitator going through formal coursework prior to use 

of simulation pedagogy and taking part in continuing education offerings.  Arthur, Levett-Jones, 

and Kable (2013) identified facilitator training and preparation as essential qualities that 

facilitators bring to simulations.  Faculty development and evaluation of facilitator effectiveness, 

ensure that participants engaged in simulation will exhibit consistent and desired outcomes 

(Jeffries, Dreifuerst, Kardong-Edgren, & Hayden, 2015). 

Conclusion 7.  Curricular scaffolding helps novice nursing students develop their 

empathic knowledge and skills for application in clinical settings.  

Curricular scaffolding of empathy should be developed by nursing programs to engage 

students in community service, teach empathy in the classroom, and incorporate simulations in 

multiple content areas.  More than half of the participants in the present study (n = 10, 71.4%) 

suggested that empathy was woven into their curriculum and that this was demonstrated through 

classroom instruction, simulations designed to improve empathy, and community service.  All 14 

participants identified simulation experiences that they had used or planned to use to cultivate 

empathy.  The identified simulations were performed in different content specialties, such as 

psychiatric, obstetric, pediatric, medical-surgical, oncology, and geriatric nursing and were 

conducted at the undergraduate graduate level.  In addition, participants identified important 

topics in nursing that could be used in simulation experiences to foster empathy, such as 

socioeconomic issues, care for diverse populations, care for the dying, transgender patients, 

opioid addicted patients, and interdisciplinary training.  Two participants (14.3%) suggested 

utilizing community service opportunities to illicit empathy from students.  According to this 
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study’s participants, scaffolding of didactic instruction, simulation, and community service 

provided the best avenue to foster empathy. 

The deliberate and meaningful scaffolding of empathy in the curriculum helps empathic 

skills in nursing students.  Benner (1984) distinguishes between five levels of competency in 

nursing practice—novice, advanced beginner, competent, proficient, and expert.  The novice 

stage is characterized by a lack of knowledge and experience in clinical situations.  Novice 

nursing students who do not practice being empathic in medical situations will likely not be able 

to be competent once in clinical practice.  Deliberate practice through simulation pedagogy 

increases competency (Barsuk et al., 2009).  McGaghie, Issenberg, Petrusa, and Scalese (2006) 

found a strong correlation between the number of hours spent in simulation training and 

educational outcomes.  Foster, Sheriff, and Cheney (2008) found that utilizing simulation 

scenarios with other educational activities such as lectures was more effective than utilizing 

simulations alone.  Therefore, adding classroom instruction and prebriefing assignments is 

expected to enhance learning.  Similar to findings from previous research, two participants 

(14.3%) in this study discussed how scaffolding of knowledge and skills could cultivate empathy 

in simulation.  Further scaffolding of empathy can extend to students being engaged in 

community service opportunities.  Community service has been used to teach caring (Brown & 

Bright, 2016) and empathy (Groh, Stallwood, & Daniels, 2011).  Curricular maps can be used 

ensure important concepts are addressed and incorporated in nursing programs (Jeffries, 2016) 

and the scaffolding of empathy in nursing education. 

Conclusion 8.  Nursing experts need to clarify the concept of empathy.   

There is consensus that empathy is a critical component of the nurse-patient relationship 

(Alligood, 2005; Brunero et al., 2010; Morse et al., 1992; Peplau, 1997; White, 1997; Yu & Kirk, 
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2008).  However, there is some difficulty and disagreement in defining exactly what empathy is 

or entails (Alligood, 2005; Hojat, 2007; Morse et al., 1992).  Morse et al. (1992) identified 

empathy as a cognitive, behavioral, emotional, and moral process.  In addition to having various 

definitions, empathy is also associated with many different concepts, such as compassion, caring, 

sympathy, and pity.  Empathy can also be under an umbrella of other concepts, such as patient-

centered care and effective or therapeutic communication.  The participants in the present study 

referred to the different concepts in their discussions about empathy and had different definitions 

of empathy.  Empathy needs to be better defined and assessed so nursing simulation educators 

can better incorporate and evaluate empathy in simulation (Yu & Kirk, 2008).   

Research Question 3 

The following conclusions are associated with Research Question 3. 

Conclusion 9.  National organizations, administrators, content and simulation pedagogy 

educators, and nursing students often don’t value or buy into supporting empathy.   

The healthcare environment is rapidly evolving and increasing in complexity.  There is a 

higher acuity of patients, and the work environment is becoming highly technical (Jeffries, 

2005).  Educators tend to focus on the technical abilities to prepare students for a complex 

practice environment (Conway, 1994; Ray & Overman, 2014).  As a result, there tends to be a 

focus on technological and hard skills over soft skills like empathy (Rose & Parker, 1994).  

Technical competency is often valued over human connectedness (Ward et al., 2012).  However, 

effective nursing practice combines both the art and science of nursing (Henry, 2018; Jennings, 

1986; Peplau, 1988).  The marginalization of the arts and humanities within nursing curricula 

was expressed by the participants in this study. 
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Conclusion 10.  Too much content in the nursing curriculum in both didactic and 

simulation pedagogy dilutes the concept of empathy. 

Those in nursing education have been troubled by the increasing saturation of content 

occurring over recent years (Giddens & Brady, 2007).  Educators are faced with what to include 

in a course and what to exclude (Ironside, 2004).  The IOM (2003) cited an “overly crowded” (p. 

38) curriculum as one of the many issues needing to be reformed in nursing education.  The 

results are additive curricula, where educators are constantly adding more content without taking 

anything out (Diekelmann, 1992).  Content overload can overwhelm a learner (Diekelmann, 

2002), and dilute important content (Jeffreys, 2016), such as empathy (Ozcan et al., 2012; Ward 

et al., 2012).   

Conclusion 11.  Lack of authenticity makes it difficult for students to suspend disbelief 

and buy into simulated scenarios.   

Suspending disbelief allows nursing students to believe that a simulation is a genuine 

clinical situation.  Researchers have suggested that having more authentic simulations leads to 

greater learner engagement and more effective simulation (Muckler, 2017).  However, not all 

students can suspend disbelief.  There are also limitations related to the realism of mannequins 

(Hravnak, Beach, & Tuite, 2007).  Low-fidelity simulators make it more difficult for participants 

to suspend disbelief (Galloway, 2009).  Dean et al. (2016) suggested that students immersed in 

simulation training utilizing mannequins might lose perspective on the patient’s lived experience 

and not develop quality interpersonal communication skills, including empathy, which are at the 

core of the nurse-patient relationship.   

Conclusion 12.  Resources are needed to weave empathy into simulation pedagogy.  It 

requires substantial time and effort to change and incorporate empathy. 
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The participants in this study identified that human and financial resources were 

necessary to incorporate empathy into simulation pedagogy.  In addition, time and effort were 

required to change the current curricular map and design and implement simulations with 

empathy.  Half of the participants suggested they had the necessary resources to promote 

empathy in simulation.  However, participants chosen for this study, came from large nursing 

programs where resources were likely more plentiful.   

In the literature, the utilization of simulation carried significant costs (Gaba, 2004).  The 

high cost of simulation laboratories can be prohibitive for many nursing programs (Bland & 

Sutton, 2006; Harlow & Sportsman, 2007; Haskivitz & Koop, 2004).  McIntosh et al. (2006) 

calculated the initial cost of a simulation renovation at $876,485 with a fixed cost per year of 

$361,425.  The initial capital expenditures to develop a simulation lab, in addition to the ongoing 

expenses of running a lab, can be a significant barrier for nursing programs to embrace 

simulation as pedagogy.  The costs associated with running a simulation lab includes faculty 

training, equipment, laboratory space, purchasing simulations, and staff needed to run the lab.  

Simulation scenarios require additional time and resources (Feingold et al., 2004).  The time and 

effort needed to design, implement, and evaluate simulation is also substantial (Waldner & 

Olson, 2007).  The additional time required needs to be considered when examining faculty 

workload (Jones & Hegge, 2008). 

Conclusion 13.  A facilitator’s lack of values, knowledge, skills, and role modeling are 

all barriers to incorporating empathy into simulation pedagogy. 

In the present study, faculty simulation training varied between programs.  Lack of 

facilitator knowledge and skills, role modelling, and interest in empathy were all perceived as 

barriers to incorporating empathy.  Jones, Reese, and Shelton (2014) defined facilitators’ values 
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as a “principle, standard, or quality considered worthwhile or desirable” (p. 354); thus, 

facilitators must value empathy if they are going to incorporate empathy into nursing simulation.  

If improved empathy is the desired outcome, then facilitators’ knowledge and skills are critical to 

having the desired impact.  Parsh (2009) found that teaching ability was a key characteristic of 

simulation facilitators.  Taibi and Kardong-Edgren (2014) found that “despite persistent or 

increasing pressures to use simulation, faculty remain inadequately trained and simulation 

remains under-used” (p. e51).  Fey (2014) found that most facilitators had no training in 

debriefing, and less than 20% had their competence assessed.  Facilitators use their knowledge 

and skills in debriefings to maximize learning.  Incompetently run debriefing sessions impairs 

clinical judgment (Jeffries, 2012).  Prion (2008) found poorly executed simulations without 

proper equipment led to ineffective teaching of desired outcomes.  Educators need the proper 

skills and knowledge to run simulations effectively (Seropian et al., 2004).  

Role models can shape behaviors, attitudes, and skills learned by students (Armstrong, 

2008; Burgess et al., 2016; Mikkonen et al., 2015; Shapiro, 2002; Weissman et al., 2006).  

Armstrong (2008) suggested that role models have an important responsibility to be gatekeepers 

in learning.  A teacher’s empathy can influence a nursing student’s learning and professional 

development (Mikkonen et al., 2015).  As such, a lack of good role models can be a barrier to 

learning empathy (Afghani et al., 2011). 

Conclusion 14.  A highly competitive environment fosters an atmosphere in which 

students are focused on grades and not on the knowledge and skills learned in simulations.   

High levels of anxiety can occur during clinical experiences (Moscaritolo, 2009).  

Cheung and Au (2011) found that nursing students struggled to perform psychomotor skills 

during anxiety-producing situations.  Turner and Lander McCarthy (2017) also found that high 
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levels of stress and anxiety negatively affected learning.  Webster (2010) found that students 

who were “consumed with feelings of fear, anxiety and apprehension” (p. 91) were not able to 

demonstrate empathy in a reflective journal for patients with mental illness.  Simulations have 

been suggested as a strategy to reduce anxiety before students begin clinical rotations; however, 

the literature regarding anxiety and simulations is mixed.  Some studies have shown simulations 

decrease anxiety (Dearmon et al., 2013; Gore et al., 2011) and improve self-confidence 

(Dearmon et al., 2013; Reilly & Spratt, 2007; Scherer et al., 2007; Sinclair & Ferguson (2009).  

However, simulations can also evoke anxiety in nursing students (Neilsen & Harder, 2013).  

Many nursing programs are utilizing high-stakes testing with simulations to evaluate learning 

and competency of students.  However, students’ perceptions of high-stakes testing are that it 

impairs their learning and causes stress during simulations (Cordeau, 2010; McClenny, 2018), 

which is consistent with the findings in the present study.  The psychological safety of the 

simulation is threatened when students fear they will face academic failure or negative 

judgement by their simulation educators and peers (Ganley & Linnard-Palmer, 2012). 

Conclusion 15.  Students’ personal characteristics can be barriers to developing 

empathy in nursing simulations.   

Findings from this study closely align with previous research suggesting that individual 

traits can be barriers to developing and displaying empathy.  According to the study participants, 

student characteristics identified as barriers included the following: Millennial generation, innate 

empathy level, background, culture, personality, spirituality, anxiety, experience, and education, 

as well as being too focused on technology and grades.  Alligood (1992) classified empathy as 

innate and trained.  Innate, or basic, empathy can vary from one person to another and is what 

one is born with, and trained empathy can be taught with practice and experiences.  Nurses and 
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nursing students have varying levels of empathy, which are influenced by a number of variables: 

personality, gender, interpersonal style, culture, social confidence, environment, and level of 

communication skills (Brunero et al., 2010).  The literature suggests that gender has an influence 

on empathy levels, where females generally have higher empathy levels than their male 

counterparts (Cunico et al., 2012; Hojat et al., 2002; Tavakol et al., 2011).  A person’s 

personality (Hojat et al., 2005; Magalhaes et al., 2012) and cultural background can be 

moderators of empathy (Cassels et al., 2010).  Evidence also suggests that empathy declines 

among nursing students as they progress in their education (Ward et al., 2012).  Webster (2010) 

found that students who struggled with anxiety prior to an empathy intervention were unable to 

demonstrate empathy.  Technology can interfere with a nurse’s ability to be empathic and focus 

on the human perspective (Neto et al., 2006; Lodyga et al., 2011; Watson, 2009).  There is little 

research regarding empathy and Millennial students, their spirituality, and their focus on grades. 

Conclusion 16.  The lack of clarity around empathy as a concept makes it challenging to 

teach and evaluate. 

Empathy has been viewed by many researchers as a multidimensional process (Barrett-

Lennard, 1981; Davis, 1983, 1996; Larson & Yao, 2005; Squirer, 1990).  Researchers have 

varying conceptualizations of empathy, and it remains "a contested and complex concept to 

understand, experience, practice, and teach" (Williams & Stickley, 2010, p. 752).  Further, 

empathy can be confused with similar concepts, and differentiation from these concepts is 

important for understanding empathy.  Included among similar concepts are compassion, caring, 

sympathy, and pity.  Empathy can also fall under an umbrella of other concepts, such as patient-

centered care and effective or therapeutic communication.   
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For the purposes of this study, the researcher utilized Morse’s (1992) definition as a lens 

to explore empathy.  According to Morse’s definition, empathy has four components: cognitive, 

emotive, behavioral, and moral.  Participants in this study identified different components when 

asked to define empathy.  Most participants (n = 12, 85.7%) viewed empathy as having a 

cognitive component.  Half of the participants (n = 7, 50%) viewed empathy as having an 

emotive component.  The behavioral component of empathy was referenced by five participants 

(35.7%).  There were no participants who identified a moral component of empathy.  

Participants’ definitions of empathy can impact how they design, carry out, evaluate, and 

research simulations involving empathy.  Conceptual clarity is needed in nursing education, 

practice, and research. 

Recommendations for Nursing Education, Practice, and Future Research 

This research has many important implications related to the strategies and barriers to 

weaving empathy in nursing simulation.  Findings and conclusions from this study provide 

recommendations for nursing education, nursing practice, and future research.  These 

recommendations are presented in the following sections. 

Recommendations for Nursing Education 

The overarching goal of this research was to develop a deeper understanding of the 

strategies and barriers to weaving empathy into nursing simulation pedagogy, so that 

stakeholders and educators may develop a blueprint to improving simulation pedagogy and 

improve the empathy levels of nursing students.  The following sections provide 

recommendations that nursing organizations, administrators, nursing programs, and nursing 

educators in both didactic and simulation pedagogy can implement to weave empathy into 



 320 

nursing simulations in order to improve simulation pedagogy and empathy levels of nursing 

students. 

Recommendation 1.  A greater awareness and understanding of the benefits of empathy 

need to permeate nursing education.  Key stakeholders such as national organizations, nursing 

programs, administrators, simulation and content experts, and nursing students need to value 

empathy.  Nursing is both an art and a science, and both must be equally valued.  Policies need to 

be developed and resources need to be allocated that value empathy in nursing education. 

National organizations need to provide resources and grants to promote the value of empathy, 

develop and disseminate free simulations aimed at fostering empathy, and facilitate networking 

among simulation educators to generate ideas for fostering empathy. 

Recommendation 2.  Develop a curriculum map to ensure that important concepts such 

as empathy aren’t overlooked.  The curricular map should integrate curricular scaffolding of 

empathy in both nursing classes and simulation pedagogy in multiple content areas and have 

students engaged in community service. 

Recommendation 3.  Incorporate use of standardized patients and confederates to foster 

empathy in simulation pedagogy.  Standardized patients improve the authenticity of simulations 

and add a humanistic element to the pedagogy.  If mannequins are utilized, confederates playing 

the role of a family member can add a humanistic element within the simulation.  Confederates 

can enhance the conceptual fidelity and help to support the learning objectives.  Both the use of 

standardized patients and confederates can provide better insight into a patient’s perspective. 

Recommendation 4.  Since realism is important for buy-in to occur, simulation 

educators who design, implement, and evaluate simulation pedagogy must enhance the realism 

of simulations when fostering empathy.  Psychological fidelity is needed with scenarios designed 
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to improve empathy levels.  Mannequins have limitations, so using standardized patients or 

confederates to illicit empathy is important.  Incorporating props and moulage, creating realism 

in the environment and in the scenario or story, and utilizing content experts help to improve the 

psychological fidelity of simulations when trying to foster empathy. 

Recommendation 5.  Create a learning environment that is positive and empathic.  Using 

simulations as a summative evaluation to measure empathy should be approached with caution.  

Before summative evaluations are considered to evaluate empathy, there needs to be reliable and 

valid scenarios using standardized patients, clarification of the concept of empathy, and trained 

evaluators.  These factors need to be in place in order for high-stakes testing to occur.  

Recommendation 6.  Provide professional development for all nursing educators 

regarding the importance of empathy on patient care and the strategies to weave empathy into 

nursing simulation.  Nursing educators need to develop their knowledge and skills in order to 

shape students’ empathic ability.  Proper training can teach facilitators how to effectively role 

model empathy, cue nursing students’ in empathy, learn debriefing strategies, develop 

educational strategies that foster empathy, and provide nursing students with a toolbox of 

empathic statements.  National organizations should also provide a forum for simulation 

educators to network regarding best practices for fostering empathy. 

Recommendation 7.  Engage students in the patient’s perspective.  Empathy is having 

insight into another’s reality and acting on this knowledge in a caring manner.  Delving into the 

patient’s perspective can facilitate the fostering of empathy in novice nursing students.  This can 

be achieved by utilizing storytelling, designing a simulation with improved realism, debriefing 

about the patient’s perspective, having students take on the simulated role of patient, and having 
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students reflect on the patient’s perspective.  Students taking on this perspective can provide 

students with a greater understanding of the realities of the human experience. 

Recommendation 8.  The NLN Jeffries simulation theory (Jeffries, 2016) should be 

refined to include a patient-centered, empathic approach.  Jeffries’s theory is a popular 

framework to guide educators when utilizing simulations to facilitate outcomes.  It is grounded 

in the elements of trust, and it is experiential, learner-centered, collaborative, and interactive.  

Simulations should be grounded in the patient-centered, empathic care that is critical for nursing 

students to be successful nurses.  Simulation educators who design, implement, and evaluate 

simulations need to incorporate elements of patient-centered, empathic care into simulation 

pedagogy.   

Recommendations for Nursing Practice 

 This study identified strategies and barriers to weaving empathy into nursing simulation. 

As nursing graduates progress in their practice, the benefits of improved empathy should benefit 

patients and the greater healthcare system.  Nurses who are empathic are better able to develop 

therapeutic relationships with patients and are more likely to have a positive impact on patient 

satisfaction, compliance, and health outcomes.  Empathic nurses have been shown to 

demonstrate enhanced team member communication and improved professional satisfaction.  

Organizations whose nurses are more empathic can improve brand reputation and capitalize on 

market share.  The following sections provide recommendations for strategies to achieve these 

positive outcomes for patients, nurses, and healthcare organizations. 

Recommendation 1.  Hospitals utilizing simulation to foster nurses’ knowledge and 

skills can incorporate some of the strategies identified in this study to weave empathy into their 

simulation pedagogy.  For example, hospitals can provide in-services to their employees 
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regarding the importance of empathy on patient care outcomes and on positive HCAHPS survey 

results.  Simulations done at hospitals can also provide medical teams the opportunity to practice 

and improve their empathic skills in a safe environment.  The authenticity of the simulations 

should be enhanced by utilizing standardized patients.  Also, engaging the medical team in the 

patient’s perspective through storytelling is critical to fostering empathy.  Simulation educators 

based in hospitals should also attend training sessions aimed at developing the knowledge and 

skills involved in empathy. 

Recommendation 2.  National organizations need to develop simulation scenarios that 

cultivate empathy in nurses.  This can involve practice-based organizations such as the 

Association of Women’s Health, Obstetric and Neonatal Nurses developing simulation scenarios 

based on a nurse caring for a fetal demise and disease-based organizations such as the Sickle Cell 

Disease Association of America developing simulations to foster empathy for sickle cell patients 

and families.  The simulations developed can be used in hospital simulation centers or nursing 

education simulation labs. 

Recommendation 3.  Hospitals need to foster empathy in nurses and support self-care to 

prevent compassion fatigue.  Healthcare organizations need to invest in creating healthy work 

environments that foster empathy and prevent burnout.  Hospitals should provide mindfulness-

based stress reduction strategies to improve coping abilities.  Common stress management tools 

include meditation, yoga, visualization and guided imagery, and controlled breathing.  In 

addition, hospitals should employ innovative methods to reduce stress for staff such as massage 

or pet therapy, arts and humanities activities, serenity rooms, and zen gardens.  Nurses need to 

achieve a healthy work-life balance and build a good support network to prevent compassion 

fatigue. 
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Recommendations for Future Research 

 This study examined the strategies and barriers to weaving empathy into nursing 

simulation.  The following sections detail recommendations for future research. 

Recommendation 1.  Simulation pedagogy has become an integrated part of most 

nursing education curricula.  The findings from this study indicate that weaving empathy into 

simulation pedagogy is important and that there are many strategies and barriers to incorporating 

empathy into simulation pedagogy.  Although this adds to the body of research, there needs to be 

more research exploring the different strategies and barriers to weaving empathy into nursing 

simulations.  Future research can use different methodologies and explore different perspectives 

such as those of students, nursing content educators, simulation educators at smaller institutions, 

staff at hospital simulation centers, and other healthcare professionals regarding the different 

strategies and barriers to weaving empathy into simulation.  These perspectives could help 

reinforce the findings of this study and help generalize them to simulation pedagogy as a whole.  

Further, the strategies identified could be evaluated to determine their effectiveness at improving 

participants’ empathy levels.  For example, future research could explore whether using 

standardized patients or confederates help students appreciate the patient’s perspective and 

improve students’ ability to express empathy. 

Recommendation 2.  Participants in this nursing research identified different 

characteristics of nursing students that could be a barrier to developing empathy in nursing 

simulations.  The characteristics identified included the following: Millennial generation, innate 

empathy level, background, culture, personality, spirituality, anxiety, level of experience, 

education, technology focused, and grade focused.  Further qualitative studies could examine 

how these different variables influence students’ empathy levels. 
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Recommendations 3.  Facilitators’ knowledge and skills are essential in improving 

empathy in nursing students.  Effective professional development must be ongoing, include 

practice and feedback, and offer support for simulation educators.  Training must support faculty 

development of the knowledge and skills necessary for effective teaching and learning of 

empathy in simulation pedagogy.  Future research could develop a framework and structured 

guide for empathy training for facilitators and then evaluate different training programs that 

teach how to foster empathy in nursing students.  Studies should also explore which debriefing 

methods are most effective for fostering empathy. 

Recommendation 4.  Simulation scenarios for fostering empathy need to be developed 

in multiple nursing content areas.  These areas include obstetrics, pediatrics, psychiatry, 

geriatrics, medical-surgical, community, critical care, and oncology.  The topics of economic and 

social disparities, diversity, cultural awareness, and LGBTQ sensitivity should be woven into 

simulations to foster empathy.  Future research needs to determine which simulation scenarios 

are reliable and valid.  Measurement tools need to be developed and refined to measure empathy 

outcomes and the success of the different simulations.  Simulation is not standardized across 

programs, making it difficult to evaluate their generalizability.  Future research should explore 

methods to standardize simulation programs to ensure consistent outcomes. 

Recommendation 5.  The HCAHPS Survey measures empathic nursing communication 

as one measure of quality care.  Because the HCAHPS Survey is tied to reimbursement, hospitals 

undoubtedly value empathy as a needed skill for nurses.  Future research should explore hospital 

patients’ and administrators’ perceptions of the skills needed by nurses and compare them to 

nursing educators’ perceptions of the skills that are needed in practice.  
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Final Thoughts 

When I began my nursing journey, I was keenly aware of how important empathy had 

been when medical professionals had cared for my loved ones.  As a clinician, I have seen how 

empathy can improve outcomes and patient satisfaction.  Now as an educator, I have tried to 

cultivate empathy in my students.  Over the last few years, I have incorporated simulation as an 

additional pedagogy to teach maternity nursing.  I have worked on finding new ways to foster 

empathy in a laboratory setting with mannequins.  I believe that simulation can be a wonderful 

tool that allows students to practice being empathic nurses.   

This study emerged from both my own challenges fostering empathy in a lab setting, as 

well as my determination to find new strategies to weave empathy into this pedagogy.  The 

literature supports my belief that empathy is incredibly important and that empathic healthcare 

providers have an impact on patient satisfaction, patient compliance, patient health outcomes, 

and professional satisfaction.  Bearman et al.’s (2015) systematic review of 27 studies confirmed 

that simulation was an appropriate methodology for teaching empathy.  Weaving empathy into 

simulation pedagogy is a way to foster empathy in nursing students and improve simulation 

pedagogy.  The present study identified a number of strategies and barriers to weaving empathy 

into nursing simulation.   

Moving forward, I hope that this study will foster awareness regarding the importance of 

empathy.  Valuing empathy is truly the first step in this process.  The findings of this study 

provide willing educators some strategies for weaving empathy into nursing simulation 

pedagogy.  The strategies from this study include improving the authenticity of simulations, 

creating a positive empathic learner-centered environment, and implementing educational 

strategies aimed at fostering empathy.  I believe engaging students in the patient’s perspective is 
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an incredibly powerful tool—whether it is through wearing an ostomy, reflecting on the patient’s 

lived experience through illness, or watching digital stories of a patient’s perspective.  Digital 

storytelling has the potential to transform simulations. 

Administrators can also support fostering empathy by developing curriculum maps to 

ensure empathy is not overlooked, as well as guarantee proper resources for standardized patients 

and facilitator training and allow for re-evaluation of high-stakes testing in simulation.  National 

organizations also need to value empathy so it trickles down to all stakeholders.  National 

organizations can provide resources and grants to promote the work on empathy, develop and 

disseminate free simulations aimed at fostering empathy, and facilitate networking among 

simulation educators to generate ideas for fostering empathy.  Finally, NLN Jeffries’s simulation 

theory (2016) is grounded in the elements of trust: experiential, learner-centered, collaborative, 

and interactive.  Simulations should also be grounded in patient-centered, empathic care.  In 

order for students to move along Benner’s (1984) levels of proficiency, from novice to expert, 

students must develop their knowledge and practice their empathic skills in a safe environment.   

There are significant barriers that need to be overcome regarding weaving empathy into 

nursing simulation pedagogy.  However, I am inspired by the talented simulation educators who 

are continually reflecting and trying to improve their craft.  Simulation pedagogy is expanding 

tremendously, and the development and refinement of this pedagogy will continue.  Further 

research into this topic is essential to improving nursing education and patient-centered care.  
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Appendix A 

Interview Protocol Guide 

Date: 

Place: 

Interviewer: 

Interviewee: 

 

Instructions: 

 Individual interviews will follow interview protocol guide in order to ensure the reliability of 

the interviews.  

 At the time of each interview, the participants will be reminded of the purpose of the study, 

answer questions about the study, and ask participants to sign an Informed Consent Form 

(see Appendix E).  A copy of the Informed Consent Form will be given to each participant 

for their records. 

 Participants will be informed that their participation is voluntary and they can end the 

interview at any time without penalty or loss of benefits.  

 The researcher will identify the participant using a pseudonym with identifying letters (e.g., 

Participant A, B, C...).  

 The participant will be asked permission for the use of the digital recording device.  The 

recording device will then be turned on.  

 Participants will be asked to verbally verify that they signed the Informed Consent Form and 

that have been informed that their participation is voluntary.  The participants may end the 

interview and/or withdraw from the study at any time if desired without penalty.  

 The interviewer will ask questions and follow the interview guide. 

 Following the interview, participants will be given a $50 gift card.  

 A thank you note will be sent to all participants. 

 

Script: 

 

Thank you for volunteering to participate in this study. As you know, this study aims to explore 

strategies and barriers to weaving empathy into nursing simulation pedagogy.  I expect the 

interview to last about 1 hour and you may choose to stop at any time.  I encourage you to be as 

detailed as possible.  There are no right or wrong answers.  The goal of this research is to provide 

a rich and descriptive narrative about the strategies and barriers to weaving empathy into nursing 

simulation pedagogy from your perspective. 

 

I want to assure you that your identity will be protected and everything you say will be kept 

confidential.  Your feedback will be referenced with a pseudonym identification (such as 

Participant A) and will be combined with other nursing simulation faculty.  Your personal 

information will be stored separately from your responses.  At no time will your responses be 

associated with your name or the university where you work.  All electronic and paper records 

associated with this study will be stored in a secure location for a minimum of five years after the 

data is collected. 
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A $50 gift card will be given to you as a thank you gift for your participation in this study. 

In the event that you choose to stop the interview, you will not be asked to return the gift card. 

 

Do you have any questions or concerns about this study or interview?   

 

Before we begin, I would like you to read and sign the Informed Consent Form. 

 

SIGN INFORMED CONSENT FORM 

GIVE COPY OF THE INFORMED CONSENT FORM TO PARTICIPANT 

 

With your permission, I would like to create a digital record of this interview.  Please know that 

anything you share with me will be treated in confidence.  For purposes of this study, you will be 

identified as Participant ___ (e.g., A, B, C…).  

 

May I turn on the recording device? 

 

RECORDING DEVICE IS ON 

 

Before we begin, thank you so much for volunteering to participate in this research study.  Have 

you reviewed and signed the Informed Consent Form?  

 

Thank you...In order to provide some general information about the entire group of research 

participants in this study, I want to gather some demographic information.  Can you please fill 

out this form: 

 

FILL OUT FORM: 

 
Participant Demographic Form 

Participant ID:_________________       

Please answer all questions below:  

1. Gender: [  ] Male       [  ] Female 

2. What is your age?___________ 

3. What is your race/ethnicity? 

[   ] White, non-Hispanic                [   ] Black, non-Hispanic             [   ] Hispanic  

[   ] American Indian or Alaskan Native                [   ] Asian or Pacific Islander  

[   ] 2 or more races              [   ] Unknown  

4. What is your highest level of educational attainment level? 
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Appendix B 

Participant Demographic Form 

 
Please answer all questions below:                                                Participant ID:_________________       

10. Gender: [  ] Male       [  ] Female 

11. What is your age?___________ 

12. What is your race/ethnicity? 

[   ] White, non-Hispanic                [   ] Black, non-Hispanic             [   ] Hispanic  

[   ] American Indian or Alaskan Native                [   ] Asian or Pacific Islander  

[   ] 2 or more races              [   ] Unknown  

13. What is your highest level of educational attainment level? 

[   ] Associates                      [   ] Bachelors                       [   ] Masters 

           [   ] Practice (DNP)                             [   ] Doctoral (Ph.D., Ed.D)  

14. What nursing certifications have you obtained?_____________________________________ 

___________________________________________________________________________ 

15. How long have you been working in your current position as a nursing simulation 

faculty?___________________years 

16. How many years have you been a nurse educator in academia?__________________years 

17. What is your area(s) of clinical nursing expertise? (check all that apply) 

[   ] Administration    [   ] Oncology    [   ] Case Management   [   ]Community Health  

[   ] Critical Care  [   ] Emergency   [   ] Education   [   ] Geriatrics [   ] Infection Control  

[   ] Occupational Health   [   ] Women’s Health   [   ] General Medical/Surgical  

[   ] Neurology   [   ] OR/Postanesthesia    [   ] Orthopedics    [   ] Pediatrics   

[   ] Public Health    [    ] Psychiatric [   ] Rehabilitation [   ] School Nursing [   ] Urology 

18. Have you completed any training on nursing simulation? 

           [   ] Yes           [   ] No 
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Appendix D 

Recruitment Email  

 

Dear Colleague, 

 

I would like to invite you to participate in a doctoral research study exploring the strategies and 

barriers to weaving empathy into simulation pedagogy.  As a clinical nursing instructor and a 

nurse midwife, I am acutely aware of how important empathy is for nurses.  In your capacity as a 

simulation faculty, you are uniquely positioned to understand how empathy and simulation 

pedagogy can be improved. 

 

I am seeking volunteers for this research who are willing to be interviewed for approximately 60-

90 minutes.  

 

You will also receive a $50.00 dollar honorarium for participating in this research study.  I hope 

you will consider contributing to the knowledge base on strategies and barriers to weaving 

empathy into simulation pedagogy.   

 

Thank you for considering participation in this study.  Please feel free to contact me at any time 

for further information.  You may also contact my researcher advisor Donn Weinholtz, by phone 

at 860-768-4186 or by email at weinholtz@hartford.edu. 

 

Sincerely, 

 

Tamara Holland, MSN, CNM 
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Appendix E 

Informed Consent Form 

 

 

Researcher: Tamara Holland, MSN, CNM 

 

Researcher Advisor: Donn Weinholtz, PhD 

 

Study Title: Weaving Empathy into Simulation Pedagogy: Nursing Simulation Faculty 

Strategies and Barriers to Cultivating Empathy in Nursing Simulation Pedagogy 

 

Invitation to Participate  

You are invited to participate in a dissertation research study of nursing simulation faculty 

strategies and barriers to weaving empathy into simulation pedagogy. 

Purpose  

The objectives of this study are to identify the strategies that nursing simulation faculty are 

currently utilizing and believe could be effective in weaving empathy into nursing simulation 

pedagogy.  Also, to identify the barriers to weaving empathy into simulation pedagogy. 

Selection of Research Participants 

I am inviting you because you work in the capacity of a nursing simulation faculty.  

Description of Procedures  

I will be conducting an in-depth interview either in person, telephone or via skype, and with your 

permission I would like to audio tape the interview on a digital recorder. I will not be recording 

any identifying information and the interview should take between 60-90 minutes. The tape will 

be transcribed by an independent, professional transcriptionist and will be destroyed once it is 

transcribed.  

Risks and Inconveniences  

There are no known risks or benefits to you for your participation in this study. Your 

participation is entirely voluntary and you may choose not to participate or withdraw from the 

study at any time.  

Benefits  

The direct benefit to you will be a $50.00 honorarium.  In addition, you will be contributing to 

the body of nursing knowledge by developing strategies to improve simulation pedagogy and 

empathy levels of nursing students, and identifying barriers to weaving empathy into simulation 

pedagogy.  
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Assurance of Confidentiality  

Your name and any identifying information will not be recorded or communicated to anyone. A 

pseudonym and an identification letter will be assigned to your name and only the student 

researcher will have access to your name. All identifying information will be kept in a locked file 

cabinet to ensure confidentiality and will be shredded after five years of completion of the 

research study. 

You should also know that the University of Hartford Institutional Review Board (IRB) may 

inspect study records as part of its auditing program, but these reviews will only focus on the 

researchers and not on your responses or involvement.  The IRB is a group of people that 

reviews research studies to make sure they are safe for participants.  

Voluntary Participation  

You do not have to be in this study if you do not want to.  If you agree to be in the study, but 

later change your mind, you may drop out at any time.  There are no penalties or consequences 

of any kind if you decide that you do not want to participate.  

Do You Have Any Questions?  

Take as long as you like before you make a decision. I will be happy to answer any question you 

have about this study.  If you have questions about your rights as a research subject, please 

contact the University of Hartford Human Subjects Committee (HSC) at 860-768-5371 or 

hsc@hartford.edu.  The HSC is a group of people that reviews research studies and protects the 

rights of people involved in research.  

If you have further questions about this project or if you have a research-related problem, 

you may contact my research advisor or me.  

Researcher 

 

Tamara Holland, MSN, CNM 

Telephone #  

Email: t  

Researcher Advisor 

 

Donn Weinholtz, Ph.D. 

Telephone # 860-768-4186 

Email: weinholtz@hartford.edu 

University of Hartford 

200 Bloomfield Ave. 

West Hartford, CT  06117 

 

 

 

 

 






