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Background 
The Training Team in South Western Ambulance NHS Foundation Trust (SWAST) has been 
evaluating various methods to decrease the numbers of failures within student paramedic 
practical examinations, and has developed strategies for enhanced student experience and 
performance. This paper reviews a new paradigm for paramedic scenario-based education, 
focusing on the increased role of the tutor knowledge, and the enhancement of the importance of 
understanding logistical concerns in pre hospital care. 
 
The Theory: Setting the scene 
This paper outlines the methods used to develop a model for the use of training simulation in pre-
hospital care using case studies undertaken within a United Kingdom (UK) ambulance service and 
suggests a new paradigm for teaching emergency care to ensure increased performance. 
 



 
 
Fig 1: The Basic Concept (Halliwell et al. 2012) 
 
The authors consider the four stages that should be considered by tutors before their students are 
exposed to clinical scenarios for educational purposes. These stages of paramedic education are 
relatively unique since the teaching and understanding of logistical considerations are not 
necessarily a significant concern to other clinicians from wider health disciplines. In pre-hospital 
care our role includes the movement of patients and creation of access to patients, who may be 
trapped or requiring us to work within a confined space, in order that we can deliver our care (fig. 
1). 
 
The First Stage of the Paradigm: Technical Competence (fig. 1) 
Before attempting to run any clinical scenario or simulation the tutor must ensure that the student 
has the technical competence and clinical knowledge to perform the skill or task otherwise the 
scenario will be setting the student up to fail, and may be seen as a pointless exercise and we 
would not be achieving our objective. This is referred to by the Authors as the ‘How’, ‘Why’ and 
‘Who said’ of healthcare. 
 
Understanding the 'how' and ‘why’ of healthcare is vitally important and the authors believe that 
the tutors role in ensuring accuracy of information and having the ability to transmit the 
information in a method that is clearly understood by the student when teaching any information 
is key (fig. 10).  
 
The ‘who said’ of healthcare is the understanding of the underlying evidence, and the technical 
evidence, that underpins our profession. This is sometimes lacking in pre-hospital care, certainly in 
the UK, and it is only in recent years that UK Paramedics and ambulance practitioners have been 
undertaking clinical research. Advances are being made, however, and existing paramedic 
resources are now being updated to include evidence updated to include evidence bases; for 
example, the revision of Nancy Caroline (2012). 
 
Far too often, as senior managers with responsibility for deciding the future of failing students, we 
track the students performance and educational failures backwards from the point of failure to try 
and understand what may have gone wrong and establish why a student may have failed to 
perform.  Occasionally we find ourselves in a position where our tutors don't teach or know 
everything in the detail that they should have, and a failure in an assessment is linked to poor 
tutor knowledge rather than that of the student.  
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We don’t believe that we are unique in this finding as the quality of the education can be a 
determinant in the student’s future (Plato 1985). Banks et al (2000) described a simple construct 
model that tutors could use to develop their practice (fig. 2). This model indicates that teachers 
should ‘know their stuff’ (subject knowledge), ‘know how to teach their stuff’ (pedagogic 
knowledge) and know how to teach stuff’ in their institution (institutional knowledge) (p.23). The 
rapidly changing technological base that they are working from affects the design of the teaching 
process and the tutor knowledge.  

 
Fig 2: A simple construct model for tutors to develop their practice in teaching students (adapted 
from Banks et al. 2000) 
 
This concept can be linked to those found in research relating to the unconsciously incompetent 
proposed by Howell (1979, 1982), who described four elements of gaining competence. The first 
element is that of unconscious incompetence where the student’s perception is that they are not 
making any errors, but in reality they are making mistakes that they do not know about; here 
accurate feedback from the tutor is essential if practice is to be improved or changed. 
Unfortunately the tutor may have some responsibility for this, and the errors may be due to the 
fact that the tutor themselves have not been taught correctly, and simply do not know any better, 
or have misinterpreted the information that was provided. If we have unconsciously incompetent 
tutors there is a chance that the wrong information or poor practice may be passed on to students, 
and a cycle of poor performance could be reinforced. 
 
Next comes conscious incompetence where the student becomes aware of the errors and 
shortfalls in their knowledge, but is not sure how to address them; here accurate and effective 
training is key. The third element describes conscious competence where the student develops an 
understanding and begins to know what to do, and can differentiate between what works and 
what does not; here the students develops and hones their skills with experience and skills 
practice supported by the tutor. The fourth element describes unconscious competence with the 
student modifying their behavior and becoming intuitive (Ryan and Halliwell 2012). There is an 
advanced level described unconscious super competence when the performance is ‘effortless’ but 
this stage requires the input of reflective and evidence based practice, and a maturity of approach 
to the task (fig.3).  
 
We suggest that often tutors teach the processes and procedures that they were taught, thereby 
reinforcing many of the myths in pre hospital care. This is not uncommon in education where the 
'see one, do one, teach one' mentality may still exist. 
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Fig 3: The Human Learning Process Cycle (adapted from Palmer and Palmer 2007) 
 
The Second Stage of the Paradigm: Practical Application (Manikin) Competence 
The second stage in the process of reviewing the new paradigm for paramedic education is to 
consider the creation of muscle memory through skills practice. This concept is referred to as 
manikin competence, but this descriptor can change dependent on the task or activity being 
learnt. This occurs once the student has the technical ability and understanding, and it is 
preferable to allow them the opportunity to practice their technical skills on manikins or skills 
trainers. To achieve this stage the tutor must first ensure that they know how to use the 
simulation equipment (fig. 10). This stage creates physical dexterity, muscle memory (Krakauer 
and Shadmehr 2006), and assist with the building of mental bridges. It can be used to decrease the 
need for attention and creates maximum motor and memory system efficiency; for example, 
practicing Cardio-Pulmonary Resuscitation (CPR) in order to gain a feeling for the correct depth 
and rate of chest compression.  
 
Muscle Memory  
What does it mean to learn a new skill and go from 'novice' to 'expert' described by Benner 
(2001)? In the world of pre-hospital care this learning means memorising how to use our hands, 
and medical equipment in a coordinated way to save lives. But how does this memorising take 
place? 
 
At first, we need to concentrate in order to make our hands, arms and feet move in just the right 
way, based on our perceptions of the event. What we’re learning is precision; i.e. how to make 
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the correct depth of chest compression, or the appropriate technique of direct laryngoscopy 
without damaging the teeth. 
 
Fine et al. (2002, Wolfe et al. 2009) have discovered that there are a large number of internal brain 
structures that work together with the input and output brain structures to form fleeting images in 
the mind. Using these images, we learn to interpret input signals, process them, and formulate 
output responses in a deliberate, conscious, way. But after a while, the ‘seeing-thinking-doing’ 
gradually becomes ‘seeing-doing’ because our muscles seem to ‘know’ and ‘remember’ just what 
to do. What we are learning now is speed, i.e. how to perform the task carefully and quickly. This 
is muscle memory (Krakauer and Shadmehr 2006), and Fine et al. (2002, Wolfe et al. 2009) often 
refer to this as ‘kinesthetic memory’ or ‘neuro-muscular facilitation’. This type of memory stays 
with us even if we do not practice it for a while; for example, riding a bike. Wolpert et al. (2011) 
also describe "sensory-motor" learning, since we are combining sensing input, i.e. what we see 
with our eyes, with motor output, i.e. what we do with our body, we gather the information and 
process the sensory information in order to carry out the action. 
 
Of course, during the ‘drill-and-practice’ (Tomei 1998), our muscles aren't really memorising 
anything, since all memories are stored in our brain; instead our brain interprets what we see and 
sends nerve signals to our muscles to make our body move. By making the same movements in 
response to the same visual cues over and over again, the associated nerve-muscle connections 
gradually become more effective, i.e. the transmission of the signals becomes more effective, and 
this is how the ‘thinking’ in the ‘seeing-thinking-doing’ process is gradually replaced by ‘seeing-
doing’, i.e. by muscle memory. Della-Maggiore (2005) called this process ‘consolidation’, and 
describes it as the stabilising part of the process. 
 
In the world of paramedicine muscle memory is especially important because it's the combination 
of care and speed that make operators truly competent, or unconsciously competent (Howell 
1979, 1982). In addition, muscle memory allows us to turn our attention to the ‘bigger picture’; for 
example, to plan the next step in the activity or event, by taking over a large part of our ‘cognitive 
load’ (Pass et al. 2004). This involves the load related to the control of the working memory, and 
during complex activities the ‘load’ of information and interactions can work to under or overload 
the working memory; so continuous practice of a skill is essential in building unconscious 
competence (Howell 1979, 1982). 
 
But there's a 'catch': to learn the new skills and acquire muscle memory, we must be 
practicing properly. This means effective feedback, right from the beginning of the learning 
process as novices do not know enough initially about doing things right to be able to notice, and 
correct, their own mistakes; the unconsciously incompetent (Howell 1979, 1982).  
 
In addition, if they do not practice the skill or action properly, the student will continue to perform 
it incorrectly and they will then need to unlearn the skill or action practice in order to change any 
bad habits they have developed. Students need to have the ability to take a conscious control of 
their learning, and to be able to plan and develop their learning strategies and to monitor the 
effectiveness of them using self assessment and re-evaluation; then, and only then can they adjust 
their practice and reflect on the learning, this is called metacognitive awareness (Ridley et al. 
1992). This helps them to be aware when they do something incorrectly and helps them to 
problem solve and apply reasoning to their actions (Scardamalia and Bereiter 1991). 
 
That's why we strongly believe that ‘perfect practice makes perfect.’  



 
Acquiring skills is variable. Some people learn faster than others and go on to achieve higher levels 
of performance just because they were born with more pre-requisite physical abilities. Some 
individuals acquire ability more easily than others; however, this could be due to a number of 
contributing factors, including motivational and personality influences as well as previous learning 
experiences. These contributory factors can equip a person with knowledge, attitudes, skills, and 
self-confidence (Perkins, 1981).  
 
The Third Stage of the Paradigm: Logistical Competence 
Pre hospital care is a unique part of medicine since it involves many logistical considerations that 
students in other aspects of care do not need to worry about. They include: the need to create 
space; for example, the practitioner may need to move a patient out of the toilet where they have 
collapsed, creating access rather than trying to manage a cardiac arrest in a confined and 
dangerous space, or the methods used to move a peri-arrest patient from the bedroom of a house 
into the ambulance and on to hospital (fig. 10). There are a number of question we need to 
consider including: what are the facets of moving the patient as regards the patient’s physiological 
status, and clinical effects of moving the patient post arrest; should we sit a ROSC patient in a 
carry chair; should they be brought down in a supine position and how is this best achieved (fig. 
10)? 
 
We encourage discussion of logistics prior to asking students to perform in complex clinical 
settings, since the student will be less likely to make mistakes if they have been given the 
opportunity to think through the practical and logistical problems that will affect their 
performance. The student should also be encouraged to consider the method of transport to be 
used including HEMS, Care, Ambulance, or non-conveyance (fig. 10).  
 
Stage Four of the Paradigm: Scenario Competence 
Once the student has the technical and manikin competence or practice, and understands the 
logistical aspects of patient care, they are ready to face the more complicated aspects of scenarios. 
This involves being challenged by ‘real world’ factors (fig.1), such as environment; for example, 
light, dark, heat; the manikins being replaced by real people; delivering care whilst working at 
height or in low O2 atmosphere etc. 
 
So having described the 4 steps within the pre-hospital education paradigm, (technical, manikin, 
logistical and scenario), the authors suggest that the following are the most common mistakes 
made by pre-hospital educators.  
 
 
 
 
 
 
 
 
 
 
 
 
 



 
The Main Areas of Concern  
The authors believe that there are some main areas of concern in this process (fig. 4): 
 

 

 
Fig 4:The Main areas of Concern 
 
Common Problems with Technical Competence: the Tutor (fig. 5) 
Far too often in paramedic education ambulance tutors have taught what they themselves were 
taught, often perpetuating the myths that surround paramedic care. Cascade training is often used 
as the method of choice in ambulance service process changes because it is seen as an efficient 
way of delivering education or training without having a negative effect upon operational cover. 
New pieces of equipment are introduced into ambulance services using cascade type training with 
many other techniques employed that may fall short of current best practice.  
 
 

 
Fig 5: Common Problems with Technical Competence 
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Cascade training is based upon the perception that training can be provided from a centre to the 
peripheries and that the message will stay the same; however Roberts (1998) stated that: 
 

‘…. cascade may work if the message is strictly informational (for example about a new 
exam) but is liable not to work as intended if the message involves new practices based 
on new assumptions, theory and values.’  

 
Hayes (2000) in a study on cascade training stated that ‘the cascade is often reduced to a trickle by 
the time it reaches the student (teacher)’ (p.135). In addition, Hayes commented that often the 
changes that are made a ‘rapid and massive’ and that this can lead to only a surface adherence to 
the required change, and the changes can be affected by the attitude of the student, the change 
itself and how it is communicated and the way in which the change is managed. Here the role of 
the tutor and their understanding of the skill or theory to be taught is key, and their disposition 
towards the required skill or change is key.  Hayes (2000) described the dilution of the training and 
the fact that, as it is cascaded downwards, it becomes less and less understood, adding that it is 
not the model that is at fault but its implementation and the expertise at the top of the cascade.  
 
In communicating with the student the tutor should follow a simple model of communication (fig. 
6) (Shannon and Weaver 1949):  
 
The authors also believe that (Deaux et al. 1993) communication is a two way process where the 
sender and the receiver are responsible parties, communication needs to be interactive and the 
two participants must have common grounding, beliefs and assumptions that support 
communication. The two parties (The tutor and the student) that contribute to the process have 
their own expectations and understanding of the context (Riley 2008) and themselves. Here 
interpersonal communication occurs using negotiation between the two participants, and can be 
affected by a range of clinical guidelines, rules and protocols (fig.7). In addition, the tutor needs 
to remember that they are facilitating practice (Riley 2008) rather than teaching it; this can bring 
cost pressures, resources and time constraints, as tutors need to be developed to change their 
style from traditional teaching to facilitation.  
 
The authors suggest that not enough attention is given by tutors to actually take the time to 
understand the evidence base behind a particular skill that they are teaching, preferring to teach 
the information that they themselves were taught, causing classical communication and 
understanding issues.  The pre-hospital environment is constantly evolving due to new technology 
and changing medical information and research and tutors need to identify their educational 
needs and then, using evidence-based practice, fill any gaps that they identify. They must be 
encouraged to attend conferences and network; however, opportunities for paramedics to learn 
skills from experts in their field are often limited due to lack of active researchers in the UK.  
 



 
Fig 6: A simple model of Communication (Shannon and Weaver 1949) 
 
Other possible problems with Technical Competence include: not enough time being given to 
lesson planning or researching sessions prior to delivery and tutors using other tutor’s sessions, 
which they do not understand and tutors using pre- prepared instructor slide sets where they have 
not taken the time to actively learn or prepare their subject. 
 
Common Problems with Technical Competence: The Student (fig 6) 
The authors suggest that competence in the pre hospital arena is not just about knowledge and 
skills, it is about developing the ability to meet demands in complex situations that require the 
students to draw on psychosocial resources including the skills, attitudes, practical and 
communication skills required (fig. 10). The tutors need to consider the knowledge and skills that 
the student has using an individual training needs analysis approach, as well as the traits of the 
student, their attitudes (personal and social values), self-control and self-confidence. If the 
student does not believe they can do the task this could impact on their performance and its 
sustainability, and this will impact on healthcare provision and adherence to guidelines etc.  
 
A number of other factors inbuilt in the student, including personal motivation, can affect the 
broad nature, intensity and persistence of the effort (Campbell 1993); for example, students may 
gain competence in the ALS procedure but when in the practice setting the student may see 
paramedic with whom they work missing aspects of the process out, making them develop ‘short 
cuts’. Here the development of clear objectives and learning outcomes is paramount, as this 
provides the end product and the rationale behind them, and the fact that a certain process will 
‘save lives’. Locke and Latham (1990) felt that feedback on practice, sufficient resources to carry 
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out a task, clear role expectations, clear standards of performance and the implied ‘rewards’ for 
accuracy were key to good practice.  
 
As experienced educationalists the authors acknowledge that no two students are alike, each will 
have their own individual levels of motivation and attitude and will respond differently to different 
methods of teaching; something the tutor needs to be aware of. The learning styles, the way the 
student synthesises the information taught, the approaches to learning (surface, deep and 
strategic) and intellectual development of the student must be taken into consideration (Ryan and 
Halliwell 2012, Felder and Brent 2005). That is not to say that the tutor needs to individualise the 
learning but that they need to be aware of the differences and adapt to meet them, using a 
balanced approach that can attempt to match the students’ preferences. The authors support the 
suggestion that students need to have (Felder and Brent 2005): a variety and choice of learning 
tasks to challenge their beliefs and attitudes; clear communication and an explanation of 
expectations; modeling, practice and feedback; a student centred learning environment where 
problem solving approaches are adopted and the respect of the tutors; although Riley (2008) 
states that this can become less organized, and so a structured approach is essential.  
 
The student needs to have confidence in their ability and performance, in the correct amount, for 
good performance, as this maintains the students’ confidence when in the practice environment. 
The authors suggest that the overconfident, however, student presents a problem as they may not 
listen to instruction, refusing to acknowledge potential weaknesses and the downfalls of their 
attitude, and this can affect their ability to develop or improve their practice, and lead to an 
overestimation of their performance and ability (Kruger and Dunning 1999). Feedback on the 
students’ performance is key to the development of confidence, and helps to develop corrective 
changes; this is supported by opportunities to practice in a safe learning environment with the 
tutor’s guidance, supported by constructive and honest feedback on their performance and the 
areas requiring change and improvement.  
 
Common Problems with Practical Application (Manikin) Competence (fig. 7) 
The authors have observed that there was often not enough time allowed for the preparation 
phase of practical application competence. The students are introduced to scenarios mirroring real 
life too early in the training process leading to student failure, as they still lack technical skills, 
haven't learned the practical competence and still lack the ability to put all the skills learnt into a 
skill set (fig, 10).  
 
The scenarios are often planned so that they test aspects of the skill that are, as yet, beyond the 
student’s ability or remit, or the student has not developed enough muscle memory, and may not 
have had time to consolidate their skills. Furthermore, The students have often not had enough 
time to discuss the logistical aspects, or create mental models of practice. These issues can lead to 
the scenario throwing up many factors, beyond those for which the student is being prepared, and 
often beyond the original objectives of the scenario (Riley 2008). It is the authors’ belief that the 
time allocated to the practical coaching in the skill is limited, and time is often not set aside for 
this to be done; with tutors preferring to spend time on the underpinning theory to the detriment 
of practice. When the simulation requires a problem based approach, as it inevitably does in pre 
hospital education, the time allowed for this process to be worked through (Riley 2008) must be 
built into the process, and planned for, when designing the scenario.  
 
Simulation using manikins should offer the opportunity to gain and assess skills though repeated 
practice in a safe environment (Kneebone 2003), and there needs to be objective measures of the 



students’ skills and abilities to test the skill in a safe environment where patient safety is not at 
risk. Simulation should offer a safe and student-centred approach to learning through repetition, 
but it must be underpinned with knowledge and a professional attitude, as well as knowledge of 
how to use the simulation equipment (fig. 10). Without time to practice skills muscle memory 
cannot develop (Krakauer and Shadmehr 2006), as this can only be enhanced with time and 
practice. In addition, the new skills need to be refreshed so they remain in the memory, and the 
learning process should involve a two way process where the tutor provides the conditions under 
which understanding is possible and the student takes responsibility for the learning opportunity 
(Rogers 1983). There needs to be a relationship between the practical training and real life 
application of clinical skills so the student can apply what they have learnt without having to 
‘unpick’ it because it was too complicated or lacked reality (Kneebone 2003).  
 

 
 
Fig 7: Common problems with Practical Application (Manikin) Competence 
 
Common Problems with Logistical Competence (fig. 8) 
The authors have found that logistical issues are often used in scenarios to create difficulty and 
this can detract from the actual ability of the student to perform the skills that the scenario was 
set up to review. This area should, the authors suggest be considered in all scenario teaching to 
support the student in considering and rehearsing the logistical considerations that may occur. 
These can be as simple as making more space around a patient, or where to place equipment at a 
cardiac arrest, or can be as complex as how to extricate a patient from a given area. 
 
The authors recommend a 2-3 minute review of logistics with the student prior to them entering 
any given training scenario, with a discussion about all logistical issues with the tutor before the 
actual scenario begins using a simple question: ‘can you envisage any logistical problems with this 
scene’? We suggest a logistically 'SMART' process to assist (fig. 10): 

 Space: Can more space be created? 

 Move: Can things be moved? Can the patient be moved? 

 Access: How much of the patient do you need to access? 

 Resources: Where are you going to place your equipment? Why? 

 Transport: What will your method of transport be? What are the clinical effects of moving 
the patient? How will movement affect the patient’s physiological status? 
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Fig 8: The Logistical Stage 
 
Common Problems with Scenario Competence (fig. 9)  
From the author’s experience scenarios are often set without a clear understanding of the actual 
learning objective (Riley 2008). Scenarios are often set without a clear understanding of the actual 
learning objective (Riley 2008). Observation, and video review, of over 100 clinical scenarios 
SWAST has shown the authors that often the scenario involves the assessment of a wide range of 
skills beyond those that were probably intended by the designer of the scenario, including 
assessment of clinical skills, communication, and decision-making. In many cases the scenario fails 
to have the desired result due to logistical reasons including: setting equipment up in the wrong 
place, or not creating space sufficient to access the patient. Pre-hospital care covers ‘any patient, 
of any age with any condition, in any environment and location’; often in scenarios students can 
face assessment in all of the above, which can be overwhelming for the student. We believe that 
by giving the student the opportunity to think through the logistics, as one would do in a ‘seen 
examination’ at university, they are better able to focus on the clinical aspects of delivering higher 
quality care. 
 
Scenario based education is very common in paramedic education, because of the practical nature 
of paramedicine, and fits with the principles of adult learning, Androgogy (Knowles et al. 1980). 
Students need to know the reason for learning a task (need to know), they need to have the 
theory behind the task (foundation) and they need to be involved in the planning and evaluation 
of the task (self-evaluation). In addition, the task needs to be relevant to their role, the scenario 
needs to be problem centred (orientation to their role) and the students need to be motivated to 
learn (motivation).   Most paramedic educational schemes in the UK use several patient 
simulators and a range of clinical scenarios to support the gradual acquisition of the necessary 
skills to approach and treat patients. This highly sophisticated process of learning encourages a 
hands-on training experience that fully engages students in a realistic and risk-free learning 
environment, and matching the simulation realism to the desired outcomes is key (Dieckmann et 
al. 2007). Risk-free simulation sessions prepare paramedic students that can offer better patient 
care in the real world.  
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Fig 9: The Scenario Competence 
 
Clinical scenarios support paramedic education because they focus teaching practices on 
individual learning and use clinical scenarios to simulate real-life environments. These scenarios 
are designed to allow students to provide healthcare on increasing levels of complexity.  
Instructors are then able to assess the performance and proficiency of each student objectively. In 
a recent Laerdal Medical Publication Klarian (2012) stated that: 
 

Clinical simulation is very human. It allows a student to feel what he/she is 
contributing, and it enhances skills and helps to overcome difficulties in the area of soft 
skills: knowledge, know-how and discipline (p.2) 
And felt that:  
Students learn by doing and this impacts directly on the quality of healthcare, since 
learning in a risk-free environment contributes to and builds confidence to prepare 
students for their initial approach and contact with real patients (p.2) 

 
For tutors the use of simulation and clinical scenarios involves an understanding of the intended 
learning outcome and experience, and should address one or more of the relevant intended 
learning outcomes (Riley 2008) (fig. 10: Learning Outcomes). Simulation is being used to develop 
students in a number of professional spheres, and many types of simulation training experiences 
are used throughout a variety of medical disciplines and professions. Klarian (2012) concluded that 
‘As far as clinical scenario simulation is concerned, there’s no doubt about its efficiency’ (p.2). 
Simulation can be optimised for learning and South Western Ambulance NHS Foundation Trust 
and Bournemouth University surveys suggest that there is a high level of student satisfaction and 
enjoyment learning with simulation. Simulation, along with classroom training, prepares 
professionals for healthcare careers supporting the acquisition of knowledge, skills and values. 
When students graduate from a paramedic programme, having trained in critical and time 
pressured events safely, they are ready to apply what they have learnt in their work with patients. 
This hands-on educational model results in a higher quality of life and better public health. 
 
Scenario Competence and the suggested application  
As the tutor develops the scenario that they will use to practice a skill and to develop the students 
skills and performance they need to consider all the aspects discussed above as shown in Fig 10. 
The scenario needs to have a more structured approach to encompass all the areas of concern as 
well as considering the:  

Technical 
Competence 

Practical 
Application 
(Manikin) 

Competence 

Logistical 

 

Scenario 
Competence  



1. Technical Competence: ensuring that the tutor has the evidence base required and the 
student has the skills, knowledge and aptitude for the scenario before they are asked to 
complete it.   

2. Application (Manikin) Competence: ensuring that the student has the time to develop the 
skills and coordination (muscle memory), required, and that they have been able to 
familiarise themselves with the equipment they will be using.  

3. Logistical Competence: involving the creation of space to work in, ensuring that the 
patient and their surroundings can be moved so that access to the patient can be gained. 
Knowing the correct place for the equipment being used, and how the patient will be 
transported.  

 
In developing the scenario we need to consider the three modes of thinking (Dieckmann et al. 
2007) (fig, 10), and ensure that we can match the learning outcomes required to the ‘Real World’ 
(fig.1) including the: 
 

1. Physical Mode: which includes the things that we can measure in fundamental physical 
and chemical terms, e.g. equipment, logistics etc. The tutor needs to adjust the scenario to 
potential external factors to provide reality in a safe setting, allowing the student to 
develop their skills in a number of potential reality scenarios to develop their muscle 
memory with the support of the tutor. 
 

2. Semantical Mode:  which encompasses  
a. The technical aspects 
b. The information provided as part of the briefing  
c. The student’s knowledge  
d. Concerns and concepts and their relationships; the application of theory to practice 

and the development of the decision making process (Ryan and Halliwell 2012).  
This includes the theory behind the practice and how it is communicated (the way the 
student does things like taking a pulse and what they do if it decreases. This includes the 
type of manikin required and whether the student has been trained in its use.  
 

3. Phenomenal Mode: which includes the fact that the participant experiences the scenario 
as a complex real time situation (The Real World in fig. 1), interacting with it; but also 
accepting that it is an educational event set up to simulate a ‘real time’ scenario. The 
student is assigned their role within the scenario and feels confident about that role and 
the interactions involved in it, e.g. the assistant practitioner. They are able, with time, to 
develop their coordination (muscle memory) and hand-eye coordination, as well as their 
priorities about safe and unsafe, normal and abnormal; their values.  

 
The tutor must accept that the scenario is dynamic and will change depending on the introduction 
of ‘reality’ and the form that it takes, the differing learning needs and knowledge base of the of 
the student, the stage in the student’s learning process and so on (Dieckmann et al. 2007). 
 
 
 
 
 
 
 



 
 
 
 



 



Conclusion 
In bringing this paper to a conclusion the authors ask those with responsibility for paramedic 
education and the failure of those undertaking clinical scenarios to consider the importance of 
ensuring that their scenarios have been designed to achieve a specific learning outcome, and that 
the scenarios are designed in a manner that ensures that the student has the technical and 
practical skills to achieve the required outcomes. Furthermore, we stress the importance of 
allowing logistical considerations to become a separate area for students to discuss, and 
comprehend, before they undertake a clinical scenario. We believe that by allowing time for 
consideration of logistical considerations, and treating these as a stand-alone element of any 
assessment we will be able to focus on the technical and practical competence and subsequent 
clinical safety of those being assessed. 
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