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Abstract
Introduction:

High-fidelity simulation plays an important role in preparing learners for the complexities of obstetric
care. Within undergraduate Clinical Associate training, simulation provides a safe environment for
developing clinical reasoning, psychomotor skills, teamwork, and professional judgement. Drawing on
Schon’s reflective practitioner framework, this paper explores how simulation educators engaged in
knowing-in-action, reflection-in-action, and reflection-on-action during the design, facilitation, and
refinement of a high-fidelity obstetric and gynaecology simulation programme for second-year Clinical
Associate students in South Africa.

Methods:

A structured reflective inquiry approach was used to examine the experiences of the two primary
simulation designers and facilitators. Following completion of a three-day simulation programme, the
design team engaged in a recorded reflective dialogue exploring design decisions, implementation
challenges, facilitation dynamics, student engagement, and contextual constraints. The discussion was
transcribed into detailed reflective notes and analysed through an iterative process of independent
review, collaborative sense-making, and thematic grouping. Reflexivity was incorporated throughout to
acknowledge the authors’ positionality as educator-participants.

Results:

Two overarching areas of learning emerged from the reflective dialogue: (1) challenges in simulation
design and delivery, including role strain associated with multiple educator responsibilities, limited
personnel and infrastructure, facilitator variability, student preparedness, emotional labour, and
curriculum timing; and (2) considerations for strengthening facilitation and learning, including intentional
alignment of fidelity with educational objectives, facilitator preparation and support, comprehensive
scripting of embedded roles, structured preparation and debriefing for simulated patients, and strategies
for developing a sustainable facilitator pipeline.

Discussion:

Viewed through Schon'’s reflective practitioner framework, the findings illustrate how educators
navigated complexity through both reflection-in-action during programme delivery and reflection-on-
action following implementation and subsequently suggests that simulation design and facilitation
extend beyond the application of technical educational principles. Educators drew on tacit knowledge,
professional judgement, and contextual responsiveness as they adapted to uncertainty and negotiated

Page 2/19



competing educational and operational demands. Reflection enabled the design team to transform
experience into actionable knowledge for programme refinement and faculty development.

Conclusion:

This study demonstrates how simulation educators enact reflective practice through cycles of design,
facilitation, adaptation, and review. By foregrounding educator experience, the findings illustrate how
professional knowledge is generated through reflective engagement with practice. Establishing
structures that support facilitator development, collaborative reflection, and ongoing programme
refinement may strengthen both simulation quality and sustainability, particularly within resource-
constrained educational settings.

Introduction

Simulation-based education is increasingly being integrated into health professions education curricula
(1,2). It offers a safe, controlled environment where students can demonstrate and refine their clinical
skills, clinical reasoning, and problem-solving abilities without compromising patient safety (3). High-
fidelity simulation includes creating a realistic clinical scenario, and the inclusion of a structured debrief
promotes reflection, requiring the educator to design the session, ensuring it aligns with defined learning
outcomes and professional competencies (4,5).

While reflection is frequently positioned as an activity undertaken by learners during debriefing, less
attention has been paid to simulation educators' own reflective practice (6—8). This study demonstrates
that simulation educator practice extends beyond the technical implementation of educational design
principles. Through cycles of planning, facilitation, adaptation, reflection and redesign, the design team
engaged in forms of knowing-in-action, reflection-in-action and reflection-on-action consistent with
Schon's reflective practitioner framework (6,9).

Author context and positionality:

The reflections were generated by the two primary simulation designers and facilitators involved in
delivering the obstetrics and gynaecology simulation within the second-year of the Clinical Associate
programme at the University of the Witwatersrand in South Africa. Both authors participated in the
scenario design, preparation, facilitation, and post-session debriefing activities with co-facilitators and
simulated patients.

NS is the simulation coordinator in the Faculty of Health Sciences under the Centre for Health Science
Education at the University of Witwatersrand; she is also a Clinical Associate by profession. She has
experience in simulation design, facilitation, debriefing and is responsible for faculty development. She
has completed various simulation courses and holds a postgraduate diploma in simulation.
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RC is a lecturer in the Division of Clinical Associates under the Department of Family Medicine and
Primary Care in Faculty of Health Sciences at the University of Witwatersrand. She is a nurse by
profession and has completed degree in nursing education which includes components of simulation
training.

Background:

Simulation-based education (SBE) is an evolving pedagogy in health professions education(1). It has
increasingly been advocated to be integrated in the training of healthcare professionals (10,11). This is
due to the opportunities provided for practice and/or demonstration of clinical skills in a safe
environment without harm to real patients (12). In high fidelity simulation, the creation of a realistic
clinical environment in a controlled setting, enables simulation participants to immerse themselves and
manage a clinical case as they would in the real world. The impact of such a learning opportunity
includes students feeling safe to make mistakes, learn from them and reflect on their reactions,
management approaches, communication and inherent biases that may influence their patient care
approaches in a structured, facilitated debrief (13,14). The role of the simulation educator is important in
SBE, they are responsible for designing the clinical case, ensuring it aligns with the learning outcomes
and professional competencies, preparing the relevant equipment and/or simulated patients and
potential co-facilitators for the session, providing oversight and co-facilitation of the session and often
debriefing the facilitators at the end of the session (15). In addition, simulation educators must make
situated judgements before, during and after the scenario, especially when high-fidelity design is
implemented in resource-constrained contexts.

Reflection is recognised as a cornerstone of SBE where learning arises not only from participation in
scenarios but from the deliberate examination of experiences, decisions, and emotions that occur
throughout the simulation process (16,17). Debriefing itself is grounded in principles of conscious
reflection, which supports insight, integration of learning, and improved future performance, making
reflective processes central to simulation pedagogy (16). Beyond supporting learners, reflective practice
is increasingly acknowledged as an important scholarly activity for simulation educators, offering a
structured way to interrogate design decisions, facilitation strategies, and contextual constraints (18-
20). These decisions are not purely technical and involve judgement, uncertainty and the awareness to
be responsive to the context. Reflective accounts enable educators to move beyond technical decision-
making by surfacing tacit knowledge, exploring uncertainty and judgement, and generating insights to
strengthen simulation design and delivery (20). Such reflection contributes directly to advancing
simulation practice by informing faculty development, strengthening psychological safety, and
enhancing alignment between pedagogical intent and scenario enactment (19). In this way, reflective
analysis serves not only as a mechanism for educator growth but as a legitimate and valuable form of
simulation scholarship that deepens understanding of how simulation functions within real educational
and clinical contexts.

Obstetrics and Gynaecology Simulation
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The role of high-fidelity obstetric simulation is critical to improving maternal outcomes (21). Particularly,
in South Africa, where the maternal morbidity rates are concerning and healthcare professionals are
expected to manage emergencies with limited time and resources (22,23). The obstetrics and
gynaecology department presents unique challenges and needs requiring improved readiness in
undergraduate students to be comfortable with engaging in the clinical environment. The unpredictable
patient presentations, high emotional intensity, and the need for coordinated team responses, can be
overwhelming for inexperienced learners (24). As a result, undergraduate students require enhanced
preparation and confidence prior to entering the clinical setting. High-fidelity simulation provides a bridge
between classroom learning and real-world clinical practice, enabling students to practise critical
decision-making, communication, and technical skills without risk to patients (24,25). By immersing
learners in realistic scenarios and supporting them through structured debriefing, these simulations can
cultivate both competence and psychological readiness for the complexities of obstetric care (24,26,27).

The Clinical Associate Curriculum in South Africa

The Clinical Associate profession, described as a mid-level healthcare professional, was introduced in
South Africa in 2008 to alleviate the burdens of increased patient waiting times, enhance continuity and
quality of care, and address staffing shortages that compromise timely clinical management (28,29).
The role of the Clinical Associate is to function as part of the healthcare team and deliver clinical care to
patients, including obtaining patient histories, performing physical examinations, ordering and
interpreting common diagnostic investigations, providing emergency care for common and urgent
conditions, and carrying out a range of diagnostic and therapeutic procedures appropriate to their level
of training and under the supervision of a medical practitioner (28,30).

The Bachelor of Clinical Medical Practice is offered at three South African universities, including the
University of the Witwatersrand, where this study was conducted. The integrated three-year curriculum
progresses from foundational medical and clinical sciences in the first year, to clinical medical practice
in the second year, and district-based clinical training in the third year. The second year (the focus of this
study) comprises four blocks covering adult, child, and maternal health, with each discipline including a
theory and skills component followed by a clinical rotation to apply learning in practice settings.

Context of the simulation:

We designed and delivered a high-fidelity obstetrics and gynaecology simulation programme for the
second-year students over three days. Students attended in groups of 12 for a three-hour session,
beginning with a 20-30 minute prebrief before rotating through two facilitated simulation activities run
concurrently. The first was a manikin-based normal vaginal delivery scenario using a high-fidelity manikin
and an actor in the role of a guiding midwife. The second was a simulated patient consultation in which
students obtained a history from a patient presenting with symptoms of a sexually transmitted infection
and a background of sex work. Simulated patients were trained prior to implementation. Each scenario
was followed by a facilitated debrief, with all students participating actively in both simulations. The
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sessions were facilitated by the core simulation team, supported by Clinical Associate programme staff
who participated as co-facilitators and observers to develop simulation facilitation skills.

Theoretical framework

This study is informed by Schon's concept of the reflective practitioner, which challenges the view that
professional practice consists solely of applying technical knowledge to predefined problems(6,9,31).
Schon argues that practitioners frequently work in situations characterised by uncertainty, complexity,
and competing demands, where effective action requires professional judgement, tacit knowledge, and
responsiveness to context (9). Within these situations, practitioners draw on knowing-in-action to adapt
in the situation. This is characterised by the often implicit understandings which are developed and
understood through experience, tacit knowledge and context. They will then engage in reflection-in-action
as they adapt their decisions while practice is unfolding (9). This perspective is particularly relevant to
simulation-based education, where educators must continually balance learner needs, educational
objectives, contextual constraints, and psychological safety during the design and facilitation of learning
experiences (15,20,32).

Schon further proposes that professional learning occurs through reflection-on-action, a deliberate
process of revisiting and interrogating practice after an event has concluded (9). Reflection-on-action
enables practitioners to surface tacit assumptions, reinterpret challenges, and generate insights that
inform future practice (9). In this study, Schon's framework provides a lens for understanding how we
made sense of our experiences during the design, implementation, and review of a high-fidelity
obstetrics and gynaecology simulation activity. Rather than structuring the findings themselves, the
framework is used to demonstrate how educator learning emerged through cycles of action, adaptation,
reflection, and refinement, illustrating reflective practice in action within simulation-based education.

Methods

Study Design:

This paper adopts a reflective inquiry approach, treating the design team’s post-simulation dialogue as
reflection-on-action and the implementation experiences discussed in that dialogue as evidence of
knowing-in-action and reflection-in-action (33,34).

As the purpose of this work was professional learning and programme improvement, the analysis is
grounded in the author’s educator reflections, insight generation, and structured meaning-making.

Reflective Procedure: from action-present to reflection-on-action

After completion of the three-day simulation programme, the two primary facilitators (the authors NS

and RC), who also designed the scenario, engaged in a recorded reflective dialogue facilitated by an

external lecturer in the faculty. The discussion revisited key moments from the planning, facilitation, and

review phases of the session, with attention to decisions made, unexpected challenges encountered, and
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adaptations implemented throughout the process. The dialogue provided an opportunity to examine how
prior experience, tacit knowledge, contextual judgement, and real-time decision-making informed
simulation practice.

The audio-recorded discussion was transcribed and coded to support deeper analysis and thematic
interpretation.

Analytical Approach

We used Braun and Clarke’s reflexive thematic analysis in our approach, with emphasis on sensemaking
and critical practitioner reflection rather than objective coding frameworks (35-37). Both authors
independently reviewed the reflective notes and generated initial impressions and meaning units, noting
recurring ideas, concerns, and insights. These preliminary observations were then brought together in a
collaborative working session where the authors compared interpretations, grouped similar ideas, and
discussed alternative explanations. The authors engaged in iterative dialogue to examine decisions,
challenges, and adaptations that occurred throughout the simulation process.

Reflexivity

As insiders to the simulation environment, responsible for the design, facilitation, and educator
development, we acknowledge the dual influence of expertise and positionality on this analysis. Our
closeness to the work provides rich contextual understanding but also carried a risk of normalising
entrenched challenges or overlooking systemic contributors. We mitigated this by: independently
generating initial reflections before joint discussion, challenging each other’s assumptions during theme
development, and explicitly articulating areas of uncertainty or discomfort arising during the reflective
process (6,38). In this way we ensure transparency and trustworthiness of the insights presented.

Ethical Considerations

No identifiable data from students, staff, or simulated patients were collected or analysed. The reflective
process involved only the authors’ professional experiences; therefore, formal ethical approval was not
required.

Findings

Analysis of the reflective dialogue revealed two overarching areas of learning: (1) challenges in
simulation design and delivery, and (2) considerations for strengthening facilitation and learning.
Together, these findings demonstrate how the design team engaged in both reflection-in-action and
reflection-on-action, as they navigated challenges during simulation delivery and subsequently revisited
these experiences to inform future practice. Table 1 summarises the findings to highlight the knowledge-
in-action, reflection-in-action and reflection-on-action.

1. Challenges in Simulation Design and Delivery
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1.1. Role Strain and Logistical Burden

We found that taking on multiple roles simultaneously- technical operator, embedded midwife, and lead
facilitator- diluted our capacity to observe, guide, and support students and, importantly, new facilitators
effectively. The size of student groups and the need to rotate activities across multiple days further
compounded logistical strain. In addition, the simulation facility itself is small and the number of trained
facilitators available to support the sessions was limited, which amplified the operational pressures
experienced during delivery.

1.2. Inconsistent Facilitator Participation and Preparation

The rotation of co-facilitators across simulation days led to a lack of continuity in delivery, making it
difficult to ensure consistent student experiences and pedagogical coherence. Although co-facilitators
received briefings, these processes were often insufficient to fully prepare them, particularly for
embedded roles and the nuances of learner support. Due to staff constraints when emergencies arose
for the scheduled briefed co-facilitators, an external facilitator joined was not fully briefed and therefore
took on a more observer role for the session.

1.3. Student Unpreparedness and Emotional Tension

Students, when theoretically underprepared, resulted in forced participation and missed opportunities for
deeper engagement. This created perceived emotional tension for facilitators, who struggled between
wanting to correct students immediately and preserving psychological safety during debriefings.

1.4. Emotional Labour of Facilitation

Leading the facilitation of the simulation was found to be emotionally taxing by the design team. Being
the lead facilitator for entire days alone, managing student frustrations, regulating personal emotions,
and maintaining a safe learning environment required substantial emotional effort. We reflected on
internal conflict within ourselves, when students failed to demonstrate expected knowledge or
behaviours. These impressions left us disappointed and identified the need for strategies to limit biases
throughout the session and, importantly, the debrief.

1.5. Timing of Simulation Within the Curriculum

Simulations were scheduled immediately after intense theory blocks and assessments. This aligned well
with the spiralling of the curriculum but we noticed students arrived fatigued, demotivated, and
cognitively overloaded. These emotions were perceived to affect engagement and performance. We
questioned whether this timing hindered learning, but also acknowledged that unpredictability reflects
real-world clinical practice.

2. Considerations for Strengthening Facilitation and Learning

2.1. Intentional Scenario Design and Alignment
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The emphasis on alignment between the scenarios, learning objectives, student level, and the contextual
realities of South African public health settings, e.g., the resources found in the labour ward in a public
hospital in South Africa was crucial. We found strong alignment in the decisions we made regarding
choice of modality (Simulated patient (SP) for the gynaecology consultation and high technology
manikin for the labour scenario) as well as the integration of embedded roles (midwife for the labour
scenario) in achieving the learning objectives for our context. We acknowledged this was crucial in
enhancing students’ immersion, ensuring adequate contextual relevance and authenticity.

2.2. Enhanced Facilitator Preparation
During our reflection, we identified the need for structured preparation processes, including:

e Facilitator dry runs, which include discussions of the value-add of the simulation for the students
and its alignment with the learning objectives.

e Demonstrations or modelling of debriefing
» Opportunities to shadow experienced facilitators

e Clear articulation of in-scenario expectations

Novice facilitators sometimes assumed a passive presence as an embedded participant rather than
understanding the subtle prompting required to support learner thinking without breaking immersion. In
the debrief, we found value in having a co-debriefer; the shared load helped a novice facilitator and
equally provided support to the lead facilitator.

2.3. Importance of Scripting Embedded Roles

For scenarios requiring embedded confederates (midwife in the labour scenario), we found the need for
comprehensive scripting vital to creating the authentic environment. Junior students required
predictable, role-appropriate prompts that were not always intuitive to facilitators unfamiliar with the
clinical workflow. We noted that improved scripting is needed to ensure consistency, reduce cognitive
load, and scaffold learners effectively.

2.4. Supporting and Debriefing Simulated Patients (SPs)

We found the SP’s script and behaviour portrayal to be adequate for the scenario and the SP’s included in
the days were consistent and appropriately trained. However, we found that their involvement was often
under-considered beyond conventional role training. Conventional training for role portrayal includes the
value-add of their role, behaviours and scripts to stick to throughout, as well as adequate context-
specific responses. The emotionally charged nature of obstetric and gynaecology simulations, however,
required:

e Dedicated SP debriefing

e Explicit reassurance that student behaviour is not personal
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e Reflection on how interactions may influence SP perceptions of healthcare

SP emotional processing was seen as vital but underdeveloped in current practice. We also reflected on
the terminology used when an SP is part of a simulation and the need to move away from “using an SP”
to “involving or integrating an SP” in an effort to be more inclusive and ensure that the SP sees that they
are an important part of the team.

2.5. Strategies to Build a Sustainable Facilitator Workforce
We discussed several strategies for strengthening simulation delivery:

e Maintaining a consistent core facilitation team across simulation periods

* Implementing scaffolded role rotation (observe — support — co-facilitate — lead)
e Embedding the meta-debrief into the simulation day

* Collecting facilitators’ expectations, fears, and learning needs upfront

 Including facilitators early in scenario design and preparation phases

These strategies were seen as essential for capacity building, safety, and long-term programme
sustainability.

Discussion

This reflective analysis offered an opportunity to examine the complexities of designing and delivering
high-fidelity simulations within an undergraduate Clinical Associate programme. Viewed through Schon's
reflective practitioner framework, the findings suggest that simulation design extends beyond the
application of technical educational principles. Rather, educators engaged in ongoing cycles of
interpretation, adaptation, and learning as they balanced educational intentions with contextual realities.
The experiences described in this study illustrate how professional knowledge emerged through
knowing-in-action, reflection-in-action, and reflection-on-action, demonstrating Schon's reflective
practitioner in action within simulation-based education.

The table below summarises the findings into Schon’s reflective framework:

Page 10/19



Reflection Cycle: Finding:
Knowing-in-Action: Fidelity as a contextually responsive design decision
Aligning simulation design with learner needs and curriculum outcomes
Designing authentic roles and learning environments
Drawing on prior educator experience to guide scenario development
Reflection-in-Action: Multiple educator roles and competing demands
Facilitator preparedness and workforce challenges
Student preparedness
Emotional labour and maintaining psychological safety
Reflection-on-Action:  Strengthening facilitator preparation and support
Student readiness and curriculum timing
Supporting simulated patients as members of the simulation team
The value of co-debriefing and collaborative facilitation

Meta-debriefing as a mechanism for programme improvement

Table 1: Schén-categorised findings
Simulation Design Beyond Technical Rationality

Simulation design is often described as a systematic process involving learning outcomes, scenario
construction, fidelity selection, facilitation, and debriefing. However, our reflections suggest that
simulation design was rarely a purely technical process. Instead, educators continually negotiated
competing educational, organisational, and contextual demands. Schon's critique of technical rationality
provides a useful lens for understanding these complexities, highlighting how professional practice
requires judgement and adaptation in situations where problems are neither stable nor clearly defined
(39). This perspective aligns with contemporary simulation literature, which increasingly recognises
simulation as a complex social and relational practice rather than a technical educational intervention
alone (40,41). The challenges associated with staffing, space, facilitator continuity, and learner readiness
demonstrate how educators must continually balance educational intentions with contextual realities,
supporting calls for contextually responsive simulation design and implementation.

Knowing-in-Action: Tacit Expertise in Simulation Design

Many of the design decisions reflected in this study appeared to draw on tacit knowledge developed
through prior facilitation and clinical experience which included the level of student, scope of practice,
curriculum requirements, the obstetrics and gynaecology context in the South African setting and the
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available resources for the activity. Decisions regarding simulation modality, role allocation, learner
progression, and levels of fidelity extended beyond written design principles and reflected professional
judgement accumulated through contextually relevant practice (24,42,43). Schon describes this process
as knowing-in-action, whereby expertise is embedded within action itself (6,44). Within simulation
scholarship, similar ideas are reflected in discussions around functional and psychological fidelity, where
the educational effectiveness of a simulation depends not on reproducing reality as closely as possible
but on aligning design decisions with intended learning outcomes (1,43). Our reflections suggest that
fidelity should be viewed as a contextually responsive educational strategy rather than a fixed property of
simulation, reinforcing contemporary arguments that educational effectiveness depends on thoughtful
design rather than increasing realism alone.

Reflection-in-Action: Facilitating Learning in the Midst of Uncertainty

The findings highlight how facilitators continually adjusted their actions while the simulation was
unfolding. Decisions regarding fidelity, learner support, timing of interventions, management of
psychological safety, and responses to student preparedness were made in real time rather than being
fully predetermined. These experiences resonate strongly with Schon's notion of reflection-in-action,
whereby practitioners think within action and modify their approach as situations evolve (6).

During the simulation, the combination of limited personnel, a small facility, and the need for facilitators
to assume multiple roles highlighted how high physical realism can unintentionally increase cognitive
and emotional load for facilitators (45). These practical constraints underscored that fidelity decisions
must balance immersion with feasibility and educator capacity. This aligns with literature suggesting
that fidelity should be tailored to the educational purpose of the scenario rather than maximised
indiscriminately, with functional and psychological fidelity often serving learners more effectively than
elaborate physical detail (42,46). Our experience reinforces this view: predictable cueing structures, clear
facilitator scripts, and focused scenario objectives supported learner engagement while reducing
unnecessary complexity for both students and facilitators (46).

Reflection-on-Action: Towards Reflective Simulation Systems

The reflective dialogue enabled the design team to revisit experiences that were initially encountered as
operational challenges and re-examine them as opportunities for learning and programme development.
Through reflection-on-action, assumptions regarding facilitator preparation, learner readiness, fidelity,
and programme design became visible and open to critique. Schon argues that professional learning
arises when practitioners interrogate their own actions and reinterpret experience in ways that generate
new understanding (6).

Variation in facilitator participation across simulation days emerged as a significant challenge.
Inconsistency disrupted continuity, placed disproportionate pressure on the primary facilitator, and
created uneven learning experiences for students. This finding aligns with the expectation that
simulation-based education should incorporate structured debriefing processes and appropriate faculty
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preparation to promote quality, consistency, and psychological safety(13,18,19,47,48). Co-debriefing was
also explored as an important strategy to assist with the support required for new facilitators, as well as
to assist lead facilitators with the cognitive and emotional load(49) . Importantly, our reflections highlight
that facilitator preparation extends beyond technical readiness. The emotional labour required to support
students, especially in obstetric scenarios that carry inherent tension, calls for intentional support
structures. Facilitator debriefs, scaffolded role progression (confederate), and opportunities for co-
facilitation may help mitigate this load and contribute to more sustainable simulation delivery (49,50).

Psychological safety emerged as a central thread woven through student engagement, facilitator
experience, and SP integration. Students’ anxiety or limited preparedness occasionally resulted in
facilitators absorbing emotional strain, prompting ongoing negotiation of how much guidance to offer in
the moment without compromising reflective opportunities. The centrality of psychological safety in
simulation-based learning is widely recognised, particularly in relation to the learner’s ability to reflect
meaningfully (13,51)

Our reflections extend this conversation by underscoring that psychological safety must also
encompass educators and simulated patients. SPs, especially those portraying sensitive obstetric
presentations, will benefit from structured preparatory conversations and post-scenario debriefing to
process their experience, an approach consistent with the role of reflective learning conversations in
supporting emotional and cognitive integration (52,53) .

The involvement of SPs in the simulation highlighted an area often overshadowed by learner-centred
reflection (53,54). SPs contributed substantially to authenticity, yet their emotional experience of
portraying distress, vulnerability, or sensitive histories required careful attention. Our reflections suggest
that SP-specific briefing and debriefing are not only supportive practices but are also essential to
maintaining scenario consistency and safeguarding SP well-being. This aligns with literature
emphasising the value of reflective conversations as a mechanism for enhancing understanding,
emotional processing, and role clarity among simulation participants (52-55).

A recurring theme across our reflections was the need for a more structured approach to facilitator
development (48,56). Resource-constrained programmes often rely on rotating facilitators whose levels
of simulation literacy vary considerably. International consensus statements on simulation practice
underscore the importance of faculty development, standardisation, and contextual adaptation to ensure
sustainable and equitable access to high-quality simulation (57). Our experience suggests several
context-appropriate approaches. such as early facilitator involvement in scenario design, incremental
role progression, and routine co-debriefing, that may support more stable facilitation teams and help
cultivate shared mental models within diverse educator groups (58).

Conclusion

This reflective inquiry highlights the complexity of simulation educator practice within a resource-
constrained undergraduate Clinical Associate programme. Viewed through Schon’s reflective practitioner
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framework, the findings suggest that simulation design and facilitation involve far more than the
application of educational techniques or adherence to established simulation principles. Throughout the
planning, implementation, and review of the obstetrics and gynaecology simulations, educators drew on
tacit knowledge, exercised professional judgement, and adapted to contextual realities including limited
personnel, variable facilitator readiness, and differing levels of learner preparedness. These experiences
highlight how simulation educators engage in ongoing cycles of knowing-in-action, reflection-in-action,
and reflection-on-action as they navigate uncertainty and complexity in practice.

The findings further demonstrate that educator learning emerged not only through the delivery of
simulation activities, but through deliberate reflection on the decisions, challenges, and adaptations that
shaped those experiences. Issues relating to fidelity, facilitator preparedness, psychological safety, and
simulated patient support were revealed as interconnected aspects of a broader reflective process
through which educators continually refined their understanding of effective simulation practice. By
foregrounding the perspectives of the design team, this study aims to contribute to simulation
scholarship by illustrating how professional knowledge is generated and transformed through reflective
engagement with practice.

Ultimately, we suggest that sustainable simulation programmes require more than technical expertise
and educational resources. They depend on structures that support ongoing reflective practice among
educators, facilitators, and simulated patients. Facilitator development, collaborative facilitation,
structured debriefing, and opportunities for meta-debriefing may strengthen both programme quality and
educator learning. For programmes operating in resource-constrained contexts, fostering reflective
simulation systems may provide an important mechanism for enhancing educational quality, supporting
faculty development, and ensuring the continued refinement of simulation-based learning experiences.
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