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Abstract 

In this paper, we have described the advantages of the simulation-based medical education through the dis-

cussion about main characteristics and features of this modern variant of healthcare leaners progression. Clinical 

simulation is a learning strategy that influences professional abilities and skills which has to be improved and 

advanced in comparison to other methods. This method is interactively orientated towards the actual medical ed-

ucation being a modern self-study teaching method and group work. We concluded, that simulation-based medical 

education provides the transition from theory to practice and, as a result, leads to the actual practice of medicine. 

The implementation of simulation-based medical education is more effective when basic knowledge and concepts 

are taught by standard learning methods and then used to simulate practical skills. 
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Introduction. Simulation-based medical educa-

tion (SBME) now is highly recommended, as a modern 

educational strategy directing for improving patient 

safety [1, 13]. All over the world, simulation training, 

initially developed in the 18th century, has become a 

mainstream of medical education. Before the 1900’s, 

medical education was primarily conducted by appren-

ticeship and mentoring. In the beginning of 1900’s, stu-

dents were educated on scientific principles and then on 

were measured against knowledge, skills and behav-

iors. In the end of the twentieth century, it was begin-

ning of human patient simulation introducing. This 

characterized an important stage in the evolution of 

medical education. Simulators were firstly used in the 

training of students on the use of anesthesia. Since that 

time, simulators have been used progressively in medi-

cal education for skills training, decision making as 

well as individual and team training. The use of volun-

teers to be standardized patients was started in 1963 by 

a neurologist from the University of Southern Califor-

nia. Only in 1993, the Medical Council of Canada in-

corporated a standardized patient examination into li-

censure. The society for simulation in healthcare was 

established in 2004, and the first simulation meeting 

took place in January 2006 [6]. 

Both evidence-based medicine and procedural 

competency are important in attaining the goals of med-

ical studying. Simulation, which spans from procedural 

training to case-based scenarios and beyond, has been 

implemented for all levels of learners. As shown by 

several reviews, this form of learning and team training 

is beneficial and can positively influence clinical out-

comes and improve safety in the healthcare [7, 11].  

The main part. SBME may be conducted in an 

off-site simulation (OSS) setting in simulation centers, 

which range widely from publically financed simula-

tion centers at universities to simulation centers that are 

funded by sponsors and user payment. Introduced over 

the past 10 years in situ simulation (ISS) mainly com-
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prises team-based activities that occur in the actual pa-

tient care units involving actual healthcare team mem-

bers in their own working environment [9]. 

Important aspect for consideration is the type of 

simulation, which can be in different variants according 

to real or virtual object or person learners work with. 

Technology use refers to the application of digital me-

dia (hardware and software) to establish a learning en-

vironment. Role-plays, simulated team discussions, and 

interaction with standardized patients can be character-

ized as simulations without technology use, as no soft-

ware or hardware is necessary to initiate the interaction. 

Screen-based simulations require computer-supported 

interfaces and some software, which allows the com-

munication. Special type is interaction supported by 

combining some hardware with software, such as in a 

programmed mannequin. One more type that requires 

complex technology is virtual reality, which is likely to 

facilitate immersion [2]. 

Content of simulation centers may be different to 

achieve such goals of SBME. High-fidelity simulators 

are life-size mannequins that can simulate multiple hu-

man functions as well as being able to communicate 

with the learner through a remote operator interface. 

Low-fidelity simulators on the other hand, which are 

sometimes referred to as partial or table-top simulators, 

are typically designed to simulate a specific aspect of 

the human anatomy such as an arm to practice intrave-

nous injections [5]. Mannequins play an important role 

as the «patient» and may allow invasive procedures, 

such as needle decompression of pneumothorax, exter-

nal cardiac compression, intubation and intravenous in-

jection. Mannequins are typically involved in team 

training for medical crises and resuscitation [12].  

Standardized patient is another variant of SBME 

content. Standardized patients are typically profes-

sional actors or readily available students or volunteers 

trained to simulate a variety of medical problems in a 

consistent, reliable, realistic and reproducible manner. 

The use of human actors increases the realism of the 

training, particularly from the perspective of patient-

caregiver interactions, and further immerses the learner 

into the feelings and emotion of the learning experience 

[3, 14]. Computer-based or virtual simulation opens up 

constraints regarding the organization of the simulation 

training sessions. 

Regarding inter-professional team training in 

SBME, the focus is on communication, situation 

awareness, leadership and decision-making rather than 

only technical skills. Full-scale mannequin-based sim-

ulation lends itself well to such training. In a full-scale 

simulation, a computerized full-body mannequin pro-

vides realistic physiological response to learners’ ac-

tions. Learners will interact with each other, with the 

environment and with the «patient» to successfully 

conducting their care plan in simulation [4, 6].  

Adult learners study differently than children be-

cause of maturity and life experience. Therefore, the 

design of the education activity should take into ac-

count the nature and assumption of adult learning. 

There are some elements that can be used to create an 

effective learning environment for adults using full-

scale simulation [15].: a team of learners interacts as in 

real situations; a real clinical environment; an equip-

ment that they would use in real practice; learning ex-

perience that is close to real clinical encounters; learn-

ers need to feel safe to express themselves and receive 

timely feedback from different sources. 

In addition, feedback to learner is the most critical 

component to ensure effective learning [10]. There are 

three key components for effective feedback: 

1. Plan: simulation educators should plan how and 

when feedback will be provided. Flexibility should be 

allowed to examine unplanned learning objectives gen-

erated by learners. 

2. Prebriefing: before going into a scenario, simu-

lation educators should explain to learners the rules and 

expectations, such as confidentiality issues and being 

respectful to each other. Simulation environment and 

simulators are introduced to learners during prebrief-

ing.  

3. Providing of the feedback: feedback can be 

scripted in the simulation scenario so that learners’ ac-

tions lead the simulator to provide feedback. Feedback 

and debriefing can be on-demand using pause and dis-

cuss during a scenario. The most common form of feed-

back in full-scale simulation is post-event debriefing 

[8]. 

Conclusions. Thus, simulation-based medical ed-

ucation focuses on improving apprenticeship skills and 

evaluating them in clinical skills and techniques, 

knowledge, communication, teamwork, and the prac-

tice of resuscitation code performance. Clinical simula-

tion is a learning strategy that influences professional 

abilities and skills which has to be improved and ad-

vanced in comparison to other methods. This method is 

interactively orientated towards the actual medical ed-

ucation being a modern self-study teaching method and 

group work. Through a realistic scenario, it has a huge 

effect on increasing in therapeutic experience without 

any risk regarding the health and well-being of patients. 

Simulation-based medical education provides the tran-

sition from theory to practice and, as a result, leads to 

the actual practice of medicine. The implementation of 

SBME is more effective when basic knowledge and 

concepts are taught by standard learning methods and 

then used to simulate practical skills. In general, it 

should be mentioned that the use of simulations is more 

effective when used in conjunction with traditional 

methods. 
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