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ABSTRACT 

 Student Registered Nurse Anesthetists (SRNAs) are former critical care nurses, with at 

least one year of experience, who have entered a graduate program to become Certified 

Registered Nurse Anesthetists (CRNAs). These programs are rigorous, with specific graduating 

criteria for both academic performance and clinical experience, outlined by the Council on 

Accreditation of Nurse Anesthesia Educational Programs (COA).  Simulated clinical experience, 

commonly called “simulation,” is incorporated into the curricula of nurse anesthesia programs to 

expose SRNAs to required skills and likely scenarios prior to entering the clinical setting. This 

study explored the perceptions of 43 Nurse Anesthesia Program Administrators (Directors and 

Assistant Directors) across 120 programs based in the United States on the use of simulation, its 

impact on SRNAs’ technical skills and knowledge, and its inclusion in graduation requirements 

in lieu of actual clinical experiences. Results were analyzed using descriptive analysis. 

 The majority of Program Administrators had positive perceptions of simulations as an 

effective tool for improving SRNAs knowledge and technical skills. Program Administrators had 

mixed perceptions towards the use of simulation in lieu of clinical experiences. However, many 

programs used simulation for their SRNAs to meet graduation requirements. Over half of 

Program Administrators felt the COA’s 2022 change to remove simulation from counting 
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towards graduation requirements would negatively impact their programs. Regionally, results 

showed disparities in abilities to meet clinical requirements in the clinical setting without the use 

of simulation. Anticipated changes made by the COA in regards to clinical requirements must be 

further explored and re-evaluated as they may disproportionately impact certain regions, delay 

graduations of these critical health professionals, and lead to greater expense for programs and 

students.  
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CHAPTER I: Introduction 

 

 Simulated lab experiences are a mandatory portion of all Nurse Anesthesia programs’ 

curriculum.1 Obtaining all clinical experiences required for completion of a Nurse Anesthesia 

program may be difficult to achieve for students and require clinical experiences to be 

substituted with simulated experiences.1, 2 As of 2022 the Council on Accreditation of Nurse 

Anesthesia Educational Programs will no longer allow clinical experiences to be substituted with 

simulated ones.1 As leaders in education it is imperative to understand the perception of Nurse 

Anesthesia program administrators on the use of simulation in lieu of clinical and how it may 

impact their students if simulation can no longer be counted towards clinical requirements.  

Problem Statement 

 The Council on Accreditation of Nurse Anesthesia Educational Programs (COA), the 

accrediting body for nurse anesthesia programs, requires student nurse anesthetists to manage the 

anesthesia for a specified number of surgical cases to meet requirements to graduate and to be 

eligible for admission to the National Certifying Exam.3 Unfortunately a number of nurse 

anesthesia programs are having difficulty providing these experiences in a clinical setting.4 

Simulated lab experiences of skill acquisition and scenario enactment are currently utilized by 

programs to augment didactic teaching; however few simulated experiences can count towards 

the clinical graduation requirements.3 A large-scale study of undergraduate nursing education 

supported replacing clinical experiences with simulated experiences, with no untoward effect on 

academic outcomes.5 However it is unknown if the option of replacing a portion of clinical 

experiences with simulated experiences in nurse anesthesia programs is supported or discouraged 

by nurse anesthesia program administrators. 
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Purpose of Study 

 The purpose of this study is to explore nurse anesthesia program administrators’ 

perceptions of lab simulations for student nurse anesthetists’ in lieu of actual clinical experiences 

to attain required COA case numbers for specific types of anesthesia cases and specific skills.  A 

second aim is to identify nurse anesthesia program administrators’ perceptions of knowledge and 

skill acquisition when lab simulations are used in lieu of actual clinical experiences. 

Research Questions 

1. What are nurse anesthesia program administrators’ perception of simulated lab 

experiences in lieu of actual clinical experiences? 

2. Are simulated lab experiences in lieu of clinical experiences being used in the programs 

of the nurse anesthesia administrators to meet COA case numbers requirements? 

3.  Do nurse anesthesia program administrators perceive there is a measurable improvement 

in knowledge attainment and skill acquisition for student nurse anesthetists when simulated lab 

experiences are used in lieu of actual clinical experiences? 

Definitions 

 For the purpose of this study, the following terms and definitions were used. 

Theoretical/Conceptual Definitions 

1.) Clinical Experiences- Supervised learning sessions in real world health care environments, 

which provide opportunity to practice a professional role.  The COA defines clinical hours as all 

time spent in the clinical setting (e.g. hours spent administering anesthesia, time spent 

performing pre and post-operative evaluations, as well as operating room preparation time).  For 

the purpose of this project, clinical experiences are specifically actions or skills (e.g. Central line 
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placement, Fiber optic Intubations, Epidural placement, Spinal Placement) performed by a 

Student Registered Nurse Anesthetist (SRNA) in a patient care clinical setting(hospital, surgery 

center, etc). 

2.)  Simulated Lab Experiences - A technique that creates a situation or environment to allow 

persons to experience a representation of a real event for the purpose of practice, learning, 

evaluation, testing, or to gain understanding of systems or human actions. 6 

3.) Perceptions- a way of regarding, understanding, or interpreting something 7 

4.) Knowledge attainment- facts and information acquired by a person through experience or 

education 7 

5.) Skill acquisition- the learning or developing of a skill 7 

Operational Definitions 

1.) Clinical Experiences- nurse anesthetist program administrators will be surveyed using 

questions placed on a Likert scale about the availability of required clinical experiences for the 

students in their specific program. Four survey questions will address clinical experiences of 

central line placement, fiber optic intubations, epidural placement, and spinal placement.  

2.) Simulated Experiences- nurse anesthetist program administrators will be surveyed  using 

questions placed on a Likert scale about simulated experiences provided for the  students in 

their specific program. Eight of the survey questions will address simulated experiences of 

central line placement, fiber optic intubations, epidural placement, and spinal placement.  

Additional questions address whether simulated experiences count  towards program completion 

to satisfy the requirement of clinical experiences in lieu of  students gaining those experiences in 
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a clinical setting.   Additional questions will  address how COAs change of policy regarding 

allowing simulation to be used in lieu of clinical experiences will impact their students. 

3.) Perceptions- nurse anesthetist program administrators will be surveyed using  questions 

placed on a Likert scale about their perception of the use of simulated experiences (e.g. central 

line placement, fiber optic intubations, epidural placement, and spinal placement) in lieu of 

students gaining those experiences in a clinical setting to satisfy the requirements for completion 

of the program, the impact on their students if the use of simulated experiences does not count 

towards a students’ requirements to complete the program, and  how available clinical 

experiences are to their students to meet requirements to complete the program 

4.) Knowledge Attainment- nurse anesthetist program administrators will be surveyed using 

questions placed on a Likert scale about their perception of the use of simulated experiences (e.g. 

central line placement, fiber optic intubations, epidural placement, and spinal placement) in lieu 

of students gaining those experiences in a clinical setting to satisfy a measurable gain in 

knowledge to complete the program 

5.) Skill Acquisition- nurse anesthetist program administrators will be surveyed using questions 

placed on a Likert scale about their perception of the use of simulated experiences (e.g. central 

line placement, fiber optic intubations, epidural placement, and spinal placement) in lieu of 

students gaining those experiences in a clinical setting to satisfy the skills requirements for 

completion of the program.
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CHAPTER II: Review of Literature 

 

Certified Registered Nurse Anesthetist Education 

 Certified Registered Nurse Anesthetists (CRNAs) are advanced practice nurses that 

provide full-service anesthesia care. Because detailed knowledge and advanced skills are 

required for the profession, nurse anesthesia education is at the graduate level and training is 

rigorous. The COA is the accrediting body that establishes standards of academic quality for 

nurse anesthetist programs. The COA is a safe-guard for the public, the nurse anesthetist 

programs, and the students. According to the Council on Accreditation of Nurse Anesthesia 

Educational Programs (COA), to be admitted to a nurse anesthesia program prospective CRNA 

students are required to have earned a Bachelor’s degree, be licensed as a Registered Nurse 

(RN), and to have practiced in a critical care setting for at least one year.1  Other considerations 

for admission to a CRNA program are overall undergraduate GPA, isolated science course GPA, 

Graduate Record Examination score, professional references, personal essays, and interpersonal 

skills during an interview.5 CRNA graduate programs historically have granted Master’s level 

degrees, but by the 2022 academic year all programs are mandated by the accrediting body to 

offer a Doctorate of Nursing Practice or Doctorate of Nurse Anesthesia degree. The length of a 

Master-level program ranges from 24 – 32 months. Doctorate programs are typically 36 months 

in duration.5 

Didactic Education 

 To uphold standards of education and training of these specialized healthcare providers, 

the COA has very specific guidelines for programs to become and remain accredited. These 

guidelines ensure programs are providing the necessary academic content and clinical 
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experiences to develop basic competencies to be an entry-level CRNA. The didactic phase of a 

nurse anesthesia program is structured to expose students to the full scope of nurse anesthesia 

practice.1 Examples of the rigorous courses required by the COA are Advanced Physiology, 

Advanced Pathophysiology, Advanced Pharmacology, Advanced Health Assessment, Research, 

Basic and Advanced Anesthesia Principles. Each of the courses has a mandatory number of 

contact hours ranging from 45-120 hours, which each program must meet.1 Other courses not 

directly anesthesia related are also mandatory by the COA for a well-rounded education of such 

as informatics, leadership and management, and healthcare finance.1 Courses should be taught 

sequentially and build upon the students previous knowledge.1 The COA requires a doctoral 

program must be a minimum of three years in duration.1 The clinical curriculum like the 

academic curriculum is also clearly expressed in the COA’s requirements.1 

Clinical Education 

 As far as the necessary clinical experiences, a minimum of 2000 clinical hours and 600 

cases are required by each student.1 The COA defines clinical hours as time spent in the clinical 

setting (e.g. hours spent administering anesthesia, time spent performing pre and post-operative 

evaluations, as well as operating room preparation time).1 Cases are defined by the number of 

procedures a SRNA administers anesthesia to, not defined by the hours of anesthesia performed.  

The case numbers are subdivided by surgical specialty (e.g. thoracic, abdominal, obstetric cases) 

as well as age (e.g. geriatric, pediatric).1 Certain clinical skill experiences are also necessary, 

including 10 central line placements, 35 regional anesthetics, and 5 fiber optic intubations.1 For a 

clinical experience to be counted towards a Student Registered Nurse Anesthetist’s (SRNA) 

requirements the COA states the experience must have value.1 To be considered an experience of 

value the SRNA is personally performing the skill (e.g. he/she has implemented and/or managed 
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anesthetic care, placed a central line, inserted an epidural).1 Any experiences a SRNA observes 

does not count towards completion of the requirement. A SRNA may not count a case towards 

completing their requirement if they are giving a break to another Anesthesia provider unless a 

major event occurs during the break such as an air embolus or unintentional extubation.1   

 The COA created the clinical requirements for SRNA’s with the guidance of educational 

research and refers to several research studies on their website. Each article referenced by the 

COA is related to the learning curves of anesthesia skills. Kopacz et al.8 followed seven 

anesthesia residents for the first six months of training to determine the number of epidurals and 

spinals must be performed to show improvement in skill from baseline and the number of 

attempts needed to have a 90% success rate.8 Findings showed for improved epidural and spinal 

skills 20-25 attempts were required and to achieve a 90% success rate 45-60 attempts were 

necessary.8A study performed following 11 anesthesia residents looked at the learning process 

for skills such as intubation, arterial line placement, epidural/spinal placement and brachial 

plexus blocks.9 After 20 attempts there were varying levels of improvement among the skills 

from 65- 85% success rate, epidurals being the most difficult and arterial line placement being 

the fastest to achieve a higher success rate. 9 

Barriers to Clinical Experiences 

 The COA’s criterion for authentic clinical experiences helps ensure training for all 

SRNAs; however, barriers exist in providing these requirements. For example, an institution’s 

anesthesia care model can influence a student’s clinical experiences.  Any model that restricts 

CRNAs, and therefore SRNAs, from performing certain skills or providing anesthesia care to 

certain types of surgical cases has an impact on SRNA clinical experiences. Upon graduating 

from school, many CRNAs will work at facilities that utilize supervised care models wherein a 
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physician anesthesiologist is solely responsible for more advanced interventions, resulting in the 

atrophy of many of the more advanced learned skills by CRNAs.2 A similar phenomenon exists 

for SRNAs. If a facility only allows physician anesthesiologists to place central lines or perform 

nerve blocks, a SRNA will rarely be given opportunity to gain those clinical experiences. 

Clinical sites responsible for training SRNAs are often simultaneously training resident 

physicians. This competition for cases and experiences can be a potential obstacle to the 

education of SRNAs.4 SRNAs may be removed from difficult cases, as well as passed over for 

central line placements in favor of providing these experiences to resident physicians.4 

Institutions that limit or  prevent SRNAs from performing required clinical experiences mandate 

programs either  rotate students to additional clinical sites that provide those experiences or 

substitute the experience(s) with simulated clinical experiences.4 Though physical access to 

clinical sites may not be an issue for many programs, access to certain clinical experiences are. 

Types of Simulation 

 Simulation is defined as “a technique that creates a situation or environment to allow 

persons to experience a representation of a real event for the purpose of practice, learning, 

evaluation, testing, or to gain understanding of systems or human actions.”6 Simulation education 

is a method of learning that allows students to use the knowledge they have acquired in the 

classroom and apply that knowledge in hands-on situations.10 There are many forms of 

simulation that have been proven by research to enhance learning.  

 Task trainers allows for a specific skill to be practiced repetitively this can be achieved 

by using a model (i.e. A hand model for IV placement) alone or injunction with other 

technologies for an integrated simulation.6 A study done in the United Kingdom used a task 

trainer model to train health care providers of varying fields (nurses and physician residents) in 
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cricoid pressure.11 The study had fifty healthcare providers participating, using a head/neck 

model with an anatomically correct larynx, with the goal of measuring how many providers were 

performing cricoid pressure correctly.11 The head and neck model used a force transducer to 

determine the amount of force, measured in Newtons, participants were applying.11 The initial 

usage of the task trainer showed only 10% were performing cricoid pressure correctly, 

maintaining 25-35 N of force for 45 seconds however, after training on the task trainer 90% were 

performing the maneuver properly.11 The task trainer can be an effective means of learning a 

skill that can be applied to the clinical setting. 

  Low fidelity simulation does not require outside control or programming for a student to 

use it (e.g. Case studies or role playing).6 A low fidelity simulation study with thirty two nurse 

practitioner students used a computer with various lung and heart sounds for students to improve 

their assessment skills.12 This study used a Likert scale to determine if the NP students’ 

confidence levels improved after working with the simulation.12 Using the Hotelling’s T2 Test it 

was determined confidence scores were shown to be higher for those student who took part in the 

simulation in comparison to the control group.12  

 High fidelity simulation is frequently a computerized mannequin that can model 

physiological changes to make a simulated patient more realistic.6 A high fidelity simulation 

study consisting of  16 surgical residents who performed simulated laparoscopic 

cholecystectomy procedures showed that the simulation group had significantly improved 

performance in their OR technique when compared to a group that had no simulation.13 This 

study used a data collection tool that scored how well a surgical resident performed in the 

simulated laparoscopic surgery divided by different categories (e.g. depth perception, tissue 

handling, dexterity) when scores were compared between the control group and the experimental 
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group the experimental group had higher scoring showing simulation to be beneficial.13 

Simulation can be used for team training situations such as coding patient. Saypta and Eiger 

performed a study with 48 acute care pediatric nurses to determine if simulated code scenarios 

improved the nurses’ knowledge using pre and post testing.14 The study concluded that the 

nurses had improved knowledge levels, improved documentation, as well as increased 

confidence.14 A similar study involving 26 residents in a neonate mock code scenario, using pre 

and post testing showed a statistically significant improvement in the residents’ confidence in 

participating in codes after simulation completion.15 There are many modes of simulation 

utilized across different fields in healthcare that have been proven to have a positive impact on 

the participants’ education and learning. 

Simulation Theory 

 The efficacy of simulation in education is supported by several theories of learning: 

constructivism, behaviorism, and active-learning. Constructivism is a theory of learning that 

suggests learners use previous knowledge to create connections to new material. Simulation 

education models constructivism by connecting knowledge learned in the classroom to hands-on 

experience in simulation.10, 16 Behaviorism is a theory of learning that suggests behavior is a 

response to one’s environment and learning is accomplished by the positive feedback from one’s 

environment. The repetition of positive behaviors creates a recallable learning experience. 

Simulation allows for the repetition of skills while receiving feedback.16 With Active-learning, 

students actively take part the learning process as opposed to passively listening to a lecture. 

Simulation allows students to use critical thinking skills in an applied setting. For example, an 

SRNA participating in a simulated emergency situation must take their knowledge from the 

classroom and critical thinking skills to decide upon the best intervention for the simulated 



11 
 

emergency. Walters et al. showed nursing students that participated in active learning with 

simulation had higher exam scores when compared to students who received only classroom 

instruction.17 

Evolution of Simulation 

Simulation has been a part of the training of many professions for decades. Aviation is widely 

regarded as a first adaptor of using simulation in education and training.18 Early founders of 

aviation education programs began training pilots in the 1920’s using mechanical flight 

simulators. Soon, the U.S. Armed forces incorporated simulation into their training to reduce 

accidents. Simulation is so heavily used in a pilot’s education that the first time a pilot lands a 

real plane, it is full of passengers.18 Though flight has been a forerunner in simulation, medical 

and nursing professions have used simulation since 1910. Simulation mannequins were 

manufactured for nursing students to practice caring for patients.18 Anesthesia was the first in the 

medical field to develop high-fidelity simulation beginning in the early 1960s, by adapting a 

patient mannequin for practicing anesthesia techniques, which has propelled the practice of 

simulation to its place today.18  

Simulation in Nurse Anesthesia 

 In the education of Nurse Anesthetists varying forms of simulation have been used for 

over 30 years.19 Today, the COA requires simulation to be integrated into the curriculum, stating 

simulation provides multiple benefits such as improved patient safety, skill repetition, exposure 

to emergency situation, higher quality faculty to student feedback, improved communication and 

increased critical thinking skills.20 Simulation used in anesthesia education can be simple tasks or 

extremely complex re-enactments.  For example, simulation can be as basic as drawing up 

medications to the more advanced high-fidelity simulations using mannequins with high-tech 
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software to mimic the physiological changes of a patient under anesthesia. Simulation can be 

used to gain skill sets such as intubation, invasive line placement, fiber optic intubation, and 

regional anesthesia.20 

 A benefit of simulation is students can make mistakes without negative consequences to 

an actual patient. Simulation allows SRNAs to have repeated exposure and practice handling 

both common and uncommon operating room scenarios. Under the guidance of faculty, 

simulation allows repetition of skills. A study performed by Henrich et al. with twelve student 

registered nurse anesthetists used high fidelity simulation with thirteen emergency simulations to 

evaluate students’ performance.21 The study had a control group that was only exposed once to 

the thirteen simulated emergencies and the experimental group was exposed to the simulated 

emergency scenario three times.21 Henrich’s results showed that students who were exposed to 

the thirteen emergency scenarios had improved responses with each exposure, concluding that 

repeated exposure via simulation can improve students’ response to emergencies.21  A study of 

simulation training for fiber-optic intubation (FOI) with 9 CRNAs found that with repetition the 

CRNAS were more confident with FOI and reduced their intubation time by approximately 

30seconds.22 This study timed each FOI attempt and utilized a pre and post test to determine 

change in CRNA confidence level before and after simulation.22 Debriefing is an important part 

of simulation.20 After a simulation has been performed, SRNAs have the opportunity to debrief 

with faculty. Recordings of simulation can be used for reflection and observation to help 

improve their skills and techniques.20 A study performed with 40 students, a mix of 

undergraduate nursing students and SRNAs, found that students exposed to recordings of their 

simulations for debriefing had better communication and airway management skills.23 Simulation 
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in nurse anesthesia for both SRNAs and practicing CRNAs has positive outcomes in education 

and confidence.  

Simulation in lieu of Clinical 

 Lab simulations have been used as a substitute for clinical experiences in other medical 

professions. In undergraduate nursing, simulations are used in lieu of clinical experiences to help 

meet academic requirements. In 2014 The National Council of State Boards of Nursing National 

Simulation Study conducted a longitudinal randomize controlled study of 847 undergraduate 

nursing students to explore whether required clinical hours could be replaced by lab simulations. 

24The study’s findings showed up to 50% of clinical hours in a clinical setting could be replaced 

by lab simulations as these experiences were as effective at educating and training undergraduate 

nursing students.24 The study used high-fidelity simulation labs that had well trained staff and 

very realistic vetted scenarios. Showing that students that had participated in the experimental 

simulation group had comparable pass rates for NCLEX (National Council Licensure 

Examination) than those that were in the control group of the study that had limited simulation.24 

The results of this study showed simulation education, when executed appropriately, can be as 

adequate for skills attainment as clinical experiences.24  

 Simulation has also had a positive educational impact for Anesthesiologists, who are 

required to take part in simulation training for the license recertification.19 In a study done by 

Weigner et al. involved 263 board certified Anesthesiologists participating in simulation based 

maintenance of certification involving emergency situations.25 Emergency scenarios were 

executed via standardized high fidelity simulation, the simulations were recorded, then rated 

using a standardized tool, performance criteria was predetermined by a panel of expert 
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Anesthesiologist.25 Results showed standardized simulation based assessment can help identify 

performance gaps and allow for improved education.25 

Barriers to Simulation 

 Simulation labs can be costly.26 Simulation labs may require additional equipment and 

personnel, including an anesthesia machine, an operating room table, and/or an advanced 

simulation mannequin. Management staff are needed to operate and maintain the equipment.  

Specially trained faculty are also needed to provide an additional level of expertise and 

resource.26 Starting and maintaining a simulation lab can be a cost burden on any nurse 

anesthesia program.  

Perception of Simulation in Nurse Anesthesia Education 

 Studies have sought the perspective of practicing CRNAs on simulation use in education. 

One study surveyed a group of 378 practicing CRNA’s found that close to 90% surveyed 

believed simulation to be an important component to anesthesia training.27 A study out of Duke 

University showed that CRNAs that precepted SRNAs felt the SRNAs with simulation exposure 

developed skills faster than SRNAs that did not have simulation exposure prior to starting 

clinical.28 SRNAs perceive simulations as a means of improving confidence.22 In one study 

SRNAs were surveyed about their satisfaction and self-confidence level in their skill level after a 

simulation simulated fiber optic intubations.22  SRNAs received a survey on satisfaction and self-

confidence, the survey used a self-confidence scale ranging from 8-40 and the group of SRNAs 

had mean of 36 showing high levels of confidence after simulation.22 While these studies have 

shown CRNAs and SRNAs have a positive perception on simulation in education, no 

information was found reporting the perception of Nurse Anesthesia programs’ administrators on 

simulation in lieu of clinical experience in education. 
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Conclusion 

 Simulation has been proven as an effective educational tool in many fields from aviation 

to anesthesia. Simulation in Nurse Anesthesia education has been a critical component of its 

curriculum for decades. As simulation has advanced and its role in education has evolved, there 

have been numerous studies on its effectiveness in knowledge and skill acquisition. Barriers to 

SRNAs gaining the required clinical experiences creates a gap in education that simulation can 

fill. While there is data on CRNA and SRNA perception of simulation there is a lack of 

information on Nurse Anesthesia programs administrators’ views that must be explored. Nurse 

Anesthesia programs administrators’ views are vital as they are helping mold the future 

generations of CRNAs and their perceptions on simulation as an educational tool to use in lieu of 

clinical experiences should be evaluated.  
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CHAPTER III: Methodology 

 

 Within this chapter the methodology will be discussed that will be used to answer the 

following research questions: 1.) What are nurse anesthesia program administrators’ perceptions 

of simulated lab experiences in lieu of actual clinical experiences? 2.) Are simulated lab 

experiences in lieu of clinical experiences being used in the programs of the nurse anesthesia 

administrators to meet COA case numbers requirements? 3.) Do nurse anesthesia program 

administrators perceive there is a measurable improvement in knowledge attainment and skill 

acquisition for student nurse anesthetists when simulated lab experiences are used in lieu of 

actual clinical experiences? This chapter will also feature the structure of the research design, 

sample population, instrumentation, procedure, data analysis, and protection of human subjects. 

Research Design 

 This study was performed in an exploratory descriptive quantitative design. This study 

was conducted using a survey to assess nurse anesthetist program administrators’ perceptions of 

simulation in SRNA’s education. The study focused on nurse anesthetist program administrators’ 

perception on the use of simulation in lieu of clinical experiences and the SRNA’s with in their 

program ability to complete skills requirements. 

Sample 

 The study population was a convenience sample of program administrators of Council on 

Accreditation of Nurse Anesthesia Educational Programs (COA) approved Nurse Anesthesia 

programs within the United States. There are currently 121 nurse anesthesia programs in the 

United States.  Georgetown University’s nurse anesthesia program was excluded due to 

affiliation with the study, leaving a population of 120 programs. For the purpose of this study 
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program administrators were defined as program directors and assistant program directors. Using 

the Council on Accreditation of Nurse Anesthesia Educational Programs public website’s pdf of 

accredited the programs, the researcher identified the program director and assistant program 

director of each of the 120 programs and obtain email contact information. Both the program 

director and assistant program director will be emailed a survey via SurveyMonkey®.   

Therefore, a total of 240 surveys were sent out.  Responses to the survey were anonymous. No 

identifying personal information or program name was collected. Using Raosoft calculations 

(Appendix B) of the 240 program administrators the survey is administered to 148 must respond 

for a 95% confidence rating with a 5% margin of error. 

Instrumentation 

 The data was collected with the Nurse Anesthetist Program Administrators’ Perception 

Data Collection Tool, designed by the researcher. To improve validity, five content experts 

reviewed the data collection tool. A program director with over 20 years experience as a director 

at a prestigious university. A program director of a doctoral nurse anesthesia program with 16 

years as an educator and over 20 years’ experience as a CRNA. An assistant program director of 

a doctoral nursing program, with 10 years as an educator and over 10 years of experience as a 

CRNA. An assistant professor for a doctoral nurse anesthesia program, who also has the role of 

simulation Lab Director, with over 10 years of experience as an educator and 29 years as a 

CRNA. A CRNA with a DNP, who is a part of an education committee for a nurse anesthesia 

association. The survey consists of 19 questions. There were six multiple choice demographic 

questions. Of the demographic questions two were specific to the program 

administrators’ clinical practice while the other four questions were specific to the nurse 

anesthesia programs’ simulation practices. The remaining 13 questions were related to the 
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program administrators’ perspective on simulation. The simulation perspective questions were 

on a Likert scale ranging from one- Strongly Disagree to five-Strongly Agree. Eight of the 

simulation perspective questions were related to the program administrators’ perspective on 

simulated experiences in lieu of clinical experiences. Four of the simulation perspective 

questions relate to the program administrators’ students ability to make their skills requirements 

with in the clinical setting. This survey was anticipated to take approximately 20 minutes to 

complete. 

Procedure 

 After Georgetown University IRB approval, the researcher obtained email contact 

information for all program directors and assistant program directors of accredited nurse 

anesthesia programs found on COA’s public website.  The researcher then electronically 

distributed the Nurse Anesthetist Program Administrators’ Perception Data Collection Tool to 

nurse anesthetist program directors and assistant directors using SurveyMonkey®.  An 

introductory cover letter/informed consent letter (Appendix C) and instructions were included 

with survey. SurveyMonkey® managed personal information of respondents in secure, 

password-protected databases to ensure data protection. No personal identifiers or specific 

program identifiers were collected by SurveyMonkey® nor did the researcher have access to 

personal identifiers or specific program identifiers.  The survey was open for response for 1 

month. A survey reminder was sent out via email to all participants two week prior to the 

deadline. All participation was voluntary and once a survey is submitted it may not be withdrawn 

due to the lack of personal identifiers. At no time did the researcher have access to who has 

responded to the survey. The researcher was able to access the survey data via logging on to 

SurveyMonkey®. Once the survey closes, data was collected from SurveyMonkey® and kept on 
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a password-protected personal computer of researcher.  Data contained no personal identification 

or program specific identifiers.  Data will be stored for a period of 3 years per IRB guidelines.  

Data Analysis 

 This study was interpreted using descriptive analysis. Responses to questions were 

compared and analyzed to determine if responses vary e.g. role (Director vs. Assistant Director), 

Regional differences, etc.  

Protection of Human Rights 

 This study was approved by the Institutional Review Board of Georgetown University. 

The researcher completed the Collaborative Institutional Training Initiative Program for social 

and behavioral research investigators and key personnel (Appendix D). Participants received 

informed consent with the survey informing them of their rights.  All participation in this study 

was entirely voluntary. Once a survey was submitted the response may not be withdrawn due to 

the inability to personally identify the survey. Individual programs were not be able to be 

identified. With the use of SurveyMonkey® the identity of respondents remained anonymous by 

encrypting IP addresses. After the completion of the survey the data was be deleted from 

SurveyMonkey® at the request of the researcher. Subsequently after the cancellation of the 

researchers SurveyMonkey® account survey data was permanently and irrecoverably be deleted. 

In accordance with Georgetown University’s IRB policy data will remain stored for 3 years after 

the study’s completion. 
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CHAPTER IV: Results 

 

Findings  

 The Nurse Anesthetist Program Administrators’ Perception Data Collection Tool via a 

Survey Monkey link was emailed to 120 program contact emails found on the COA’s website. 

The survey was sent with a cover letter approved by Georgetown University’s Institutional 

Review Board. In addition to the cover letter the email was also sent with instructions to forward 

the email to both the director and assistant director of each program. Participants had 30 days to 

respond to the survey. The Nurse Anesthetist Program Administrators’ Perception Data 

Collection Tool was comprised of 19 questions involving demographics, the use of simulation in 

the program, the perception of simulation and the ease SRNAs meet their requirements in the 

program’s clinical setting. Surveys received within the data collection timeframe were included 

in data analysis. The results of the survey tool will be explored in this chapter.  

Sample 

 The survey generated 43 responses, all of which met the inclusion criteria of being a 

program administrator (e.g. Program Director or Program Assistant Director).  The distribution 

of respondents included 34 Program Directors (74.42%) and 11 Assistant Program Directors 

(25.58%) (Figure 1). Eight (18.6%) of the respondents reported that they do not currently 

participate in clinical anesthesia practice, while the remaining 35 reported clinical anesthesia 

practice at least once a month. All programs utilize simulation in their program’s curriculum and 

only two program administrators stated their program does not have a designated simulation 

center.  
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 Question 3 asked Program Administrators to choose a range that best describes their 

program’s class size, the results are presented in Figure 1.  

  Figure 1. Class Size of Study Participants’ Nurse Anesthesia Programs 

 Question 4 asked program administrators to pick the region their program is located 

based on the AANA’s regional divisions. Below in Figure 2 is the breakdown of responses by 

region.  
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   Figure 2. Study Participants’ Program Division by Region 

Research Question 1 Results 

 The purpose of the first research question was to explore nurse anesthesia program 

administrators’ perception of simulated lab experiences in lieu of actual clinical experiences. The 

survey results were analyzed using descriptive statistics. Program Directors and Assistant 

Directors perception of simulated lab experiences in place of actual clinical experiences was 

broken down more specifically by assessing their perception on three specific anesthesia skills; 

fiber optic intubations, central line placements, and epidural placements. In the case of fiber 

optic intubations and central line placements there was an even distribution between those that 

agreed and disagreed simulation could be used over actual experience. Responses on simulated 

epidural placement being an adequate substitute were heavily weighted with 72 % disagreeing. 

When asked if there were more clinical experiences that could be replaced with simulation the 

response was significantly negative with 58% disagreeing and only 16% agreeing.  
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Figure 3. Program Administrators’ Response to Simulated Fiber Optic Intubations in Lieu of 

Clinical Experience 

 

Figure 4. Program Administrators’ Response to Simulated Central Line Placement in Lieu of 

Clinical Experience 
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Figure 5. Program Administrators’ Response to Simulated Epidural Placement in Lieu of 

Clinical Experience 

Research Question 2 Results 

 The purpose of the second research question was to determine if simulated lab 

experiences in lieu of clinical experiences are being used in the programs of the nurse anesthesia 

administrators to meet COA case numbers requirements. Data was analyzed using descriptive 

statistics. 

 Program Administrators were surveyed as to the ease of their student’s ability to achieve 

central line placement, fiber optic intubations, and epidural placement in the clinical setting. 47% 

of Program Administrators responded that their students do not achieve their required central 

lines in the clinical setting with ease. The ease at which clinical setting fiber optic intubations 

were achieved had 37% of respondents reporting difficulty and 44% reporting achievement with 
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ease. When assessing the ease of achieving epidural requirements in the clinical setting, 79% 

agreed their students met requirements without difficulty.  

 

Figure 6.  Program Administrators’ Response to their Students’ Fiber Optic Intubation 

Requirements Being Met with Ease in the Clinical Setting 
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Figure 7.  Program Administrators’ Response to their Students’ Central Line Placement 

Requirements Being Met with Ease in the Clinical Setting 
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Figure 8.  Program Administrators’ Response to their Students’ Epidural Requirements Being 

Met with Ease in the Clinical Setting 

Impact of the COA’s 2022 Changes   

 Program Administrators were asked if the COA’s 2022 changes involving removing 

simulation from meeting clinical requirements would impact their students’ ability to achieve 

clinical requirements. Of the responses 39% agreed the changes would have minimal impact on 

their program, while 51% stated the changes would impact their students. 
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Figure 9.  Program Administrators’ Response to the COA’s 2022 Changes Will Have Little 

Impact on Their Program  

Research Question 3 Results 

 The purpose of the third question was to discover if nurse anesthesia Program 

Administrators perceive there is a measurable improvement in knowledge attainment and skill 

acquisition for student nurse anesthetists when simulated lab experiences are used in lieu of 

actual clinical experiences. Data was analyzed using descriptive statistics. A total 95% of 

respondents have a designated simulation center for their program (41 of 43). Overall, Program 

Administrators have a positive view towards simulation as a useful educational tool to teach 

technical skills, with 97% of respondents agreeing. Furthermore, 86% agree simulation provides 

a measurable improvement in a SRNA’s knowledge.  However, the respondents were more 

likely to disagree when asked if simulations use is an appropriate substitution for clinical 

experiences. 
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Figure 10. Program Administrators’ Perception on Simulation Improving SRNAs Knowledge 

 

 

Figure 11. Program Administrators’ Perception on Simulation Improving SRNAs Skills 



30 
 

Secondary Analysis: Director vs. Assistant Director 

When comparing Director and Assistant Director responses, Assistant directors were 

more negative in their response toward simulated experiences. The majority of Assistant 

Directors surveyed disagreed that simulated fiber optic intubations, central line placements, and 

epidural placements were appropriate substitution for actual experiences, with 100% disagreeing 

with the use of simulated epidurals. This was in contrast to the finding, that approximately half 

of the Directors surveyed agreed simulated fiber optic intubations and central lines could replace 

clinical experiences.  

 

Figure 12. Response by Role on Simulated Central Lines In Lieu of Clinical Experience 
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Figure 13. Response by Role on Simulated Fiber Optic Intubation In Lieu of Clinical Experience 
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Figure 14. Response by Role on Simulated Epidural Placement In Lieu of Clinical Experience 

 To test whether there were statistically significant differences in how directors and 

assistant directors answered questions about the appropriateness of simulation (Q11-13), current 

student achievement (Q16-18) and impact of COA change (Q19), a Mann Whitney test was run.   

 There was a statistically significant difference between level of agreement of directors 

and assistant directors on Q12 “Simulated epidural placement is an appropriate substitute for 

clinical epidural placement experiences for COA’s requirements for a SRNA.” Assistant 

directors were more likely to disagree or strongly disagree (100%) than were directors (62.5%), 

Mann Whitney U = 104, P = .034. The other 7 questions showed no statistical significance 

difference between Program Directors and Assistant Directors. 
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Secondary Analysis: Regional Differences  

 Across all regions, program administrators disagreed with the utilization of simulated 

epidurals replacing actual epidurals. A majority of regions disagreed with the use of simulated 

central lines placement in substitution of actual central line placement. Fiber optic intubations 

had a roughly even distribution of respondents agreeing and disagreeing amongst a majority of 

the Regions. Region 3 was an outlier from the other regions with a majority of respondents 

agreeing both simulated central line placement and simulated fiber optic intubations were 

adequate replacement for actual clinical.  

 

 

 

Figure 15. Response by Region on Simulated Central Line Placement In Lieu of Clinical 

Experience (number in box= number of respondents) 
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Figure 16. Response by Region on Simulated Fiber Optic Intubation In Lieu of Clinical 

Experience (number in box= number of respondents)  
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Figure 17. Response by Region on Simulated Epidural Placement In Lieu of Clinical Experience 

(number in box = number of respondents) 

 
 Region 1, 4, 5 and 6 all have a fairly even distribution of those agreeing and disagreeing 

with meeting central line requirements with ease. Region 2 and 3 respondents report 66.7% and 

62.5% have difficulty with achieving clinical setting central lines. Region 7 reports no 

complications with achieving clinical setting central line placement requirements. Regions 1, 3 

and 6 have an approximately even distribution of Program Administrators agreeing and 

disagreeing on the ease at which their students achieve fiber optic intubations in the clinical 

setting. Region 2 and 5 show a majority having complications with achieving clinical setting 
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fiber optic intubations. Both Regions 4 and 7 report no issue meeting fiber optic intubation 

requirements in the clinical setting. All Regions showed the majority attaining epidural 

requirements in the clinical setting.  

 

 
 
 
 

Figure 18. Comparing Responses by Region to Ease of Which Central Lines Are Achieved in the 

Clinical Setting (number in box = number of respondents) 
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Figure 19. Comparing Responses by Region to Ease of Which Fiber Optic Intubations Are 

Achieved in the Clinical Setting (number in box = number of respondents) 
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Figure 20. Comparing Responses by Region to Ease of Which Epidurals Are Achieved in the 

Clinical Setting (number in box = number of respondents) 

 Regions 4 and 7 had approximately 75% of their responses agreeing their students would 

have minimal impact achieving clinical requirements following the COA’s 2022 clinical 

experiences requirement changes. However, the majority of Program Administrators in regions 

1,2,3,5 and 6 disagreed with this statement, indicating that the changes would have a significant 

impact upon their students’ ability to meet clinical requirements. 
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Figure 21. Response by Region to the COA’s 2022 Changes Having Minimal Impact upon Their 

Students’ Ability to Meet Requirements (number in box = number of respondents) 

 

 For comparing regions, the Kruskal-Wallis test was used.  There was a significant 

difference in level of agreement with Q19 (“In 2022, the COA will discontinue the use of 

simulation as a substitute for a SRNA’s case number requirements.  According to your 

perception, this change will have little impact on students in my program meeting their clinical 

requirements.”) by region, H (6) = 12.69, P = .048.  Those in regions 4 and 7 were more likely to 

agree or strongly agree (75%) that the change would have little impact on their students than 
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were those in other regions.  Regions 3 and 6 were more likely to disagree or strongly disagree 

(87.5% and 71.4%, respectively). 
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CHAPTER V: Discussion 

 

 In the current study, program administrators perceived simulation as a useful teaching 

method that allows SRNAs to gain and improve technical skills and knowledge. These findings 

are consistent with the vast amount of literature on simulation. Though program administrators 

approved of simulation as a learning tool, there is a lack of consensus of its use in lieu of actual 

clinical experiences. According to Program Administrators, the Council of Accreditation’s 

(COA) 2022 guideline changes have the potential to negatively impact many programs. This 

survey also showed perception differences among regions as well as program directors versus 

assistant program directors. This chapter will discuss the survey results, implications, limitations, 

and future possible recommendations.  

  Research Question 1 Discussion 

 Program Administrators were surveyed on simulated experiences being utilized in lieu of 

clinical experiences, specifically fiber optic intubations, central line placement, and epidural 

placement. The study found a fairly even division of opinion on simulated central line placement 

and fiber optic intubations, however, a majority deemed simulated epidurals inadequate. Program 

Administrators were also surveyed about whether they thought any other clinical experiences 

could be simulated in lieu of actual experiences and the majority disagreed.  

 Nurse Anesthesia Program Administrators negative perception of simulated experience in 

lieu of clinical experience contrasts with the research findings of the NCSBN National 

Simulation Study which considered undergraduate nursing students replacing their clinical 

experiences with high fidelity simulation. The NCSBN National Simulation study showed that 

up to 50% of undergraduate nursing clinical experience could be replaced by simulation without 

a significant impact on licensure pass rates or clinical competency as new Registered Nurse 
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measured by management reviews.24   Nurse Anesthesia Program Administrators may be less 

comfortable replacing clinical experiences with simulation because Nurse Anesthesia skills are 

more complex and technically challenging than the skills required of undergraduate nursing 

students. In particular, Nurse Anesthesia Program Administrators found simulation an 

inappropriate replacement for actual epidural placement in the clinical setting, a perception that 

may be justified based on the extensive learning curve associated with this skill. According to a 

study of seven novice resident anesthesiologists, 45-60 epidural placements were required to 

achieve a 90% success rate.8 Similarly, Konrad et al. using 11 first year residents, found epidural 

placement to be the most difficult skill for anesthesia residents to achieve, requiring an average 

of 90 attempts for an 80% success rate.9 Though these studies have a smaller sample, if they 

accurately reflect the number of epidurals required to be technically proficient, this number is 

significantly higher than the required 10 for SRNAs. Therefore, it may be reasonable for 

program administrators to perceive simulated epidurals as an inadequate replacement. 

 In 2022, the COA will be changing SRNA graduate requirements, removing simulation 

from counting towards clinical requirements. This will be a change from current COA guidelines 

where for example, a SRNA may use simulation to replace all 10 of the central line placements 

required to graduate.3 The findings of the current study suggest that the COA’s 2022 guideline 

changes with regard to epidural placement should be well received by Program Administrators. 

However, Program Administrators had mixed perceptions on the use of simulated central lines 

and fiber optic intubations which does not give support to the 2022 guideline changes. This may 

be related to technological advancement; this will be further explored in research question 2.  

 A major limitation of this study is the limited response rate, only 43 responses of a 

possible 240 were captured. The n of this study shows approximately 18% of the Program 
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Administrators’ perception towards simulation in lieu of clinical experiences. Although overall 

18% is acceptable, because the response by region was too low for statistical significance. To 

gain a better understanding of how simulated experiences compare to clinical experiences, a 

large, multi-site comparative study using high fidelity simulation and actual clinical experiences 

for the three skills surveyed could provide perspective on the relative value of each type of 

educational experience. Group A could perform each skill five times in a high-fidelity simulation 

and Group B could perform each skill five times in a clinical setting. Each group would then 

perform all three of the skills again in the clinical setting and the success rate of Group A and B 

could be compared.  The comparison of the two groups would determine if having simulated 

experience in lieu of clinical experience has a detrimental effect on the acquisition of clinical 

skills.  

Research Question 2 Discussion 

 When surveyed on the ease of which their students achieve central lines, fiber optic 

intubations and epidural placements within the clinical setting, responses varied considerably. 

The skill most consistently deemed easily achievable in the clinical setting by Program 

Administrators was epidural placements. Almost 80% of respondents stated their students 

achieved epidural requirements in the clinical setting with ease. Epidurals were also the skill that 

were deemed inappropriate to be replaced with simulation, this could be related to the fact 

epidurals are the easiest to achieve in the clinical setting.  In contrast, nearly half of Program 

Administrators reported central lines were not easily achieved in the clinical setting.  

Trends in healthcare may be attributing to the struggle of obtaining central lines in the clinical 

setting. While no studies were found that directly researched the impact of infection control 

protocols on the actual number of central line placements in the operating room, countless 
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studies have focused on the morbidity and mortality associated with central line infections. These 

studies have called into question the risk to benefit ratio of such lines. For example, in a systemic 

review examining multiple studies on central line infection prevention, it was concluded that 

decreasing the use of unnecessary central lines significantly reduced infection.29 The trend in 

health care to reduce hospital acquired infections, including those from central lines, could be 

impacting SRNAs ability to achieve their requirement. 

Similarly, a little over a third of program administrators reported difficulty achieving fiber optic 

intubations. The lack of fiber optic intubations may be attributed to new airway technology such 

as video laryngoscopes. In one meta-analysis including six studies totaling 446 patients, video 

laryngoscopy versus fiber optic for awake intubations was assessed. The researchers determined 

that video laryngoscopy had a faster intubation time and was equivalent to fiber optic intubation 

in terms of safety and efficacy.30  The current study suggests that SRNAs are facing an increased 

difficulty in getting fiber optic number, it is quite possible this difficulty may be due to the 

increased use of video laryngoscopes. The COA may need to reevaluate practice patterns to 

determine both the feasibility of obtaining these numbers, as well as the relevance in current 

practice in light of advancements in technologies. 

In relation to the utilization of simulation within their program to meet requirements, Program 

Administrators were asked if the COA’s 2022 changes would impact their programs ability to 

meet requirements. Over 50% felt the 2022 changes would impact their students’ ability to meet 

their clinical requirements to graduate. The perception that COA changes will negatively impact 

their programs could be related to the programs lack of ability to easily meet graduation 

requirements such as central line placement and fiber optic intubations, in the clinical setting. 
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 Despite not all Program Administrators agreeing on simulation being utilized in lieu of 

clinical experiences, many are currently utilizing simulation for their students to meet the clinical 

requirements necessary to graduate. This brings into question the COA’s 2022 changes to 

clinical requirements. The pending 2022 changes could potentially impact many future SRNA’s 

graduating ability, making an already rigorous schooling more stressful. To counter, the 

argument could be made that there is not enough research to know the effectiveness of 

simulation in relation to clinical competence. Future studies may find the COA’s 2022 changes 

enhance novice CRNA preparedness and increase the ability for CRNAs to practice 

independently. More research is needed to determine which outcome is most likely. 

 This study highlights many important future research questions. Further exploring the 

trend of central line utilization in the operating room would be beneficial to understanding if 

Program Administrators’ difficultly attaining requirements in the clinical setting is related to 

overall trends in healthcare or if other factors such as restrictive practice environments in certain 

geographical regions were playing a part. This would help indicate if the COAs 

recommendations may need to be reassessed. Many studies have focused on decreasing central 

line infections. However, none directly focus on a decline in the use of central lines in the 

operating room. Furthermore, additional studies pertaining to the impact video laryngoscopes 

have had on a providers’ approach to a suspected difficult intubation would shed light on one 

potential barrier to SRNAs meeting their fiber optic intubation requirement. For example, some 

important research questions include: are fiber optic intubations only used in the most 

challenging airway cases, where trainees are less likely to be given opportunities? And are 

preceptors less comfortable with the skill and therefore, less willing to teach it in the clinical 

setting?  In addition, further exploration of the impact of the 2022 COA changes should be 
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investigated. An additional survey with more specific open-ended questions could be very useful 

in determining the exact difficulties programs are anticipate in meeting the future clinical 

requirements. 

Research Question 3 Discussion 

 In the current study, Program Administrators overwhelmingly agreed that simulation has 

a positive impact on a SRNAs education. Of the responses, 97% found simulation a useful tool to 

teach technical skill and 86% found it to improve SRNAs’ knowledge. Despite this, Program 

Administrators were inclined to disagree with using simulation in lieu of certain clinical 

experiences (i.e. epidurals) and were mixed on its use for other skills (e.g. central lines and fiber 

optic intubations). 

 Program Administrators perception towards simulation in the current study correlates 

well with supporting research in the field. A Duke University study showed SRNAs exposed to 

simulation prior to clinical developed skills faster than those that were not exposed.28 Program 

administrators perception that epidurals as well as other clinical skills, should not be simulated in 

place of clinical experiences associates well with the COA’s 2022 guideline changes to eliminate 

simulation counting towards requirements.3 Program Administrators had a more mixed 

perception of fiber optic intubations and central line placement which could be related to 

technological advancements as well as regional disparities.  

 An important implication of this study is Program Administrators perception of 

simulation in education. Since the use of simulation with in curriculum is required for all 

programs, it is important to know Program Administrators find value in simulation for their 

students.1 The results of this study strongly support the COA having simulation be part of the 

standards for accreditation of Nurse Anesthesia programs.  
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 To further expand on this study Program Administrators could be further surveyed using 

open ended questions asking directly their reasoning why simulation should not be used in lieu 

of clinical experiences. This would provide further explanation as to why Program 

Administrators find simulation to have a positive impact on a SRNA’s education but do not find 

it adequate enough to be used in lieu of certain clinical experiences.  

Secondary Analysis Discussion: Program Director vs Assistant Program Director  

 Program Directors and Assistant Directors had surprisingly contrasting views on the use 

of simulation in lieu of clinical. Approximately half of program directors found fiber optic 

intubations and central lines to be acceptable to achieve via simulation. Assistant Program 

Directors nearly unanimously found simulation unacceptable to be used in place of any clinical 

experience. There was no data found during the literature review comparing the views of 

Program Directors vs Assistant Directors. One could speculate that Program Directors have more 

experience with the real-life challenges of SRNAs achieving their case number requirements and 

therefore, are more accepting of the use of simulation. Whereas Assistant Program Directors, 

who typically have less administrative experience, may have more purist views on how students 

should meet their requirements. Alternatively, Assistant Program Directors may be more hands 

on, working with students in clinical and believe they can achieve their numbers in the clinical 

setting. Program Directors may be more removed from the clinical setting and want to have 

students achieve their numbers in a timelier manner with the use of simulation. This study only 

surveyed on years of clinical experience, not teaching experience. Therefore, statistical testing 

could not be performed to determine if years of teaching experience impacts one’s perception of 

simulation usage. A future recommended study would be to survey Program Directors and 

Assistant Program Directors on their teaching experience, preferred method of teaching, personal 
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experience with simulation, as well as their perception on the use of simulation. The results of 

this study would provide insight on whether one’s perception on the usage of simulation is 

altered by experience level, personal experience with simulation and teaching methods.  

Secondary Analysis Discussion: Regional Differences 

 Program Administrators were surveyed on the ease of which their students achieve their 

clinical requirements. Findings showed central lines and fiber optic intubations were more 

difficult for students to achieve. Looking further into the data, it was found that administrators 

from certain regions of the country had greater difficulty than others in meeting clinical 

requirements. Of the respondents from regions 2, 3, and 5 66% reported having difficulty 

achieving central line requirements in the clinical setting. Two thirds of respondents from region 

2 also reported difficulty achieving fiber optic intubations in the clinical setting. Regions 3 and 6 

felt most strongly (>70%) that the COA’s 2022 change would impact their students overall. In 

contrast in Regions 4 and 7 over 75% agreed their programs would be minimally impacted by the 

changes. 

 Regional disparities are essential to take note of because the COA’s 2022 changes may 

have a greater negative impact in certain areas.  For example, this study indicates that some 

regions may easily achieve graduate requirements in the clinical setting despite the COA 

changes, while others, such as regions 2, 3, 5, and 6, are likely to struggle. An insinuation could 

be made that these regions have practice barriers preventing CRNAs, and in turn SRNAs, from 

practicing their full scope. These practice barriers could be based on restrictions at the state level 

or locally by individual hospitals. Programs in these regions may also be in more rural areas 

where there is limited opportunity to perform technical skills such as central line placement. 

Additionally, programs in more urban settings may be competing with Anesthesia Resident 
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programs preventing SRNAs from gaining the more advanced cases that may require fiber optic 

intubations or central line placements. There is limited data to fully determine the cause of these 

disparities and requires further exploration. With the new COA rule changes rapidly 

approaching, understanding the feasibility of graduation requirements being met in the clinical 

setting must be evaluated by region as practice opportunities vary nationwide.  A program unable 

to meet requires may be forced to send their students out of state for clinical sites to achieve case 

numbers, which may be associated with prohibitive costs and inconveniences to programs and 

the students they serve.  

 No research was identified that explored barriers SRNAs may face achieving 

requirements in the clinical setting. A future study identifying clinical site-specific barriers to 

skill opportunities may help determine why students in different regions are having more 

difficulty achieving COA case number requirements. A study such as this could determine if the 

difficulty is because of restrictions on the SRNA and/or CRNA practice or if it reflects 

differences in practice patterns such as a decline in central lines and fiber optic intubations in 

general. An additional study determining the percentage of a program’s students currently use 

simulation to meet their graduation requirements for clinical would also help identify the 

magnitude of the problem. Having quantitative data in regards to which programs have a higher 

percentage of using simulation would give further insight on which regions are meeting the most 

impediments. 

Limitations 

 This study did not meet an adequate sample size, of the 148 responses needed only 43 

responses were generated. The limited sample size greatly decreases the confidence interval of 

the study. Due to the minimal number of responses, statistical significance is lacking and mainly 
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descriptive analysis was utilized to interpret results.  Overall, while an 18% response is 

considered a high response rate for a survey to have, when evaluating regional differences there 

were not enough responses for statistical analysis. 

 This survey utilized the Likert Scale, allowing participants to agree or disagree with a 

statement by a rating system from strongly disagree to strongly agree. The Likert scale is highly 

subjective means of collecting data. Terms within the survey questions could be interpreted 

differently from participant to participant which has the potential to skew results. For example, 

when asked if there were measurable improvements in a SRNA’s skills with the use of 

simulation, individual participant’s interpretation of what a measurable improvement in skill 

could differ. To resolve differing interpretation, it may be beneficial to more specifically define 

terms, such as what a measurable improvement in skill is.  

Conclusion 

 In the current study, Program Administrators reported a consistent perception that 

simulation improves SRNAs’ knowledge and technical skills. Despite the positive views on 

simulation and its constructive impact on SRNAs’ knowledge and technical skills, Program 

Administrators did not think simulation was an adequate substitute for clinical experiences such 

as epidurals and were mixed on simulated placement of central lines and fiber optic intubations 

in place of real-life procedures. However, without the use of simulation, many Program 

Administrators predicted their students will face difficulty meeting graduating clinical 

requirements, questioning the wide-spread feasibility of the COA’s 2022 changes. The inability 

to meet all skills requirements in the clinical setting could negatively impact SRNAs from 

graduating and joining the CRNA workforce or force students and programs to use distant 

clinical sites at great cost and inconvenience. Anticipated changes made by the COA in regards 
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to clinical requirements must be further explored and re-evaluated as they may disproportionally 

impact regions, delay graduation, and become both costly for programs and students.
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APPENDIX A: Nurse Anesthetist Program Administrators’ Perception Data Collection Tool 

 

This survey is to collect data on the perceptions of nurse anesthetist program administrators’ 

concerning the use of simulated experiences in lieu of clinical experiences. 

Demographics 

Select the answer that best applies to you and/or your program: 

1.) What is your current role/title within the nurse anesthesia program? 

 a.) Program director 

 b.) Assistant program director 

 c.) Administrative assistant 

 d.) Faculty 

 e.) Other 

 

2.) On average how often do you participate in clinical anesthesia practice in a given month? 

 a.) None, I do not currently practice 

 b.) Once a month 

 c.) Twice a month 

 d.) 3-4 times a month 

 e.) >4 times a month    

3.) Which best describes your program’s class size? 

      a.) 10 students or less      
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 b.) 11-20 students     

 c.) 21-30 students   

      d.) 31-40 students     

 e.) > 40 students  

4.) In which of the following the AANA’s regional divisions is your program located? 

       a.) Region 1     

 b.) Region 2     

 c.) Region 3     

 d.) Region 4      

       e.) Region 5     

 f.) Region 6      

 g.) Region 7 

5). What types of simulation experiences are part of your curriculum? (Mark all that apply) 

   a.) skills-based low fidelity simulations standardized patients 

 b.) high fidelity scenarios  

 c.) hybrid simulations (component of low and high fidelity)  

 d.) interdisciplinary simulations 

 e.) team-based simulations 



54 
 

6.) Does your program have a designated simulation center? 

   a.) No  

 b.) Yes, one center within the program 

 c.) Yes, one center on the university campus   

 d.) Yes, one center in an affiliated hospital   

 e.) Yes, one center off site in non-hospital facility 

 f.) Yes, multiple sites 

7.) If your program does have a simulation center, is the center accredited? 

 a.) My program does not have a simulation center 

 b.) Yes 

 c.) No 

 d.) I do not know 

Simulation   

To what extent do you agree with the following statements: 

8.) Simulation provides a measurable improvement in a SRNA’s knowledge. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

9.) Simulation provides a measurable improvement in a SRNA’s technical skills. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 
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10.) Simulation is a useful educational tool to teach technical skills. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

11.) Simulated central line placement is an appropriate substitute for clinical central line 

placement experiences for COA’s clinical requirement for a SRNA. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

12.) Simulated epidural placement is an appropriate substitute for clinical epidural placement 

experiences for COA’s requirements for a SRNA. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

13.) Simulated fiber optic intubations are appropriate substitutes for clinical fiber optic 

experiences for COA’s requirement for a SRNA. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

14.) Simulation is a great educational tool to teach non-skills-related critical thinking, case 

management, team collaboration for SRNAs. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree  

15.) Besides simulated skills such as fiber optic intubations, central line placements, and epidural 

placement, I believe that many more simulated experiences could be substituted for clinical 

experiences required for program completion. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree  

16.) Currently, Students in my program achieve their central line case number requirements with 

ease in the clinical setting. 
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 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

17.) Currently, Students in my program achieve their fiber optic intubation case number 

requirements with ease in the clinical setting. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

18.) Currently Students in my program achieve their epidural placement case number 

requirements with ease in the clinical setting.  

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 

19.)  In 2022, the COA will discontinue the use of simulation as a substitute for a SRNA’s case 

number requirements.  According to your perception, this change will have little impact on 

students in my program meeting their clinical requirements. 

 1.) Strongly Disagree 2.) Disagree 3.) Neutral 4.) Agree 5.) Strongly Agree 
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APPENDIX B: Raosoft 
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APPENDIX C: Informed Consent 

 

You are invited to participate in a research study titled “An Exploration of Nurse Anesthesia 

Program Administrators Perception of the use of Lab Simulation in Lieu of Clinical Experiences 

for Student Nurse Anesthetists’’ Knowledge and Skill Acquisition”. Aimee Sullivan, a 

Georgetown University DNAP candidate, is conducting this study to explore nurse anesthesia 

program administrators’ perceptions of lab simulations for student nurse anesthetists’ in lieu of 

actual clinical experiences to attain required COA case numbers for specific types of anesthesia 

cases and specific skills, as well as identify nurse anesthesia program administrators’ perceptions 

of knowledge and skill acquisition when lab simulations are used in lieu of actual clinical 

experiences.  

You are being asked to take part in this study because you are a Nurse Anesthesia Program 

Director or Assistant Director. 

If you agree to participate, you will be asked to fill out a survey about your perception of 

simulation in lieu of clinical experiences for Nurse Anesthetist students. This survey should take 

approximately 20 minutes to complete. The survey will be collected electronically via 

SurveyMonkey. 

Participation in this study is entirely voluntary at all times. You can choose not to participate.. 

Regardless of your decision, there will be no effect on your relationship with the researcher or 

any other consequences.  

All of your responses to this survey will remain anonymous and cannot be linked to you in any 

way. No identifying information about you or your specific program will be collected at any 

point during the study.  Your survey will be identified only with a randomly assigned number. 
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Once submitted, there will be no way to withdraw your responses from the study because the 

survey contains no identifying information. 

Study data will be kept in digital format on the principle investigator’s password protected 

personal computer.  Access to digital data will be password protected and encrypted. Only the 

researcher will have access to the data. 

There are no risks associated with this study. While you will not experience any direct benefits 

from participation, information collected in this study may benefit others in the future by helping 

understand nurse anesthesia educators’ perception of simulation use in educating nurse 

anesthesia students.  

If you have any questions regarding the survey or this research project in general, please contact 

the principal investigator, Aimee Sullivan, at acs332@georgetown.edu or her faculty advisor, Dr. 

Catherine Horvath at chh24@georgetown.edu . If you have any questions about your rights as a 

research participant, please contact the Georgetown University IRB at (202) 687-1506 or 

irboard@georgetown.edu. 

By completing and submitting this survey, you are indicating your consent to participate in this 

study.  

Aimee Sullivan 

DNAP candidate 

Georgetown University 

Acs332@georgetown.edu 

 

mailto:acs332@georgetown.edu
mailto:chh24@georgetown.edu
mailto:irboard@georgetown.edu
mailto:Acs332@georgetown.edu
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APPENDIX D: CITI Training Certificate 
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