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SUPPORTING DOCUMENTS – TABLE 1-A81 

Table 1.   Proportion of correct pre and post-education scores at 6 weeks. Statistical analysis performed using Two sample Z 
test of proportions. Results considered significant if p<0.05.

Question descriptor Pre-education proportion of correct 
responses during the live session, 

mean (95% CI) 

Post-education proportion of 
correct responses at 6 weeks, mean 

(95% CI) 

Estimate for 
difference, mean 

(95% CI)
 

P-value 

Timing of intubation 58.3 (48.8–67.8) 81.8 (70.4–93.2) 23.5 (8.6–38.4) 0.006

Ventilation strategies 35.6 (25.5–45.7) 72.7 (59.5–85.9) 37.1 (20.5–53.7) <0.001
Pulmonary haemorrhage 5.2 (0.7–9.6) 68.2 (54.4–82.0) 63.0 (48.5–77.5) <0.001
Third line inotropes 53.8 (43.6–64.0) 93.2 (85.8–100) 39.4 (26.7–52.1) <0.001
Intravenous 
immunoglobulin

65.2 (55.5–74.9) 90.9 (82.4–99.4) 25.7 (12.8–38.6) 0.002
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Introduction:  Due to an everchanging healthcare 
environment and reduced placement availability, the NMC 
[1] has proposed the adoption of simulated practice learning 
(SPL). This has encouraged many higher education institutions 
(HEIs) across the country to bolster the simulation provision, 
preparing nursing students to face the challenges of the 
future in a safe environment without the risks associated 
with clinical practice [2].

During SPL planning for a last year undergraduate adult 
nursing masters programme, a learning need was identified 
through learners’ feedback, which highlighted their keenness 
to explore critical care before graduating. As the placement 
capacity could not be increased to accommodate large 
number of learners, the intensive care unit (ICU) environment 
was recreated digitally through projector-based interactive 
technology. Medical equipment, sounds, AI generated people, 
interactive touch-points and bed spaces were developed to 
increase immersion.

This paper focuses on the team’s own learning journey in 
adopting the technology, whilst sharing with the simulation 
community challenges and lessons learnt.
Methods:  This initiative took eight weeks to develop and 
applied the experiential learning theory to immersive-
interactive technology, combining experience, perception, 
cognition and behaviour [3]. A post-test design was employed 
to target and address pre-identified challenges (Table 1). The 
faculty took notes throughout the sessions and reported 
observations to the team lead.

The two-hour-long experience followed a patient’s 
journey from admission to discharge and aimed to enhance 
understanding of specialised equipment, MDT approach, 
deterioration management including delirium, patient 
and family’s perspective on being cared for in ICU. Quizzes, 
videos, drag and drop exercises and a Padlet QR code were 
embedded to support different learning styles and maximise 
engagement.

Structured and tailored pre-brief, brief and debriefing, 
using the PEARLS model, reinforced learning and assured 
psychological safety throughout.

The steps below led to implementation.

•	 Identify the gap
•	 Form a team
•	 Develop vision and aims
•	 Develop the content
•	 Deliver & evaluate

Results:  The team met to discuss foreseen challenges and 
findings after each iteration. The findings and solution after 4 
iterations are presented in Table 1.
Discussion:  Implementation required a multidisciplinary 
approach, including educators, learning technologists, and 
clinicians to provide a clinically sound and psychologically 
safe exploratory journey of a complex placement area. Albeit 
the initiative was successful, the literature on immersive 
room implementation in healthcare programmes is scarce 
and future work should focus on:

•	 Developing validated frameworks, ensuring consistency 
and learning effectiveness

•	 Implementing the technology to prepare learners 
for placement areas like the ICU and evaluate its 
effectiveness
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Table 1. Findings and solutions after 4 iterations.

Findings Solution 

Lack of standardised practice Unlike the tried and tested VR-based simulation, 
no established framework or model existed 
for designing and delivering an immersive 
room experience, leading to uncertainty and 
apprehension. 

Produce an ad-hoc template to capture, LOs; Sequence flow 
(what happens at this stage); Resources needed (images, videos, 
sounds etc.); Interactive activity, (quizzes, drag and drop etc.)

Software inexperience The team was unfamiliar with immersive room 
technology.

Regular catchups and training workshops were introduced, 
fostering progressive skills development.

Competing priorities Balancing simulation development with teaching 
responsibilities proved challenging.

Using one version of a shared live document to identify critical 
steps, responsible person and obstacles, enabled asynchronous 
collaboration.

Educational effectiveness Due to lack of prior experience, there were no 
metrics that could be used as benchmark.

A dry run, for faculty only, was conducted to test functionality 
and check timings. A lesson plan (LP) and a narrated video for 
faculty were instrumental to align LOs to delivery.
The LP contained navigation of the scenes, layout of the room, 
duration of each scene, specific activities to run like quizzes and 
videos, discussion points, pre-brief, brief and debrief.

Learning and engagement Long videos and long text caused engagement to 
drop.

Limit passive learning. Videos were shortened, whilst discussion 
points and dynamic activities were encouraged.

Future iterations Further developments and activities stemmed from 
this experience.

The learning technologist adopted the template used for this 
experience as a starting block for a different session, resulting in 
a much quicker and streamlined development.

IN PRACTICE

A83	 SIMFONIK: AN ARTS-LED IMMERSIVE AUDIO 
XR SIMULATION TO FOSTER EMPATHY AND 
COMMUNICATION SKILLS IN HEALTHCARE 
TRAINING BASED ON LIVED EXPERIENCE OF 
PATIENTS

Jorge Lopes Ramos1; 1University Of Greenwich, London, United 
Kingdom

Correspondence: j.ramos@gre.ac.uk

10.54531/MWDA5011

Introduction:  Empathy and effective communication are 
critical to safe, patient-centered healthcare, yet these ‘softer’ 
skills are often underdeveloped in traditional training when 
compared to ‘harder’ skills [1, 2]. Simulation tools exploring 
immersive and XR technologies can often prioritise clinical 
tasks over emotional engagement. Emerging from an arts-led 
collaboration between disabled-led arts organisation ZU-UK 
and researchers at the University of Greenwich, SIMFONIK 
is an app-based, audio-led XR simulation platform that uses 
storytelling, immersive audio, and scaffolded role-play to 
enhance healthcare students’ empathy [3], communication 
resilience, and emotional awareness. Drawing from 
techniques in serious games, LARP, and immersive theatre, 
SIMFONIK places students directly into the patient’s 
perspective through progressive and accessible instruction-
led experiences.
Methods:  A beta version of the SIMFONIK app has been 
piloted with undergraduate nursing cohorts at the 
University of Greenwich, and healthcare simulation 
staff across five UK universities. Using bone-conduction 

headphones, participants experienced the scenarios in 
pairs - receiving real-time role-play instructions within a 
range of patient scenarios. Instructions gradually shifted 
from directive to autonomous, encouraging independent 
empathic decision-making. Sessions were framed 
by clear pre-briefs and structured debriefs. Pre/post 
surveys assessed self-rated empathy and communication 
confidence.
Results:  Preliminary findings suggest positive impact. Across 
pilot sites, 81% of participants reported increased empathy 
and communication confidence. Average self-rated empathy 
scores improved by approximately one point on a seven-
point scale post-session. Learners described the experience 
as understanding “what (empathy) really means,” “intense, 
making you actually think and feel,” and feeling “more equipped 
to implement it in practice,” highlighting the emotional realism 
generated by the audio storytelling and real-time role-play. 
Educators noted potential for greater engagement, deeper 
reflection around ‘hard-to-teach skills’, and improved emotional 
vocabulary. SIMFONIK’s technical setup proved low-cost, 
scalable, and adaptable to different classroom environments 
without the need for VR or specialist rooms.
Discussion:  Early evidence indicates that SIMFONIK effectively 
supports empathy and communication development in 
healthcare education. By combining scaffolded instructions 
with immersive storytelling, the platform enables students to 
explore patient emotions safely and build emotional resilience. 
SIMFONIK’s accessibility, emotional impact, and adaptability 
make it a strong candidate for integration into healthcare 
curricula seeking to develop compassionate, patient-centered 
practitioners. Further evaluation will focus on longitudinal 
impacts and expansion to broader healthcare disciplines.
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