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Abstract 

Introduction. Communication and critical thinking are essential practice competencies for every 

registered nurse. However, newly licensed registered nurses (NLRN) often lack these skills on 

entry into practice contributing to low levels of clinical confidence. Aims. The purpose of this 

Quality Improvement (QI) project was to implement and evaluate the effectiveness of simulation 

on clinical confidence among NLRNs. Methods. This QI project was guided by the MAP-IT 

model and involves NLRNs in a Pediatric Intensive Care Unit within an urban academic teaching 

hospital. NLRNs participated in three clinical simulations reflecting common PICU clinical 

practice, utilizing the Simulation Module for Assessment of Resident’s Targeted Event 

Responses (SMARTER) and the Behavior Assessment Tool (BAT). NLRN confidence data were 

collected immediately pre-simulation and post-simulation, as well as one-month post-simulation 

using the self-report C-Scale Instrument of Clinical Confidence. Qualitative data was collected 

via observation by the NLRN preceptor using the C-Scale Instrument of Clinical Confidence. 

Paired sample t-tests were used to determine a significant change in confidence, and content 

analysis was performed by two evaluators on the qualitative data derived from the C-Scale 

observations to identify confidence themes and patterns. Results. Paired sample t-tests revealed a 

significant increase in clinical confidence between baseline and sustained one-month post 

simulation. Qualitative data collection of preceptor observations revealed improved clinical 

confidence and communication abilities. Conclusions and Implications. Data indicates that 

simulation is an effective strategy to increase clinical confidence as perceived by the NLRNs. 

Incorporation of simulation into transition-to-practice programs such as Nurse Residency or 

facility orientation is an evidence-based recommendation to improve development of clinical 

confidence and communication abilities in this population.  
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Introduction 

Communication and critical thinking are essential practice competencies for every 

registered nurse; however, newly licensed registered nurses (NLRN) lack these skills on entry 

into practice (Fisher & King, 2013; Hommes, 2014; Thomas & Mraz, 2017; Zamanzadeh, 

Roshangar, Fathi-Azar, Valizadeh, & Kirkwood, 2014). Only 10% of hospital executives believe 

that NLRN’s possess adequate preparation and confidence to perform their jobs competently 

(Zamanzadeh et al., 2014). The NLRN shares this troubling view reporting uncertainty in their 

clinical competency on entry into practice as well a gap in self-confidence and overall role 

satisfaction. An association has been demonstrated between these facts and increased medication 

error rates, self-doubt, lack of clinical confidence and interprofessional collaboration, ultimately 

impacting patient safety and quality of care as well as role satisfaction (Pfaff, Baxter, Jack, & 

Ploeg, 2014). With limited amounts of self-confidence, NLRN’s lose confidence in their clinical 

skills, doubt their overall ability to perform competently which can result in sub-optimal patient 

care. Research supports this lack of confidence resulting in heavy reliance on senior staff 

resulting in inefficient use of staff to patient ratios and disproportionate workloads (Zamanzadeh 

et al., 2014).  

The resulting role disillusionment for the NRLN is thought to be associated with turnover 

rates as high as 30-60% – a workforce condition with the potential to further disrupt patient 

safety and the care delivery environment (Hommes, 2014; Rhodes et al., 2016). There are 

various strategies to address the issue, but inherent in each of these is the assumption that 

NLRN’s are novice practitioners and lack the experiential component necessary to guarantee 

confidence and clinical competence early in their career. Simulation is defined as an 

“experiential learning modality that closely resembles the clinical environment; it allows 
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students to develop, refine, and apply knowledge and skills in a realistic clinical situation as they 

participate in interactive learning experiences designed to meet their education needs’” 

(Hommes, 2014, p. 66). Simulation improves confidence, facilitates learning and assists in 

closing the gap between baseline inexperience and the growing work-related requirements 

expected of new graduate nurses (Delac, Blazier, Daniel, & N-Wilfong, 2013; Fisher & King, 

2013; Hommes, 2014; Justus & Appel, 2018; Rhodes et al., 2016; Sapyta & Eiger, 2017; Thomas 

& Mraz, 2017). Due to the evidence described here, utilization of simulation has been shown to 

be one of the most effective, cost efficient ways to increase the new graduate’s self confidence 

level and hopefully, the quality of patient care (Delac et al., 2013; Fisher & King, 2013; 

Hommes, 2014; Justus & Appel, 2018; Rhodes et al., 2016; Sapyta & Eiger, 2017; Thomas & 

Mraz, 2017). The purpose of this Quality Improvement (QI) project is to implement and evaluate 

the effectiveness of simulation on the clinical confidence among NLRN’s at the project site.  

Literature Review 

There is a consistently expanding gap between the under-preparedness of NLRN’s and 

the ever-growing performance expectations assumed of them upon completion of orientation 

(Hommes, 2014; Rhodes et al., 2016). The NLRN’s limited experience in detecting clinical 

changes and intervening can result in a failure to act correctly and efficiently, and potentially 

threaten safe patient care (Crowe, Wart, & Derman, 2017). There is significant evidence to 

suggest that simulation is an effective strategy to bridge the gap between inexperience and role 

expectations (Crowe, Ewart, & Derman, 2017; Dowson, Russ, Sevdalis, Cooper & De Munter, 

2013; Hommes, 2014; Hsu, Chang, & Hsieh, 2015; Rhodes et al., 2016; Sapyta & Eiger, 2017) 

(Table 1). Evidence supported implementation of simulation in order to improve the NLRN’s 

self-confidence and knowledge when documenting patient arrests (Crowe, Wart, & Derman, 
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2017; Sapyta & Eiger, 2017). Similar results were obtained within a rural community hospital 

showing improved self-confidence and competence (Hommes, 2014). When compared to 

traditional course material alone, clinical confidence scores were significantly higher amongst 

NLRN’s who attended didactic lectures coupled with simulation experiences (Dowson, Russ, 

Sevdalis, Cooper & De Munter, 2013; Hsu, Chang, & Hsieh, 2015).   

All simulation studies reviewed followed a format that involved use of either a 

mannequin based simulation (MBS), standardized patients (SP), didactic content and 

multidisciplinary situations with accompanying debriefing sessions (Crowe, Ewart, & Derman, 

2017; Rhodes et al., 2016; Sapyta & Eiger, 2017). This indicated that there is no standardized 

approach in simulation design to yield effective outcomes. While there are advantages to using 

MBS and SP’s separately, implementation of both MBS & SP’s has been shown to foster 

confidence, clinical learning, performance and critical thinking (Rhodes et al., 2016). When 

compared to didactic teaching modalities, utilization of simulation has been identified as a more 

effective method to educate the NLRN (Hsu et al., 2015).  

The number and duration of simulations experienced throughout a NLRN’s orientation 

period has been explored for best practices. The majority of this evidence supported the 

sufficiency of implementing one simulation experience, while some advocate implementation of 

several simulations throughout orientation or the first year of employment (Rhodes et al., 2016). 

Evidence showed that the majority of simulations were designed by clinical and simulation 

experts at study locations and varied in length from 20 minutes to one hour. The sample 

populations primarily consisted of NLRN’s; the sample size varied widely from 9 to a few 

hundred NLRN’s. Every simulation experience included a pre-briefing and debriefing, during 
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which assessment tools were distributed and completed. Though simulations were held in a 

variety of settings, self-confidence results remained the same throughout.  

Weaknesses with the evidence included design flaws (single cohort prospective studies), 

small sample sizes, convenience sampling from single medical institutions and utilizing 

institutionally designed assessment tools. While these limitations could threaten conclusion 

validity and generalizability, strengths were present with procedures and the reliability and 

validity reporting of the measures (Crowe et al,2017; Rhodes et al., 2016). The low level of risk 

to high benefit analysis supported the implementation of simulation within the NLRN orientation 

period. Strengths of the evidence included alignment in simulation implementation structure (i.e. 

MBS and pre and post simulation debriefing), significant improvements in self-confidence, 

communication and knowledge scores and assessments, similar simulation frequency and 

duration, applicable and successful within a variety of hospital environments (intensive care, 

rural community, emergency room) and additional associated benefits to the NLRN and their 

transition as a bedside nurse (job satisfaction, reduced turnover, etc.).  

Theoretical Framework 

Kolb’s Experiential Learning Theory defines learning as an integrative process by which 

“knowledge is created through the transformative process of experience” (Kolb, 1984). The 

premise of this theory focuses on the central fact that the learner lacks baseline experience; 

therefore, the creation of experience in a controlled and safe space provides a structure and 

process for learning that involves engagement in perception and processing. Entry into practice is 

defined by a significant period of learning for the NLRN. Simulation involves the developing of 

a NLRN’s skills, confidence and knowledge through participation in an interactive experience. 
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Simulation provides this controlled and safe space for the NLRN to gain valuable clinical 

experience and practice their skills and communication abilities. 

The Experiential Learning Theory appreciates learner variance by stating that there are 

different learning styles, these learning styles are combined and depicted as an ongoing cycle 

composed of four stages ([Appendix A], Kolb, 1984; McLeod, 2013). First is Concrete 

Experience when the learner participates in a physical experience. This leads directly into 

Reflective Observation where the participant can look back on the experience and review their 

own application of their knowledge and skills applied to that experience. Third is the Abstract 

Conceptualism stage where learners consider their reflection, analyze their own behaviors, and 

consider application of their previously attained reasoning skills & systematic thought processes 

to other abstract concepts or situations. Lastly, the physical or observable manifestation of this 

reflection and abstract conceptualism is termed the Active Experimentation stage. It is in this 

stage that learners apply the newly developed thinking in a situation to ‘try it out’ and ‘see how it 

fits.’ (McLeod, 2013; Poore, Cullen, & Schaar, 2014).   

The Experiential Learning Theory directly guided the activities in this QI project. The 

NLRN’s attended simulation (a Concrete Experience) then reflected on their experiential 

learning during the post simulation debriefing process (a Reflective Observation). This directly 

led into the application of higher systematic thought processes, reasoning and abstract concepts 

previously attained (an Abstract Conceptualism). Lastly, the NLRN manifested the benefits of 

this experiential learning by directly applying the newly developed skills, knowledge & clinical 

reasoning in order to improve competence, skill level & confidence at the bedside (an Active 

Experimentation).  
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Methods 

 This QI project utilized a mixed methods, pre-test and post-test design, targeting NLRNs 

in a Pediatric Intensive Care setting. The project site was a 19 bed Pediatric Intensive Care Unit 

within an urban academic teaching hospital. Eligible participants included baccalaureate 

prepared NLRN’s who graduated within the last year and were either currently enrolled in the 

institution’s Nurse Residency Program (NRP) or had completed the Residency Program within 

the last year. During the QI project, NLRNs participated in three clinical simulations, in small 

groups of three, utilizing dedicated simulation space and high-fidelity equipment at the project 

site. The clinical simulations reflected common PICU clinical practice and were developed by 

the project lead and two doctoral prepared clinical simulation content-matter experts, utilizing 

the Simulation Module for Assessment of Resident’s Targeted Event Responses ([SMARTER], 

Table 2) and the Behavior Assessment Tool ([BAT], Appendix B). The clinical simulations were 

delivered and debriefed by the project lead, certified Clinical Simulation Educators, and 

facilitators at the project site.  

Participants confidence data were collected immediately pre-simulation and post-

simulation, as well as one-month post-simulation using the self-report C-Scale Instrument of 

Clinical Confidence (Appendix C). The C-Scale is a five item, 5-point Likert scale instrument 

with a total possible score of 25, a score of 1 meaning “no confidence at all” and a score of 5 

meaning “absolutely confident”. Reliability and validity of the C-Scale have previously been 

demonstrated with a Cronbach’s alpha of 0.85 and confirmed content validity (Grundy, 1993). 

Official permissions for use of the C-Scale was granted, as seen below in Appendix D. Paired 

sample t-tests were used to determine if there was a significant change in confidence after each 

simulation, and at the completion of the project.  
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Additionally, each NLRN was observed by a preceptor at project baseline, and again one-

month post simulation, while engaged in routine nursing care. Qualitative data was collected by 

the preceptor using the C-Scale Instrument of Clinical Confidence. Content analysis was 

performed by two evaluators on the qualitative data derived from the C-Scale observations to 

identify confidence and communication themes and patterns. The BAT was used to evaluate the 

participant’s performance within the simulation experience.  

Results 

Structure changes required for sustainability of the QI project included the development 

of and conditions for a multidisciplinary simulation focused on accurate assessments, timely and 

effective communication utilizing SBAR and prompt clinical decision-making. Process changes 

primarily included participation in the simulations and corresponding debriefing periods. The 

following data report findings to assist in identifying usefulness of this project. The participant 

population consisted of a total of 6 NLRN’s, 83% females, 17% males; 66.7% were Caucasian, 

16.6% African American and 16.6% Asian. The demographic questionnaire used can be seen 

below in Appendix E. The average age of participants was 23.8 years. The majority of 

participants stated Nursing was their first career and they had previously participated in a Nurse 

Externship and simulations. 

The Composite Clinical Confidence scores at baseline compared to post-simulation are as 

follows: baseline (14.8) simulation 1 (13.8, p = 0.49), simulation 2 (16.3, p = 0.05) and 

simulation 3 (15.7, p = 0.14). Concurrently, the Composite Communication scores at baseline 

compared to immediately post simulation are as follows: baseline (15.2), simulation 1 (13.3, p = 

0.37, simulation 2 (15.8, p = 0.70) and simulation 3 (14.8, p = 0.77). Unfortunately, none of 

these changes in scores are statistically significant (Table 3). However, the Clinical Confidence 
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and Communication Composite scores at baseline compared to post-project were found to be 

statistically significant, confidence (18.4, p = 0.01) and communication (19.4, p = 0.05) (Table 

3). Paired t-tests were used to analyze the quantitative project data. The Clinical Confidence and 

Communication Composite Scores at baseline compared to immediately post simulation were 

not found to be statistically significant (Confidence: simulation 1, p = 0.49; simulation 2, p = 

0.059; simulation 3, p = 0.14) (Communication: simulation 1, p = 0.37; simulation 2, p = 0.70; 

simulation 3, p = 0.77).  

The qualitative data revealed improved clinical confidence and communication abilities 

based on observations over the implementation period. Preceptor response to the qualitative C-

Scale revealed that participants had improved confidence, do not need to be prompted to 

communicate, demonstrate increased confidence since the beginning of orientation, and properly 

convey an SBAR message and improved communication with parents. Two participant quotes 

included: “has shown increased confidence since beginning of orientation” and “proper 

conveying of SBAR message; improved communication with parents.” 

Key facilitators of the project included the availability of a professional, high-fidelity 

simulation center at the project site. In addition, the available resources of simulation education 

experts ensured the development, implementation, and evaluation of the simulation scenarios so 

that they were aligned with best practices in simulation based education. In addition, 

organizational support for flexible scheduling by the PICU NLRN Orientation Coordinator and 

Nurse Manager supported the success of this effort. Finally, the C-Scale tool was identified to be 

user friendly by the participants and therefore easy to complete.  

Barriers to this project included the unforeseen need to restructure the simulation 

development tool (SMARTER), commonly used in academia, for implementation at the project 
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site simulation center that utilized a clinical site based simulation development format. 

Additionally, it was difficult to receive all of the one-month post-simulation C-Scales from all 

participants. The process involved allowing the participants to take their time completing and 

returning surveys. In retrospect, this should have been built in as part of their necessary 

orientation paperwork. In conjunction with this, some data was hard to identify due to 

participants forgetting to put their identification number on their C-Scales. C-Scale instruments 

without identification numbers were paired by process of elimination when comparing pen color, 

handwriting, and date of simulation attendance. 

Discussion 

The difference in participant baseline confidence and communication scores was found to 

be statistically significant when compared to one-month post-simulation scores (confidence: p = 

0.01; communication: p = 0.05). Potential external factors influencing these results include 

amount of clinical unit experience, additional didactic lectures, pre-existing relationships within 

the group members on the simulation days that may impact engagement in the simulation and the 

de-briefing, and previous experiences with team-building activities.  

Most participants reported an increase in confidence after each simulation though the 

change was not statistically significant (Figure 1). This is not unexpected given that confidence, 

as a human trait, changes over longer periods of time. As Kolb’s Experiential Learning Theory 

emphasizes, learners must be able to take the knowledge, skills and actions that they obtained or 

enforced within the simulation experience and be able to reflect and then subsequently apply 

them within their clinical environments (Active Experimentation). While it would have been 

ideal for the clinical confidence and communication scores to have improved significantly 

between each simulation experience, it is not surprising considering the time that it takes for an 
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individual to learn, reflect on higher systemic thought processes and apply newfound skills and 

knowledge within their environment.  

The findings in this project support previous literature suggesting that learning evolves 

over time, allowing reflection on what they have learned and consider opportunities for 

application and further reflection. While it can be easy for participants to feel in a given moment 

that they have more clinical confidence or communication abilities, it is quite another to actually 

manifest those qualities within a highly intense and critical clinical environment. Preceptor 

observations reinforced the quantitative results revealing participant’s improved clinical 

confidence and communication over the span of the project.  

Limitations to the project included a small sample size due to the fixed number of 

NLRN’s within the convenience sample, the nature of a rigorous orientation period, and highly 

acute clinical environment. In addition, the project site is an intensive care unit with high clinical 

demands of a novice nurse. While the site provides a rigorous orientation, some of the initially 

recruited participants were unable to complete the orientation and were no longer eligible for this 

project. Creating and implementing simulations is resource intensive, requiring significant time 

and high levels of expertise to develop and execute. To optimize simulation fidelity, 

multidisciplinary confederates were needed as a resource. Due to workload and schedule 

conflicts, previously scheduled confederates were unavailable during implementation. 

Fortunately, alternative confederates were available as back-ups.  

Conclusion 

Simulation is an Evidence-Based strategy designed to achieve a change in a NLRN’s 

clinical confidence and communication skills. Utilization of simulation has been shown to be one 

of the most effective and cost-efficient ways to increase the new graduate’s self confidence level 
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with intended improvement in patient care outcomes. Simulation can be extremely effective and 

influential in the career of a novice NLRN bridging the gap between learned knowledge and 

skills and the expectation of immediate application of that knowledge and those skills in their 

new role as a professional nurse.  

Simulation provides the experiential structures and processes to improve clinical 

confidence and communication among NLRNL’s. While simulation requires a significant 

amount of time, expertise, and resources for successful implementation, simulation is ideally 

suited to provide immersive and interactive learning unlike most other teaching/learning 

methodologies. As such, organizational investment in utilization and adaptation of simulation, 

especially during the transition to practice period for NLRN’s, is an investment in the personal 

and professional growth of their NLRN’s while stimulating safe, quality, holistic patient care and 

promoting better and more positive patient outcomes. 
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Table 1. 

 Evidence Review Table Supporting Simulation Implementation  

1. Authors/Citation: Crowe, Ewart, & Derman (2017) 
Crowe, S., Ewart, L., & Derman, S. (2018). Clinical education: The impact of simulation based education on nursing confidence, knowledge and patient outcomes on 
general medicine units. Nurse Education in Practice, 29, 70–75. https://doi.org/10.1016/j.nepr.2017.11.017 

Level 4, B 

Purpose or Hypothesis Purpose Statement: “Address gaps in literature by examining the effect and sustainment of simulation education on nursing confidence and 
knowledge in post-licensure nurse on general medicine units, as well as to examine the trends found in critical care outreach data and site code blue 
records in relation to the recognition of patient deterioration.” 

Design • Pre & post analytic design, single cohort study  
• Two data sources: paper based survey & high level hospital quality improvement data, de-identified  

Sample • N = 161 nurses, participated in simulation research & completed the confidence & knowledge questionnaires at baseline and immediately post 
• 79 nurses completed the questionnaires at the 3 month follow up  
• Convenience sample, Single Cohort 

Inclusion criteria: any RN/LPN employed on one of the general medicine units who participated in the 4 hour educational course. 
Exclusion criteria: any RN with critical care/high acuity training, any student/non licensed nurses  
Setting: large tertiary level teaching hospital, over 650 beds  
RN’s and LPN’s, 10 different general medicine units  

Intervention  • High fidelity simulation  
• 4 hour education session with simulation; 7 sessions were held over 3 weeks 
• Sessions included 1 hr. didactic lectures based on simulation content 
• Participants were divided into groups and rotated through simulation scenarios 
• Scenarios were developed by unit educators, course facilitators & simulation educator   
• Lasted 40 minutes, pre-brief and de-brief sessions were facilitated with participants.  
• One scenario involved skill training, two provided hands on training and one provided high fidelity training  

Outcomes Demographic data: obtained by paper survey, including gender, nursing designation, employment status, years of practicing as an RN, years in 
current role, level of education and past experience in participating in a code blue 
Self Confidence: measured by the “Clinical Decision-Making Self Confidence” 12 item self confidence Likert scale  

• Measures 4 dimensions of confidence: accurate recognition of patient changes, performance of assessments, identifying basic interventions, 
evaluating intervention effectiveness 

• Internal consistency: Cronbach’s alpha of 0.93, 0.96  
Knowledge: 17 item questionnaire, developed, piloted & content validity completed by the institution  

Results Self Confidence:  
• Paired t-test: Immediately: p < 0.001, 3 month follow up: p < 0.001  
• Each of the 4 components of confidence also maintained significant improvement over 3 months, all with p < 0.001  

Knowledge:  
• Paired t-test, p < 0.001 for both immediately post and 3 months after 
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2. Authors/Citation: Dowson, Russ, Sevdalis, Cooper, & De Munter (2013) 
Dowson, A., Russ, S., Sevdalis, N., Cooper, M., & De Munter, C. (2013). How in situ simulation affects paediatric nurses’ clinical confidence. British Journal Of 
Nursing (Mark Allen Publishing), 22(11), 610. Retrieved from 
http://survey.hshsl.umaryland.edu/?url=http://search.ebscohost.com/login.aspx?direct=true&db=cmedm&AN=23899728&site=eds-live 

Level 3, B 

Purpose or Hypothesis Purpose Statement: “This study aims to address the current gap in the literature by examining the efficacy of in situ simulation training in acute 
pediatric emergencies with qualified nurses. The authors aimed to establish whether such training results in an improvement in nurse's clinical 
confidence over and above that which is gained from mandatory resuscitation training."  

Design • Quasi-experimental, longitudinal with mixed methods 
• Two groups: intervention - attended simulation in addition to mandatory resuscitation training 
•  Control: only attended mandatory resuscitation training.  
• Timeline: over a 4 month period. After month one, both groups completed a clinical confidence rating scale (CCRS). Then the intervention 

group completed 3 simulation training sessions over the next 3 months while the control group received only their normal mandatory 
resuscitation training. After the end of the third month, both groups completed the same CCRS as in the first month 

Semi structured interviews were conducted during the fourth month in order to capture the qualitative component of the study to describe and 
understand how and why the intervention worked.  

Sample • N = 20 qualified nurses from 2 different pediatric wards (general medical & hematology/infectious disease) 
• 10 nurses in each intervention & control groups, divided evenly based on number of years qualified & level of experience/training  

Setting: large teaching hospital 
Intervention Simulation: 

• Use of an intermediate fidelity mannequin (Laerdal SimBaby)  
• Each session was a common patient clinical diagnosis, lasting 30 minutes & involved 1 doctor and 1 nurse, led by a pediatric intensive care 

consultant (PIC) and a senor PIC nurse (AD) 
• After each session the doctor and nurse were debriefed and discussed the scenario with the PIC consultant and PIC nurse.  

Outcomes Confidence:  
• Clinical Confidence Rating Scale Questionnaire (CCRS): composed of 20 questions, 15 related to clinical skills, 4 non-technical skill 

questions and one question about overall confidence during pediatric emergencies 
• This questionnaire was from a previously published self-efficacy tool designed by Madorin & Iwasiw 
• Theoretical & content validity ensured via reviewing pediatric resuscitation literature, expert input from a pediatric intensive care 

consultant, clinical educators and resuscitation officers, and expert input from a patient safety expert 
• Face validity was confirmed by piloting the CCRS with a group of pediatric nurses not involved in the study  

Qualitative Data: 
• Semi-Structured Interviews: Questions surrounded asking the participants to describe a real-life emergency they had experienced or been 

involved in and to describe how this made them feel 
• Set questions were provided; however, did include open ended questions so nurses could discuss their feelings  
• All interviews were face to face, lasting 30-45 minutes   

Data Analysis:  
• SPSSVersion 18 used for data analysis 
•  Wilcoxon signed rank test was used to show a significant change in test scores over time 
•  Mann-Whitney test was used to compare the CCRS scores between both groups between month one and three 
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• Qualitative data from the semi-structured interviews were analyzed using the Colaizzi's framework  
Results Confidence: 

• Significant improvement in confidence levels in the intervention group following simulation training 
• The control group scores remained static over time apart from their non-technical skills.  
• Intervention Group Month 3: p < 0.01 
• No p value available for Control Group Month 3 
• Unfortunately, the groups were not as comparable as desired. The control group scored higher on their CCRS survey at the one month mark. 

When the groups were compared at the end, though, there were no statistically significant differences between the two groups. The 
intervention CCRS scores were much higher - indicating that their CCRS scores improved over time and the control group scores remained 
constant. This indicates a statistically significant increase in confidence levels found in the intervention group 

• Findings also suggest that simulation training can improve confidence in qualified nurses with a range of clinical experience 
Qualitative Components: 

• Two main themes revealed: 
• Real life emergency experience: 3 sub-themes, including: confidence, knowledge & team working 
• Simulation experience: 3 sub-themes, including: realism, preparation for real life and feedback  

Limitations: 
• Include participants being informed of which group they had been placed in before the first CCRS was completed, which could've biased the 

results. 
• Sample size of 10  

3. Authors/Citation: Hommes (2014) 
Hommes, T. (2014). Implementation of simulation to improve staff nurse education. Journal For Nurses In Professional Development, 30(2), 66–69. 
https://doi.org/10.1097/01.NND.0000433144.66804.4c 

Level 3, B 

Purpose or Hypothesis Purpose Statement: "The purpose of this project was to implement a simulation curriculum during the nursing orientation process at a Midwestern, 
rural community hospital. The expectation was that simulation would assist new graduate nurses (NGN's) to feel more confident and have a higher 
level of competency to care for complex patients."  
Objectives: "Immediately after the simulations, 80% of the participants will show an increase in confidence as identified from pre-survey to post-
survey. Immediately after the simulations, 80% of the participants will show an increase in competency as identified from pre-survey to post-survey."  

Design One group pre-test and post-test, quasi-experimental  
Sample • N = 9 NGN's, newly hired employees (associate & baccalaureate prepared):  

• 3 in the first participant cohort, two in the second, and four in the third cohort 
Setting: rural, Midwestern, 100 bed acute care facility employing 250 nurses 

Intervention Simulations: 
• Four simulations were developed & integrated into the first week of orientation for these NGN's 
• The simulation team was composed of a project director, simulation nurse expert, director of education, nurse educator and nurse manager 
• Jeffries' Nursing Education Simulation Framework guided the simulation design 
•  Knowles' Theory of Adult Learning was used to guide simulation training.  

The Orientation and Simulation Pre/Post Confidence and Competence Survey (OSPPCCS) was completed on the first day of orientation (pre-
simulations) and at the end of the day on the last day of orientation (post-simulations). 

Outcomes Confidence & Competence:  
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• The Orientation and Simulation Pre/Post Confidence and Competence Survey (OSPPCCS): 12 item self-report summative Likert scale to 
assess confidence & competence 

• Face validity was tested by the project director's adviser and 5 content experts 
• Reliability wasn't feasible given the small number of participants and short implementation time. 
• Included topics were chosen based on input ad data from stakeholders.  

A paired t test was used to detect clinical significance  
Results  • Causation could not be determined because of the one group design 

• All participants had an increase in perceived confidence & competence from pre to post survey. 
• Significant increase in overall perceived confidence (p = 0.001) 
• Significant increase in overall perceived competence (p = 0.005) 

4. Authors/Citation: Hsu, Chang, & Hsieh (2015) 
Hsu, L.-L., Chang, W.-H., & Hsieh, S.-I. (2015). Original Article: The Effects of Scenario-Based Simulation Course Training on Nurses’ Communication Competence 
and Self-Efficacy: A Randomized Controlled Trial. Journal of Professional Nursing, 31, 37–49. https://doi.org/10.1016/j.profnurs.2014.05.007 

Level 2, A 

Purpose or Hypothesis Purpose Statement: compare the effect of a traditional course vs. scenario-based simulation training on nurses’ communication competency, 
communication self-efficacy, and communication performance in discharge planning. 

Design Randomized Control Trial, pretest-posttest design 
Sample  • N = 184 nurses (92 each, intervention & control group), convenience sample 

• Ranged in level of experience, contained N0, N1 and N2 level nurses (N0 – novice, N1, entry level, N2 – participated in critical care, N3 – 
participate in education and holistic care, N4 – perform research and specialized care) 

• Medium effect size of 0.5 (2 tailed), alpha level of 0.05, Beta level of 0.80, 30% dropout rate adopted for paired t estimation  
• Randomized by 4 blocks to experimental or control groups using a random number table  
• $500 gift card incentive for participation  

Setting: medical center in Taiwan 
Sociodemographic Questionnaire 

• Gender, age, education, months of service at employment & as a licensed nurse (LPN/RN), clinical ladder level, venue of work, experience 
with communication courses in college & clinical training, OSCE experience  
Direct questionnaire  

Intervention Intervention Group: participated in simulation communication training 
• Discharge planning nurse-patient communication course designed based on simulation & communication theory  
• Validated by 5 simulation experts using content validity index (I-CVI) (0.95), scale content validity index (S-CVI) (0.75) 
• Content contained therapeutic communication principles/skills, discharge planning nurse-patient communication, scenario-based discussion, 

relevant literature  
• Researcher used lecture, power point presentation, simulated scenario film watching, group discussion, reflection and feedback  

Control Group: participated in scenario-based communication training only  
Pre-test (immediately prior to simulation or scenario) and first post-test (immediately after simulation or scenario), nurses made a self assessment of 
their communication competence & efficacy, assessed satisfaction  
Second post-test, SP’s and raters presented objective assessments of the nurses  

Outcomes Communication Competence 
• Measured by the Communication Competence Scale (CCS) - developed based on model developed by authors 
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• I-CVI (0.99), S-CVI (0.94)  
• Internal Consistency established by Cronbach’s alpha of 0.93, 0.94  
• Reliability established by test-retest of intra-class correlation coefficient (ICC) from pretest to second posttest of 0.62 (p < 0.001) 

Communication Self Efficacy  
• Measured by the Communication Self-Efficacy Scale (CSES) - items developed based on relevant literature  
• I-CVI (0.98), S-CVI (0.89) 
• Internal Consistency was established by Cronbach’s alpha, between 0.95 and 0.97 from pretest to second post test 
• Reliability established by test-retest reliability of 0.71 (p  < 0.001)  

Satisfaction 
• Measured by the Learning Satisfaction Scale (LSS) - developed by current relevant literature  
• I-CVI & S-CVI were both 1.00 
• Internal Consistency established by Cronbach’s alpha between first and second post-tests between 0.94 and 0.97 
• Reliability established by test-retest reliability between first and second post-tests of 0.32 (p = 0.008)  

SP’s Feedback Form of the OSCE 
• Developed by reviewing relevant literature & training objectives 
• SP’s (n =4) used 5 item scale to rate the nurse’s communication competence  
• I-CVI & S-CVI were 1.00  
• Internal Consistency established with Cronbach’s alpha of 0.54  

Communication Performance Checklist (CPC) of the OSCE  
• Used for objective assessment of nurses’ communication performance with SP - items generated from relevant literature 
• I-CVI & S-CVI were 1.00 
• Internal consistency established with Cronbach’s alpha of 0.59 and ICC of 0.60 (p < 0.001)  

Results • Characteristics compared using Mann Whitney U tests, Pearson chi square tests, Fischer’s exact tests 
• Analysis of covariance (ANCOVA) used to determine between subjects effects on communication competence and efficacy  
• Independent t test & Mann-Whitney U test determined between subject effects on learning satisfaction and communication performance 
• Paired t test used to determine within subjects effects on communication competence, efficacy and learning satisfaction 
• Data analysis performed using SPSS 17.0  

Sociodemographic Data: 
• All women, mean age: 25.7 
• 50% were 2 year, BSN graduates  
• 76.6% of the experimental group vs. 65.4% of the control had communication course experience in college  
• <10% of participants in either group had at least 1 hour of communication training  
• No statistical differences  

Within Subject Effects:  
Communication  

• Experimental Group: increased from pre-to first post-test, more so than control group (t(63) = 11.81, p < 0.001 vs. t(51) = 5.23, p < 0.001) 
Self Efficacy 

• Experimental Group: increased from pre-to first post-test, more so than control group (t(63) = 10.46, p < 0.001 vs. t(51) = 5.57, p < 0.001)  



SIMULATION AND CONFIDENCE   
 

22 

Between Subject Effects: 
Communication 

• Average communication competency scores were higher in the experimental group at the first post-test (p  <0.001)  
Self-Efficacy 

• Higher self-efficacy scores in the experimental group (p  = 0.001) 
Satisfaction 

• Higher learning satisfaction scores in the experimental group, independent t test showed (p  = 0.002)  
Objective Assessments 

• Average score was higher for the experimental group (p = 0.001) 
• However, no statistically significant difference between nurses’ mean global rating scores of communication performance or SP performance 

ratings between groups (p = 0.347, p  = 0.199) 
5. Authors/Citation: Rhodes, et al. (2016) 
Rhodes, C. A., Grimm, D., Kerber, K., Bradas, C., Halliday, B., McClendon, S., … McNett, M. (2016). Featured Article: Evaluation of Nurse-Specific and 
Multidisciplinary Simulation for Nurse Residency Programs. Clinical Simulation in Nursing, 12, 243–250. https://doi.org/10.1016/j.ecns.2016.02.010 

Level 4, B 

Purpose or Hypothesis Purpose Statement: "The aim of our study was to evaluate the effect of nurse specific and multidisciplinary crisis simulation training on Newly 
Licensed Registered Nurse (NLRN) knowledge, confidence, and satisfaction immediately after simulation experiences and at 6, 12, and 18 months 
post simulation."  

Design Prospective Cohort Study  
Sample • N = 93 NLRN's 

• Mean age: 27.5 years (range 21-49), most NLRN's working in medical surgical units (35.3%) or critical care units (21.2%). Most NLRN's 
were BSN prepared (58.8%) working full time (78.8%); half of the NLRN's previously worked as nursing assistants (50.6%).  

Setting: 600 bed, urban, academic Magnet designated public hospital  
Intervention • Each NLRN is required to undergo the Nurse Residency Program (NRP) 

• Guided by Dewey's experiential learning philosophy 
• Places focus on the concept that knowledge is based on experience and not pure memorization 
• As part of this NRP, each NLRN attends one training session in the simulation center after one month of hire with their NLRN peers and 

again after 9-12 months with a multidisciplinary group of coworkers 
• Simulations and debriefing sessions were run by one physician and a clinical nurse specialist (CNS), both trained simulationists.  

Initial simulations: 
• Involve one mannequin based simulation (MBS) and five standardized patient  (SP) scenarios lasting 15-30 minutes 
• Only one NLRN is present in each simulation acting as the bedside nurse, with an accompanying experienced RN for support 
• For the purposes of these simulations, each simulator was pre-programmed and SP's were instructed to follow the same script 
• Validity & authenticity were assessed and confirmed by four CNS's, two RN's and two MD's via written and verbal feedback.  

Multidisciplinary simulations: 
• Involved one MBS, lasting 20-30 minutes involving one NLRN, a respiratory therapist (RT), rapid response team nurse and an MD 
• Only one NLRN participated in the simulation at a time, trying to complete the simulation objectives: "recognition and initial management of 

altered mental status, respiratory failure, and respiratory arrest progressing to cardiac arrest."  
• Scenarios are initiated by giving a patient "hand off"; the patient's status then progresses and the scenario allows the NLRN to request 

assistance from other team members  
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• Sessions are video recorded and used as part of the 20 minute debriefing.  
• Simulations are based on Rudolph's advocacy/inquiry model & validated by four CNS's, two RN's, and one MD.  

Outcomes Demographic Data: collected via 5 item tool including NLRN: age, highest degree, practice area, previous experiences and work status 
Knowledge: measured via a 10 item quiz to mirror skills and clinical situations they would encounter.  

• Content validity confirmed by a panel of 5 experts (three CNS's, one MD, one RN); content validity index of 1.00 
• Reliability confirmed with Cronbach's alpha = 0.76 
• Survey was administered before simulation, immediately after simulation and again at 6, 12 and 18 months post simulation.  

Confidence:  
• Measured by a 13 item Likert scale tool containing questions pertaining to the clinical scenarios 
• Content validity index was 1.0 assessed the same way as the knowledge survey 
• Internal reliability was confirmed with Cronbach's alpha of 0.94 
• Confidence scores were measured in the same way as the knowledge survey; immediately before and after simulation, then again at 6, 12 and 

18 months post simulation 
Satisfaction:  

• Measured immediately after each initial simulation, in both the nurse specific and multidisciplinary simulations via a 7 item Likert scale 
survey 

• Internal reliability was confirmed with Cronbach's alpha = 0.88.  
Data Analysis:  

• SPSS version 22.0 was used to analyze the data.  
• Descriptive statistics were calculated to accurately describe the study sample. 
• Wilcoxon signed rank and Friedman's tests were used to compare knowledge and confidence scores over time.  

Results  Knowledge: 
• Scores increased steadily over time after both simulation experiences 
• However, Friedman tests did not indicate statistically significant increases in knowledge scores over time for either simulation (initial 

simulation: p = 0.89; multidisciplinary: p = 0.302). 
Confidence: 

• Mean scores for the nurse specific simulation were higher than the multidisciplinary simulations 
•  After both experiences, participants reported steady increases in confidence immediately after simulation through the 12 month follow up 
• Confidence scores increased again at the 18 month follow up period for the multidisciplinary simulation 
• Friedman tests indicated statistically significant increases in confidence scores after the nurse specific simulation only, from baseline to 18 

month follow up (p = 0.001) 
• Not statistically significant following multidisciplinary simulations (p = 0.493). These scores were expected due to the fact that NLRN's were 

performing amongst their peers and were therefore more comfortable than amongst other multidisciplinary team members.  
Though confidence scores were not statistically significant, this could be attributed to a few factors. Primarily, the response rates for surveys following 
the simulations (6, 12, and 18 months) were low. However, there were consistent improvements in knowledge and confidence of NLRN's participating 
in both simulations over time. The difference in confidence scores could also be attributed to the fact that the NLRN's had been employed for at least 
9-12 months before they completed the multidisciplinary simulations; these participants had also been through the debriefing process already and were 
knowledgeable about the process.  
Satisfaction: 
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• Wilcoxon signed rank tests indicated statistically significant differences between mean satisfactions scores from each experience; participants 
had higher satisfaction scores after the multidisciplinary sessions (p = 0.000). 

• Higher scores could be associated with a more realistic idea of what the simulation experience was like, improving their overall experience.  
The evidence suggests that NLRN's benefit from repeated simulation experiences, including incorporating a multidisciplinary simulation, in the form 
of increased knowledge, confidence and satisfaction scores up to 18 months post simulation.  

6. Authors/Citation: Saptya & Eiger (2017) 
Sapyta, Y. Y., & Eiger, C. (2017). Featured Article: Improving Pediatric Nurses’ Knowledge, Accuracy, and Confidence Through Code Documentation Simulation. 
Clinical Simulation in Nursing, 13, 278–283. https://doi.org/10.1016/j.ecns.2017.02.003 

Level 3, B  

Purpose or Hypothesis Purpose Statement: "to evaluate the impact of simulation on nurses' knowledge, confidence, and accuracy of code documentation."  
Design One group pre- and post-test quasi-experimental design 
Sample • N = 48, pediatric acute care nurses, 3 separate units 

Setting: 288 bed, free-standing, university-affiliated, tertiary care and urban children's hospital in the Midwestern U.S.  
Recruitment:  

• 48 nurses volunteered to participate in simulations over a 5 week span 
• All participants volunteered and were reimbursed for their time, no other incentives provided 
• Written consent for participation wasn't obtained because all data was de-identified and reported in aggregate  

Participants completed a knowledge test and confidence survey prior to and after two code simulations. Impact on documentation knowledge and 
accuracy were evaluated by paired-sample t-test; confidence was measured using the Wilcoxon signed-rank test.  

Intervention  Simulation Sessions: 
• 9 simulation sessions held, each session lasted 30-45 minutes   
• Pre and post simulation information was linked, all information was de-identified 
• Verbal confidentiality was obtained  
• Sessions consisted of a pre-simulation survey, first simulation run, short debriefing, second simulation run, final debriefing and post-

simulation survey 
• Simulation included use of a SimBaby manikin for the patient scenario involving clinical deterioration & ultimately calling a code; 

interventions and preparation for an advanced airway were also included 
• The nurse role was that of the documenter in the simulated code event 
• Each simulation had multiple nurse participants, each expected to document the event individually 

Debriefing was facilitated by two faculty members. The nurses were provided with a "gold standard" code documentation too as an example. Other 
information discussed included information regarding the tool, tips for charting, and answered any questions the nurses had.  

• Simulation was run again in the same way  
• Final debriefing discussed how the nurses felt participating in the second simulation & their overall experience 
• Post-simulation knowledge test & confidence survey completed; questions were open-ended so participants could elaborate on their 

experience  
Outcomes Knowledge: 

• Knowledge test specifically developed for this project 
• Content validity: established by quality committee and simulation methodology and measures expert 

Documentation accuracy: 
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• Scored by comparing scored documentation tools from the first and second simulations;  
• Different parts of the tool were assigned accuracy points with a max of 8 as a perfect score 
• Scoring system was specially designed for this project 

Confidence:  
• Compared participant's self report ratings of confidence before and after the simulation 
• These surveys were specifically developed for the project, slightly different than the code documentation experience and Likert survey rating 

self-comfort previously distributed to the nursing staff via email initially 
Results  Knowledge: 

• Measured before and after the simulation sessions; gains estimated by comparing pre and post simulation knowledge based on test results. 
Significant improvement from pre to post simulation, p <0.001 (one tailed)  

• Evaluated by paired t-test; significantly higher post test scores, p<0.001  
Documentation Accuracy: 

• Scores improved significantly from first to second simulation, p<0.001 
• Evaluated by paired t-test, significantly higher after the debriefing than before p<0.001  

Confidence: 
• Results were statistically significant with a large effect size (r=0.64, p<0.001)  
• Evaluated by Wilcoxon signed-rank test 
• Significant increase in confidence, p < 0.001, with large effect size, r = 0.64 
• Median confidence level also increased from pre to post simulation (A little confident to somewhat confident) 
• Self reported levels of confidence were significantly higher after simulation as compared to before simulation.  
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Table 2.   
 
SMARTER Tools of Clinical Simulation Scenarios 
 

SMARTER Tool Scenario #1 
 
Section I.  
 

Simulation Development Table 
Guiding Competency: Utilize critical thinking skills and apply knowledge in clinical and simulation-based scenarios 
Demonstrate effective and professional styles of communication as evidenced by preceptor and mentor feedback  
 
Course Outcome: Perform a focused neurological assessment, comprehend & communicate a change in mental status within the DKA patient and the 
following management.  
 
Simulation Objectives Content/Context (to 

meet learning objective) 
Knowledge, Skills, Abilities 
(KSA) (information and skills 
learners should have attained prior 
to the simulation underlying)  

Critical Events 
(environmental or 
equipment setting that 
lead students to apply 
KSA’s during the 
simulation) 

Targeted Responses (specific, 
objective, observable behaviors you 
expect to see of the learner in 
response to the critical event)  

The NLRN will perform 
a focused neurological 
assessment  

16 year old female 
patient with DKA in the 
Pediatric ICU of an inner 
city urban hospital  

Knowledge: 
• Etiology of DKA 
• Pathophysiology of DKA  
• Clinical Manifestations of 

DKA  
• Performing a focused 

Neurological Assessment 
 

Skills: 
• Perform a focused 

neurological assessment  

• Patient is unable 
to identify his 
mother  

• Patient is able to 
speak clearly   

• Patient is unable 
to get out of bed  

• BG is now 100 
mg/dl 

• Initial state VS 
(on mannequin): 

               Temp: 37.3  

• Asks Level of Consciousness 
(LOC) questions (i.e. What is 
your name? DOB? Where 
are you? Why are you here? 
What is the date & time?)  

• Asks patient to squeeze 
hands for muscle strength – 
demonstrating extremity 
strength 

• Examine pupils: equal, 
round, reactive to light (i.e. 
PERRLA exam) 
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• Performs a POC Blood 
Glucose assessment  

 
Abilities:  

• Within the CNI Scope of 
Practice  

              HR: 100 
              RR: 13 
              SPO2: 98% RA  
              BP: 110/65 

 

• Asks about any changes in 
vision   

• Asks about any headaches or 
pain  

• Assess sensations in the face, 
arms, legs 

• Utilizes Pediatric Glasgow 
Coma Scale based off of 
spontaneous movements, eye 
opening and verbalization  

• Performs a Blood Glucose 
Assessment  

Verbalize at least 3 
clinical manifestations 
of change in mental 
status associated with 
DKA  

16 year old female 
patient with DKA in the 
Pediatric ICU of an inner 
city urban hospital  

Knowledge: 
• Etiology of DKA 
• Pathophysiology of DKA – 

especially the fluid and 
electrolyte shifts as the 
result of fluid and IV Insulin 
administration  

• Clinical Manifestations of 
DKA  

• Clinical Manifestations of 
Cerebral Edema 

 
Skills: 

• Perform a focused 
neurological assessment 

• Interpret laboratory 
diagnostics  

 
Abilities:  

• Patient cannot 
speak clearly, he 
is only 
mumbling now  

• Patient cannot 
state his own 
name 

• Patient becomes 
unresponsive  

• States clinical manifestations 
of change in mental status as 
evidenced by: 

• Headache 
• Irritability 
• Confusion 
• Loss of consciousness 
• Vomiting 
• Unequal pupils 
• Deterioration in GCS status  
• Muscle flaccidity  
• Cushing’s Triad – late sign, 

bradycardia, hypertension, 
irregular respirations or 
apnea  

• Laboratory diagnostic 
evaluation  
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• Within the CNI Scope of 
Practice  
  

Utilizes the SBAR tool 
to communicate change 
in patient condition to 
the PICU provider  

16 year old female 
patient with DKA in the 
Pediatric ICU of an inner 
city urban hospital  

Knowledge: 
• Knowledge and 

comprehension of SBAR 
tool  

• Understand all components 
of SBAR  

• Knowledge of CUS words 
& their usage  

 
Skills: 

• Therapeutic communication 
skills using SBAR tool  

• Use of CUS words 
(concerned, uncomfortable, 
scared) 
 

Abilities:  
• Within the CNI Scope of 

Practice  
• PICU Providers present on 

the unit at all times to 
communicate with  

 

• If learner doesn’t 
call after family 
cues, PICU 
Fellow will call 
to check on 
patient condition 

• Vital Signs: 
            HR: 105 
            RR: 15 
            SPO2: 96% 

BP: 110/70 
 
 

• Calls PICU Fellow to update 
them on escalating patient 
status 

• State that there is a 
significant change in mental 
status (AOx4 to AOx1) 

• Request their presence at the 
bedside  

• Use of SBAR technique to 
communicate deterioration in 
patient status & need to send 
the patient for a CT Scan (i.e. 
My 16 year old patient with 
DKA has had a sudden 
change in mental status. 
Overnight she has had 
improving POC’s and 
adequate urine output, but 
upon my assessment this 
morning she is unable to 
answer questions 
appropriately or state who 
her mom is. I am concerned 
with her change in mental 
status and think she may 
need a CT scan to assess this 
change in mental status). 

Identify at least 2 
interventions, consistent 
with standards of care, 

16 year old female 
patient with DKA in the 

Knowledge: 
• Etiology of DKA 
• Pathophysiology of DKA 

• Previously 
identified 
clinical 

• Bedside RN recommends 
STAT head CT Scan  
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in response to the 
changes in the patient’s 
neurological status  

Pediatric ICU of an inner 
city urban hospital  

• Clinical manifestations of 
DKA 

• Clinical manifestations of 
cerebral edema 

• Treatment & management 
of cerebral edema  

• Treatment & management 
of deteriorating mental 
status  

• Understands worse case 
scenario without 
interventions: cranial 
hemorrhage and death  
 

Skills: 
• Administration of Mannitol 
• Administration of 

Hypertonic Saline 
• Performing frequent 

neurological checks 
• Performing increased 

observation  
• Patient transport to CT  

 
Abilities:  

• Within the CNI Scope of 
Practice  

• PICU Providers present on 
the unit at all times to 
oversee administration of 
Mannitol & Hypertonic 

manifestations of 
changes in 
neurologic status  

• PICU Fellow 
asks what the 
beside RN 
believes they 
should do to 
intervene & 
support the 
patient’s change 
in neurological 
status  

• PICU Fellow 
asks what other 
interventions 
could be utilized 
other than CT 
scan  

• Suggests at least 1 other 
appropriate interventions 
including but not limited to: 

• Mannitol  
• Hypertonic Saline  
• Increased Observation – 

sitting at patient bedside to 
observe patient behaviors  

• Environmental Stimuli 
control – minimal 
stimulation 
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Saline as well as to transport 
patient to CT  

 
 
Section II. Simulation Context and Logistics  
 
Scenario Background: 
 
Course Content: Case Scenario 
 
Patient: Gloria Wilder is a 16 year old female, full-code, DKA, 60 kg 
 
Nurse Report to student:   
 Gloria was transferred from Upper Chesapeake last night around 2200 for DKA. At the OSH her initial blood glucose was 700. She is 
a new onset Type 2 diabetic, so this is all very new for her and her family. It seems to be have shaken them up a bit. 
 
Present Presentation:  
Since she’s been up here she’s been a little lethargic but easily arousable: she was able to answer questions but hesitated at times. We 
put her on an insulin drip, at 0.1, when she got up here. She had adequate urine output & stable VS. Her blood glucose has improved 
throughout the night. She seemed more alert and kept getting really annoyed when I’d wake her up to check her pupils, so I skipped 
the last neuro check. Last one was around 0500. 
 
Assessment: 
Neuro: unable to answer questions clearly, lethargic  
CV: +3 pulses bilaterally, CRT <3 seconds, ST 
Resp: clear LS throughout, symmetrical chest rise, no WOB  
GI: +BS in all 4 quadrants, non-distended, non-tender, no HSM 
GU: adequate UO – at least 1 ml/kg/hr, yellow, clear  
 
Vital Signs:  
HR 100 
BP 110/65 
RR 13 
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Temp 37.3 
SpO2 98% on RA 
 
 
PMH:  
Past Medical History: New onset Type 2 Diabetic, no previous admissions  
Past Surgical History: None 
Social History: lives at home with mom, dad and their dog Buddy  
Allergies: NKDA 
 
 

 
Section III: Simulation Timeline 

 
 

Simulation Timeline 
 “Critical Events”  

(Transfer the information you entered in the “Critical 
Events Column” of the Simulation Development Table) 

“Targeted Responses” 
(Transfer the information entered in 
“Targeted Responses Column” of the 

Simulation Development Table 

Cues 
Enter patient dialog 

appropriate for simulation 
context. When using 

Standardized Participants, 
you can add their script 

here. Also add prompts if 
learner needs assistance 

moving forward in 
simulation 

 Monitor Settings Manikin Preparation Student Interventions  
*Critical Behaviors  

Cues 

5-10 minutes  Initial State: 
Temp: 37.3  
HR: 100 
RR: 13 
SPO2: 98% on RA  

• Patient is unable to 
identify who is mother 
is 

• Patient is able to speak 
clearly   

• Asks Level of Consciousness (LOC) 
questions (i.e. What is your name? 
DOB? Where are you? Why are you 
here? What is the date & time?)  

• Mom expresses 
concern, asks if her 
daughters behavior 
was “normal”  
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BP: 110/65 
 

• Patient is unable to get 
up out of bed  

• BG is now 100 mg/dl 
• Demonstrating 

extremity strength 
• Pupils equal, round, 

reactive to light (i.e. 
PERRLA exam)  
 

Expected Response: 
• Patient cannot speak 

clearly, he is only 
mumbling now 

 
Unexpected Response:   

• Stops responding to 
questions or cues 
entirely 

• Patient is difficult to 
arouse 

• Patient cannot state his 
own name 

• Asks patient to squeeze hands for 
muscle strength 

• Examine pupils 
• Asks about any changes in vision   
• Asks about any headaches or pain  
• Assess sensations in the face, arms, 

legs 
• Utilizes Pediatric Glasgow Coma 

Scale based off of spontaneous 
movements, eye opening and 
verbalization  

• Performs a Blood Glucose 
Assessment  

• States clinical manifestations of 
change in mental status as 
evidenced by: 

• Headache 
• Irritability 
• Confusion 
• Loss of consciousness 
• Vomiting 
• Unequal pupils 
• Deterioration in GCS status  
• Muscle flaccidity  
• Cushing’s Triad – late sign, 

bradycardia, hypertension, irregular 
respirations or apnea 

• Mom states that she 
has seemed a “bit out 
of it” and asks what 
her latest blood sugar 
is  

10 minutes  Expected/Unexpected 
Response:  
HR: 105 
RR: 15 
SPO2: 96% 

Expected Response: 
• Patient continues to be 

difficult to arouse  
 

Unexpected Response: 

• Calls PICU Fellow to update them 
on escalating patient status 

• State that there is a significant 
change in mental status (AOx4 to 
AOx1) 

• Mom asks if they 
need anyone else to 
help her daughter or 
if anyone else can or 
should do anything  
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BP: 110/70  • Patient becomes 
unresponsive  

 
• If learner doesn’t call, 

PICU Fellow will call 
to check on patient 
condition 

• Patient’s family will 
prompt with a question 
(i.e. Do you think 
anyone else should 
know that he’s hard to 
arouse and isn’t 
speaking clearly 
anymore?)   

 

• Request their presence at the 
bedside  

• Use of SBAR technique to 
communicate deterioration in 
patient status & need to send the 
patient for a CT Scan (i.e. My 16 
year old patient with DKA has had a 
sudden change in mental status. 
Overnight she has had improving 
POC’s (BG at 0500 was 450 and is 
currently 200) was and adequate 
urine output, but upon my 
assessment this morning she is 
unable to answer questions 
appropriately or state who her mom 
is. I am concerned with her change 
in mental status and think she may 
need a CT scan to assess this 
change in mental status). 

• Mom asks if he/she 
thins anyone else 
should know that he 
is hard to arouse and 
isn’t speaking clearly 
anymore?  

10-15 
minutes  

Expected/Unexpected 
Response: 
HR: 110 
RR: 12 
SP2: 97% 
BP: 112/68 

Expected Response: 
• Patient continues to be 

difficult to arouse   
 
Unexpected Response:  

• Patient remains 
unresponsive   

• PICU Fellow asks 
what the beside RN 
believes they should 
do to intervene & 
support the patient’s 
change in neurological 
status  

• Bedside RN recommends STAT 
head CT Scan  

• Suggests at least 1 other 
intervention including but not 
limited to: 

• Mannitol  
• Hypertonic Saline  
• Frequent Neurological Checks  
• Increased Observation – one on one 

bedside nursing until GCS improves 
to 11 

 

• Mom asks if there is 
anything else that 
they can do to 
support her child 
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• PICU Fellow asks 
what other 
interventions could be 
utilized other than CT 
scan 

 
SMARTER Tool: Scenario #2 

 
Section I.  
 

Simulation Development Table 
Guiding Competency: Utilize critical thinking skills and apply knowledge in clinical and simulation-based scenarios 
Demonstrate effective and professional styles of communication as evidenced by preceptor and mentor feedback  
 
Course Outcome: Perform a respiratory, cardiovascular and focused neurological assessment, comprehend & communicate a patient with septic shock 
and recommend management. 
 
Simulation 
Objectives 

Content/Context (to 
meet learning 
objective) 

Knowledge, Skills, Abilities 
(KSA) (information and skills 
learners should have attained prior 
to the simulation underlying)  

Critical Events 
(environmental or 
equipment setting that 
lead students to apply 
KSA’s during the 
simulation) 

Targeted Responses (specific, 
objective, observable behaviors you 
expect to see of the learner in 
response to the critical event)  

The NLRN will 
perform an 
abbreviated patient 
assessment of the 
respiratory, 
cardiovascular & 
neurological status of 
the patient 

4 year old male with 
septic shock in the 
Pediatric ICU of an 
inner city urban hospital  

Knowledge: 
• Etiology of Septic Shock 
• Pathophysiology of Septic 

Shock 
• Clinical Manifestations of 

Septic Shock  
• Understands how to perform 

a cardiovascular, respiratory 
and focused neurological 
assessment 

• Mom reports that 
the patient is 
now much more 
irritable  

• Hypotension: 
72/40 

• Tachycardia: HR 
140  

• Weak or +1 
brachial pulses 

• Listens to lung sounds 
• Appreciates & verbalizes any 

work of breathing such as: 
• Retractions, nasal flaring, 

head bobbing, stridor, 
wheezing 

• Assess’ perfusion as 
evidenced by palpating 
pulses (brachial, radial, 
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Skills: 

• Perform a cardiovascular 
assessment 

• Perform a respiratory 
assessment  

• Perform a neurological 
assessment  

 
Abilities:  

• Within the CNI Scope of 
Practice  

• Absent pedal 
pulses 

•  Cool feet & 110 
hands 

• Febrile to 38.5 
Celsius 

femoral, pedal, dorsalis 
pedal) 

• Noting warm or cool 
extremities 

• Performs brief neurologic 
exam as evidenced by: 

• PERRLA 
• Asks Level of Consciousness 

(LOC) questions (i.e. What is 
your name? DOB? Where 
are you? Why are you here? 
What is the date & time?)  

• Asks patient to squeeze 
hands for muscle strength – 
demonstrating extremity 
strength 

• Examine pupils: equal, 
round, reactive to light (i.e. 
PERRLA exam) 

• Asks about any changes in 
vision   

• Asks about any headaches or 
pain  

• Assess sensations in the face, 
arms, legs 

• Utilizes Pediatric Glasgow 
Coma Scale based off of 
spontaneous movements, eye 
opening and verbalization  

Verbalize at least 3 
clinical manifestations 
of septic shock  

4 year old male with 
septic shock in the 

Knowledge: 
• Etiology of Septic Shock 

• Mom reports that 
the patient is 
becoming more 

• States clinical manifestations 
of septic shock as evidenced 
by: 
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Pediatric ICU of an 
inner city urban hospital 

• Pathophysiology of Septic 
Shock 

• Clinical Manifestations of 
Septic Shock  

 
Skills: 

• Perform a cardiovascular 
assessment 

• Perform a respiratory 
assessment  

• Perform a neurological 
assessment  

 
Abilities:  

• Within the CNI Scope of 
Practice 

irritable & keeps 
complaining of 
being cold  

• Vita Signs: 
• Expected 

Response: 
            BP: 75/38 
            HR: 145 

• Unexpected 
Response: 

            BP: 67/35 
HR: 150 

• Hypotension 
• Tachycardia 
• Delayed CRT 
• Cool or cold extremities 
• Heart palpitations  
• Fever  
• Cyanosis  
• Change in mental status 
• Irritability or agitation   
• Anxiety  
• Respiratory distress 
• Tachypnea 
• Hypoxia  
• Decreased UO  
• Pain  

Utilizes the SBAR 
tool to communicate 
change in patient 
condition to PICU 
provider 

4 year old male with 
septic shock in the 
Pediatric ICU of an 
inner city urban hospital 

Knowledge: 
• Knowledge and 

comprehension of SBAR 
tool  

• Understand all components 
of SBAR  

• Knowledge of CUS words 
& their usage  

 
Skills: 

• Therapeutic communication 
skills using SBAR tool  

• Use of CUS words 
(concerned, uncomfortable, 
scared) 
 

• If learner doesn’t 
call, PICU 
Fellow will call 
to check on 
patient condition 

• Patient’s family 
will prompt with 
a question: (i.e. 
Mom states that 
Murphy keeps 
saying he feels 
cold and wants 
more blankets – 
does this mean 
he’s getting 
sicker? Mom 

• Calls PICU Fellow to update 
them on escalating patient 
status 

• State that there is a 
significant change & septic 
shock should be suspected  

• Request their presence at the 
bedside  

• Use of SBAR technique to 
communicate deterioration in 
patient status: (i.e. My four 
year old patient with 
pneumonia has had a change 
in his VS and perfusion, as 
well as an acute change in 
mental status. Overnight his 
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Abilities:  
• Within the CNI Scope of 

Practice  
• PICU Providers present on 

the unit at all times to 
communicate with  

 

asks if they need 
anyone else to 
help her son feel 
better?) 

BP’s were adequate – though 
on the lower side 80/50, they 
are currently 70/40’s with 
weak brachial pulses & 
absent pedal pulses; he is 
also febrile to 38.5 C.I am 
concerned that with his 
change in perfusion, fever 
and altered mental status 
that he may be in septic 
shock. I think he may need 
some additional fluid 
resuscitation and possibly a 
low-dose pressor to support 
his cardiovascular status).  

Identify at least two 
interventions, 
consistent with 
standards of care, to 
treat this patient’s 
septic shock  

4 year old male with 
septic shock in the 
Pediatric ICU of an 
inner city urban hospital 

Knowledge: 
• Etiology of Septic Shock 
• Pathophysiology of Septic 

Shock 
• Clinical manifestations of 

Septic Shock  
• Clinical manifestations of 

Septic Shock  
• Treatment & management 

of Septic Shock 
• Understands worse case 

scenario if no treatment 
• Dosing of pressor 

medications 
• Dosing of fluid resuscitation   

 
Skills: 

• PICU Fellow 
asks what the 
bedside RN 
believes they 
should do to 
intervene & 
support the 
patient’s 
cardiovascular & 
respiratory status 

• PICU Fellow 
asks what other 
interventions 
could be utilized   

  

• Bedside RN recommends 
initially NS fluid boluses – 
20ml/kg x 3 until 
stabilization of pressures 

• Bedside RN recommends at 
least 1 other intervention  

•  Initiate a pressor/inotrope 
drip: such as Dopamine, 
Epinephrine, Milrinone or 
Norepinephrine 

• Suggest respiratory support 
such as nasal cannula or 
HFVT, SiPap, BiPap or 
Intubation  

• Alternate positioning: neck 
roll, elevated HOB 

• Suctioning  
• Blood cultures 
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• Administration of fluid 
resuscitation 

• Administration of pressor 
medications 

• Administration of 
antibiotics  

• Administration of Nasal 
Cannula or HFNC 

• Obtaining blood cultures 
from intravenous lines  

Actions:  
• Within the CNI Scope of 

Practice   

• Antibiotics 
• Steroids 

 
 
Section II. Simulation Context and Logistics 
 
Patient: Murphy Winley is a 5-year-old male, full-code, 18 kg 
 
Nurse Report to student:  
 “Murphy was admitted this morning at 0730 from the Pediatric ER for respiratory distress requiring High-flow Nasal Cannula 
(HFNC). A RVP was sent which is currently pending. A CXR was just obtained revealing a pneumonia of the RLL & RML.  
 
Present presentation: 
He is currently on 8L 60% HFNC with moderate work of breathing, including some retracting and intermittent flaring. He is in his 
room with his mom who says he has been pretty exhausted and harder to arouse throughout the night. 
He has mild to moderate work of breathing but you they may be able to wean his HFNC today. His blood pressures have been a little 
lower throughout the night, but otherwise is doing well.“ 
 
Assessment: 
General: fatigued, febrile to 38.5  
Neuro: hard to arouse, can you tell you where he is, who his mom is but cannot state what time of day it is or why he is in the hospital 
CV: +2 brachial & radial pulses, faint/+1 pedal pulses, CRT 4 seconds, cool extremities, warm core, ST  
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Resp: clear BS on LUL, coarse on LLL, diminished breath sounds on entire R side, mild subcostal retractions present  
GI: + BS in all 4 quadrants, non-distended, non-tender, no HSM  
GU: hasn’t urinated since around 0200 last night, yellow 
 
VS: 
HR 140 

BP 72/40 

RR 30 

Temp 38.5 C 

SpO2 92% on 8L, 60% HFNC/VT   
 
 
PMH: Past Medical History: no significant past medical history  
Surgical History: None  
Social History: Lives at home with his mom, dad, 3 brothers and 2 sisters and 2 cats 
Allergies: NKDA 
 
 
Section III. Simulation Timeline 
 

Simulation Timeline 
 “Critical Events”  

(Transfer the information you entered in the 
“Critical Events Column” of the Simulation 

Development Table) 

“Targeted Responses” 
(Transfer the information entered in 
“Targeted Responses Column” of the 

Simulation Development Table 

Cues 
Enter patient dialog appropriate 

for simulation context. When 
using Standardized Participants, 

you can add their script here. Also 
add prompts if learner needs 
assistance moving forward in 

simulation 
 Monitor Settings Manikin Preparation Student Interventions  

*Critical Behaviors  
Cues 
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5-10 
minutes  

Initial State: 
Temp: 38.5 C 
HR: 140 
RR: 30 
SPO2: 92% on 8L 60% 
VT  
BP: 72/40 

• Mom reports a 
the patient is now 
much more 
irritable  

• +1 brachial pulses 
• Absent pedal 

pulses 
• Cool feet and 

hands 
 

• Listens to lung sounds 
• Appreciates & verbalizes any work 

of breathing such as: 
• Retractions, nasal flaring, head 

bobbing, stridor, wheezing 
• Assess’ perfusion as evidenced by 

palpating pulses (brachial, radial, 
femoral, pedal, dorsalis pedal) 

• Noting warm or cool extremities 
• Performs brief neurologic exam as 

evidenced by: 
• PERRLA 
• Asks Level of Consciousness 

(LOC) questions (i.e. What is your 
name? DOB? Where are you? Why 
are you here? What is the date & 
time?)  

• Asks patient to squeeze hands for 
muscle strength – demonstrating 
extremity strength 

• Examine pupils: equal, round, 
reactive to light (i.e. PERRLA 
exam) 

• Asks about any changes in vision   
• Asks about any headaches or pain  
• Assess sensations in the face, arms, 

legs 
• Utilizes Pediatric Glasgow Coma 

Scale based off of spontaneous 
movements, eye opening and 
verbalization 

• Mom states that he has been 
progressively harder to 
arouse & asks, is this 
normal? 

• Mom asks if the flashing red 
numbers (BP) are normal for 
his age? 

• Mom states that Murphy 
keeps saying he feels cold 
and wants more blankets – 
does this mean he’s getting 
sicker?  
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• States clinical manifestations of 
septic shock as evidenced by: 

• Hypotension 
• Tachycardia 
• Delayed CRT 
• Cool or cold extremities 
• Heart palpitations  
• Fever  
• Cyanosis  
• Change in mental status 
• Irritability or agitation   
• Anxiety  
• Respiratory distress 
• Tachypnea 
• Hypoxia  
• Decreased UO  
• Pain 

10 minutes  Expected Response: 
BP: 75/38 
HR: 145 
 
Unexpected Response: 
BP: 67/35 
HR: 150  

• Mom reports that 
the patient is 
becoming even 
more irritable & 
keeps 
complaining of 
being cold   

• Calls PICU Fellow to update them 
on escalating patient status 

• State that there is a significant 
change & septic shock should be 
suspected  

• Request their presence at the 
bedside  

• Use of SBAR technique to 
communicate deterioration in 
patient status: (i.e. My four year old 
patient with pneumonia has had a 
change in his VS and perfusion, as 
well as an acute change in mental 

• Mom asks if they need 
anyone else to help her son 
feel better?  
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status. Overnight his BP’s were 
adequate – though on the lower side 
80/50, they are currently 70/40’s 
with weak brachial pulses & absent 
pedal pulses; he is also febrile to 
38.5 C.I am concerned that with his 
change in perfusion, fever and 
altered mental status that he may be 
in septic shock. I think he may need 
some additional fluid resuscitation 
and possibly a low-dose pressor to 
support his cardiovascular status). 

10-15 
minutes  

Expected Response: 
BP: 80/50 
HR: 140 
 
Unexpected Response:  
BP: 60/30 
HR: 160 

• Mom states the 
patient is 
becoming 
lethargic  

• Bedside RN recommends initially 
NS fluid boluses – 20ml/kg x 3 until 
stabilization of pressures 

• Bedside RN recommends at least 1 
other intervention  

•  Initiate a pressor/inotrope drip: 
such as Dopamine, Epinephrine, 
Milrinone or Norepinephrine 

• Suggest respiratory support such as 
nasal cannula or HFVT, SiPap, 
BiPap or Intubation  

• Alternate positioning: neck roll, 
elevated HOB 

• Suctioning  
• Blood cultures 
• Antibiotics 
• Steroids 

• Mom asks if they need 
anything else to help her son 
feel better? 
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SMARTER Tool: Scenario #3  
 

Section I.  
 

Simulation Development Table 
Guiding Competency: Utilize critical thinking skills and apply knowledge in clinical and simulation-based scenarios 
Demonstrate effective and professional styles of communication as evidenced by preceptor and mentor feedback  
 
Course Outcome: Perform a respiratory assessment, comprehend & communicate a change in respiratory status of a patient with status asthmaticus and 
recommend management  
 
Simulation 
Objectives 

Content/Context (to 
meet learning 
objective) 

Knowledge, Skills, Abilities 
(KSA) (information and skills 
learners should have attained prior 
to the simulation underlying)  

Critical Events 
(environmental or 
equipment setting that 
lead students to apply 
KSA’s during the 
simulation) 

Targeted Responses (specific, 
objective, observable behaviors you 
expect to see of the learner in 
response to the critical event)  

The NLRN will 
perform a respiratory 
assessment  

7 year old female 
asthmatic in the 
Pediatric ICU of an 
inner city urban hospital  

Knowledge: 
• Etiology of Asthma  
• Pathophysiology of Asthma 
• Asthma Triggers 
• Clinical Manifestations of 

Asthma  
• Understands how to perform 

a respiratory assessment 
 

Skills: 
• Perform a respiratory 

assessment  
 
Abilities:  

• Patient has 
audible 
inspiratory & 
expiratory 
wheezes  

• Minimal work of 
breathing: mild 
subcostal 
retractions 

•  Tachypneic: RR 
20  

• Vital Signs: 
             Temp: 37.1 C 
          HR: 110 
          RR: 20 

• Auscultate lung sounds  
• Assess work of breathing 
• State auscultated findings 

(i.e. wheezes, rales, crackles, 
coarse, stridor) 

• State/appreciate mild work 
of breathing 



SIMULATION AND CONFIDENCE   
 

44 

• Within the CNI Scope of 
Practice 

         SPO2: 95% on 
continuous albuterol 
nebulizer    
          BP: 100/65 

Verbalize at least 3 
clinical manifestations 
of an asthma 
exacerbation  

7 year old female 
asthmatic in the 
Pediatric ICU of an 
inner city urban hospital 

Knowledge: 
• Etiology of Asthma  
• Pathophysiology of Asthma 
• Asthma Triggers 
• Clinical Manifestations of 

Asthma  
• Understands how to perform 

a respiratory assessment 
 

Skills: 
• Perform a respiratory 

assessment  
 
Abilities:  

• Within the CNI Scope of 
Practice 

• Patient has 
increased work 
of breathing as 
evidenced by 
severe subcostal 
retractions & 
nasal flaring  

• States clinical manifestations 
of status asthmaticus as 
evidenced by: 

• Cough 
• Wheezing – inspiratory & 

expiatory 
• Prolonged expiration 
• Increased mucous production 
• Dyspnea 
• Tachycardia 
• Tachypnea  

Utilizes the SBAR 
tool to communicate 
change in patient 
condition to the PICU 
provider  

7 year old female 
asthmatic in the 
Pediatric ICU of an 
inner city urban hospital 

Knowledge: 
• Knowledge and 

comprehension of SBAR 
tool  

• Understand all components 
of SBAR  

• Knowledge of CUS words 
& their usage  

 
Skills: 

• Therapeutic communication 
skills using SBAR tool  

• If learner doesn’t 
call, PICU 
Fellow will call 
to check on 
patient condition 

• Patient’s family 
will prompt with 
a question (i.e. 
Dad asks if those 
“squeaking” 
noises that his 
daughter is 

• Calls PICU Fellow to update 
them on escalating patient 
status 

• State that there is a 
significant change in 
respiratory status: mild to 
severe work of breathing 

• Request their presence at the 
bedside  

• Use of SBAR technique to 
communicate deterioration in 
patient status & need to send 
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• Use of CUS words 
(concerned, uncomfortable, 
scared) 
 

Actions:  
• Within the CNI Scope of 

Practice  
• PICU Providers present on 

the unit at all times to 
communicate with  

 

making mean 
that she is 
getting better or 
worse. 

            Dad asks if she      
will need more support 
in order to breathe 
better). 

the patient for a CT Scan (i.e. 
My 7 year old patient with 
asthma has started working 
harder to breathe. Overnight 
it was reported that she slept 
comfortably but upon my 
exam this working she has 
inspiratory & expiratory 
wheezes as well as mild 
subcostal retractions. I am 
concerned that her 
respiratory status is 
worsening and that she may 
need an increase in her 
continuous albuterol and 
possibly some increased 
respiratory support such as 
BiPap). 

Identify at least 2 
interventions, 
consistent with 
standards of care, in 
response to the 
changes in the 
patient’s respiratory 
status  

7 year old female 
asthmatic in the 
Pediatric ICU of an 
inner city urban hospital 

Knowledge: 
• Etiology of Asthma 
• Pathophysiology of Asthma  
• Clinical manifestations of 

Asthma  
• Treatment & management 

of Asthma  
• Indications for intubation 
• Tools necessary for 

intubation  
• Understands worse case 

scenario if no treatment 
 

Skills: 

• PICU Fellow 
asks what the 
beside RN 
believes they 
should do to 
intervene & 
support the 
patient’s change 
in respiratory 
status  

• PICU Fellow 
asks what other 
interventions 
could be utilized 

• Bedside RN recommends 
escalation of continuous 
albuterol via nebulizer in 
order to treat the patient’s 
asthma exacerbation (i.e. 
from 10 to 20 mg continuous 
albuterol) 

• Suggests at least one other 
intervention, including but  
not limited to: 

• Corticosteroids 
• Magnesium Sulfate 
• Terbutaline 
• Fluid Bolus 
• Heliox 
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• Administration of 
continuous Albuterol 

• Administration of steroids  
• Application of BiPap  
• Assemble intubation 

supplies  
 

Actions:  
• Within the CNI Scope of 

Practice  
• PICU Providers present on 

the unit at all times to 
intubate patients if 
medically indicated  

• Noninvasive ventilation – 
CPAP, BiPap, VT 

• Intubation 
• Positioning – elevated HOB 

 
 
Section II. Simulation Context and Logistics 
 
Patient: Emma Hughes is a 7-year-old female, full code, 22 kg 
 
Nurse Report to student:   
Emma was admitted yesterday from the ED for an asthma exacerbation. She came up from the ED last night around 2100 and did not 
appear to be in much distress. She is a complicated asthmatic and has had multiple PICU admissions, two required intubation and 
extensive stays here. 
 
Present Presentation:  
RT put her on continuous albuterol at 10mg/hr when she got here; she looked a lot better at midnight so we weaned her to 5mg/hr. She 
never needed any Terbutaline boluses but has remained on IV steroids.  She doesn’t really seem to be significantly better or worse. 
Her work of breathing consists of some mild subcostal retractions and she seemed to sleep comfortably overnight.  
 
Assessment:  
General: alert, cooperative with exam but breathless 
Neuro: A&O x 4, can answer questions but takes a while for her to finish her sentences  
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Resp: audible moderate inspiratory & expiratory wheezes throughout all air fields, mild subcostal retractions, tachypneic to the 40s, 
productive cough  
CV: ST, +3 pulses bilaterally, CRT <3 seconds 
GI: + BS in all 4 quadrants, non-distended, non-tender, no HSM 
GU: adequate urine output overnight, at least 1 ml/kg/hr, yellow, clear  
 
VS: 
HR 110 
BP 100/65 
RR 40 
Temp 37.1 C 
SpO2 92% on 5 mg continuous Albuterol   
 
PMH:  
Past Medical History: asthma, eczema, has had previous PICU admissions for asthma exacerbations 
Surgical History: None 
Social History: Lives at home with her dad and older brother, no pets  
Allergies: NKDA 
 
 
Section III. Simulation Timeline  
 

Simulation Timeline 
 “Critical Events”  

(Transfer the information you entered in the 
“Critical Events Column” of the Simulation 

Development Table) 

“Targeted Responses” 
(Transfer the information entered in 
“Targeted Responses Column” of the 

Simulation Development Table 

Cues 
Enter patient dialog appropriate 

for simulation context. When 
using Standardized Participants, 

you can add their script here. Also 
add prompts if learner needs 
assistance moving forward in 

simulation 
 Monitor Settings Manikin Preparation Student Interventions  

*Critical Behaviors  
Cues 
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5-10 
minutes  

Initial State: 
Temp: 37.1 C 
HR: 110 
RR: 20 
SPO2: 95% on 
continuous albuterol 
nebulizer    
BP: 100/65 

• Patient has 
audible 
inspiratory & 
expiratory 
wheezes  

• Mild subcostal 
retractions 

• Tachypnea: Rate 
of 20 
 

• Auscultate lung sounds  
• Assess work of breathing 
• State auscultated findings (i.e. 

wheezes, rales, crackles, coarse, 
stridor) 

• State/appreciate mild work of 
breathing 

• States clinical manifestations of 
status asthmaticus as evidenced by: 

• Cough 
• Wheezing – inspiratory & expiatory 
• Prolonged expiration 
• Increased mucous production 
• Dyspnea 
• Tachycardia 
• Tachypnea 

Dad asks if those “squeaking” 
noises that his daughter is making 
mean that she is getting better or 
worse. 
 
Dad asks if she will need more 
support in order to breathe better. 
 

10 minutes  Expected Response: 
RR: 20 
HR: 108 
SPO2: 94% 
 
Unexpected Response:  
RR: 25 
HR: 120 
SPO2: 90% 

Expected Response:  
• Patient maintains 

audible expiratory 
& inspiratory 
wheezes 

• Patient maintains 
severe work of 
breathing  

 
Unexpected Response: 

• Patient’s breath 
sounds start to 
become 
diminished & 
even absent, very 

 
• Calls PICU Fellow to update them 

on escalating patient status 
• State that there is a significant 

change in respiratory status: mild to 
severe work of breathing 

• Request their presence at the 
bedside  

• Use of SBAR technique to 
communicate deterioration in 
patient status & need to send the 
patient for a CT Scan (i.e. My 7 
year old patient with asthma has 
started working harder to breathe. 
Overnight it was reported that she 
slept comfortably but upon my exam 

Dad asks if they need anyone else to 
help his daughter feel better?  
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difficult to 
auscultate 

• Work of 
breathing is 
severe – patient is 
gasping for air  

this working she has inspiratory & 
expiratory wheezes as well as mild 
subcostal retractions. I am 
concerned that her respiratory 
status is worsening and that she 
may need an increase in her 
continuous albuterol and possibly 
some increased respiratory support 
such as BiPap). 

10-15 
minutes  

Expected Response: 
RR: 18 
SPO2: 96% 
HR: 103 
 
 
Unexpected Response: 
RR: 30 
SPO2: 88% 
HR: 130  

Unexpected Response:  
PICU Fellow asks 
what the beside 
RN believes they 
should do to 
intervene & 
support the 
patient’s change 
in respiratory 
status  

• PICU Fellow asks 
what other 
interventions 
could be utilized 

•  Bedside RN recommends 
escalation of continuous albuterol 
via nebulizer in order to treat the 
patient’s asthma exacerbation (i.e. 
from 10 to 20 mg continuous 
albuterol) 

• Suggests at least one other 
intervention, including but  not 
limited to: 

• Corticosteroids 
• Magnesium Sulfate 
• Terbutaline 
• Fluid Bolus 
• Heliox 
• Noninvasive ventilation – CPAP, 

BiPap, VT 
• Intubation 
• Positioning – elevated HOB 
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Table 3. 
 
Clinical Confidence and Communication Composite Scores Pre/Post Simulations and Project  

Clinical Confidence and Communication Composite Scores Pre/Post Simulations and Project (n = 6) 

 
Pre Post % Change t-test 

Clinical Confidence  
    

Sim 1 14.8 13.8 -6.7 0.49 

Sim 2 14.8 16.3 10.0 0.05 

Sim 3 14.8 15.7 6.1 0.14 

Project 14.8 18.4 24 0.01 

 Communication 
    

Sim 1 15.2 13.3 -12.5 0.37 
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Sim 2 15.2 15.8 3.9 0.70 

Sim 3 15.2 14.8 -2.6 0.77 

Project 15.2 19.4 27.6 0.05 
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Figure 1. Mean Confidence and Communication Scores of Participants (per question) at baseline, between each simulation and one 
month post project implementation.  
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Appendix A 
 

Kolb’s Experiential Learning Theory  
 



Running head: SIMULATION AND CONFIDENCE 1 
 

 

Appendix B 
 

Behavioral Assessment Tool (BAT): Scenario #1  
 

Behavioral Assessment Tool 
Simulation Scenario: Gloria Wilder, 16 year old female with DKA 
Learners: New Graduate PICU Nurses  
 
Competencies: Utilize critical thinking skills and apply knowledge in clinical and simulation-
based scenarios 
Demonstrate effective and professional styles of communication as evidenced by preceptor 
and mentor feedback  
 
 
Objectives:  
1. The NLRN will perform a focused neurological assessment 
2. Verbalize at least 3 clinical manifestations of change in mental status associated with DKA 
3.Utilizes the SBAR tool to communicate change in patient condition to the PICU provider 
4. Identify at least 2 interventions, consistent with standards of care, in response to the changes 
in the patient’s neurological status 
Documentation:  
Hits: (learners independently demonstrated the targeted response); Y = yes, N = no or done 
incorrectly  
IG: Instructor guided (i.e. instructor provided prompts throughout simulator or confederate to 
elicit desired action from learner  
Comments: Write items to address in debriefing discussion  
Critical Event  Targeted Response  Hits IG Comments  

• Patient is 
unable to 
identify who is 
mother is 

• Patient is able 
to speak 
clearly   

Patient is unable to 
get up out of bed  
BG is now 100 
mg/l 
• Initial state 

VS: 
              Temp: 37.3  
              HR: 100 
              RR: 13 

Asks Level of 
Consciousness (LOC) 
questions (i. .e. What is 
your name? DOB? Where 
are you? Why are you 
here? What is the date & 
time?) 

   

Asks patient to squeeze 
hands for muscle strength 
– demonstrating extremity 
strength 
 

   

Examine pupils: equal, 
round, reactive to light 
(i.e. PERRLA exam) 
 

   

Asks about any changes in 
vision   
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              SPO2: 98%   
on RA  
              BP: 110/65 
 

Asks about any headaches 
or pain  

   

Assess sensations in the 
face, arms, legs 

   

Utilizes Pediatric Glasgow 
Coma Scale based off of: 
spontaneous movements 

   

Eye opening    
Verbalization/Vocalization 
 

   

Performs a Blood Glucose 
Assessment 

   

• Patient cannot 
speak clearly, 
he is only 
mumbling 
now - Patient 
cannot state 
his own name 

• Patient 
becomes 
unresponsive 

States signs & symptoms 
of change in mental status 
as evidenced by:  

   

Headache     
Irritability      
Confusion     
Loss of consciousness    
Vomiting     
Unequal pupils      
Deterioration in GCS 
status 

   

Muscle flaccidity     
Cushing’s Triad (late sign 
– bradycardia, 
hypertension, irregular 
respirations or apnea)  

   

 Laboratory Diagnostic 
Evaluation  
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• If learner 
doesn’t call, 
PICU Fellow 
will call to 
check on 
patient 
condition 

• Patient’s 
family will 
prompt with a 
question (i.e. 
Do you think 
anyone else 
should know 
that he’s hard 
to arouse and 
isn’t speaking 
clearly 
anymore?)   

• Vital Signs: 
Expected/Unexpected 
Response:  
            HR: 105 
            RR: 15 
            SPO2: 96% 

BP: 110/70 
 

Calls PICU Fellow to 
update them on escalating 
patient status  

   

State that there is a 
significant change in 
mental status (AOx4 to 
AOx1) 
 

   

Request their presence at 
the bedside  
 

   

Use of SBAR technique to 
communicate deterioration 
in patient status & need to 
send the patient for a CT 
Scan (i.e. My 16 year old 
patient with DKA has had 
a sudden change in mental 
status. Overnight she has 
had improving POC’s and 
adequate urine output, but 
upon my assessment this 
morning she is unable to 
answer questions 
appropriately or state who 
her mom is. I am 
concerned with her 
change in mental status 
and think she may need a 
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CT scan to assess this 
change in mental status). 
Situation    
Background     
Assessment    
Recommendation     

• PICU Fellow 
asks what the 
beside RN 
believes they 
should do to 
intervene & 
support the 
patient’s 
change in 
neurological 
status  

• PICU Fellow 
asks what other 
interventions 
could be 
utilized other 
than CT scan 

Bedside RN recommends 
STAT head CT Scan  
 

 

   

Suggests at least 1 other 
appropriate interventions 
including but not limited 
to: 
 

   

Mannitol     

Hypertonic saline     

Frequent Neurologic 
Checks  

   

Increased Observation     

Environmental Stimuli 
control – minimal  

   

 
 

 
Behavioral Assessment Tool (BAT): Scenario #2  

 
Behavioral Assessment Tool 

Simulation Scenario: Murphy Winley, 4 year old male with pneumonia progressing to 
septic shock   
Learners: New Graduate PICU Nurses  
 
Competencies: Utilize critical thinking skills and apply knowledge in clinical and simulation-
based scenarios 
Demonstrate effective and professional styles of communication as evidenced by preceptor 
and mentor feedback  
 
 
Objectives:  
1. The NLRN will perform an abbreviated patient assessment of the respiratory, cardiovascular 
& neurological status of the patient 
2. Verbalize at least 3 clinical manifestations of septic shock 
3. Utilizes the SBAR tool to communicate change in patient condition to PICU provider 
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4. Identify at least two interventions, consistent with standards of care, to treat this patient’s 
septic shock 
Documentation:  
Hits: (learners independently demonstrated the targeted response); Y = yes, N = no or done 
incorrectly  
IG: Instructor guided (i.e. instructor provided prompts throughout simulator or confederate to 
elicit desired action from learner  
Comments: Write items to address in debriefing discussion  
Critical Event  Targeted Response  Hits IG Comments  

• Mom reports 
that the patient 
is now much 
more irritable  

• Hypotension: 
72/40 

• Tachycardia: 
HR 140  

• Weak or +1 
brachial pulses 

• Absent pedal 
pulses 

•  Cool feet & 110 
hands 

Febrile to 38.5 Celsius 
• Mom reports 

that the patient 
is becoming 
more irritable & 
keeps 
complaining of 
being cold  

• Vita Signs: 
• Expected 

Response: 
            BP: 75/38 
            HR: 145 

• Unexpected 
Response: 

            BP: 67/35 
HR: 150 

Auscultates lung 
sounds bilaterally  

   

Assess perfusion – 
state +1/absent pulses  

   

• Appreciates & 
verbalizes any 
work of 
breathing such 
as: 

• Retractions, 
nasal flaring, 
head bobbing, 
stridor, 
wheezing 

   

Assess’ perfusion as 
evidenced by palpating 
pulses (brachial, radial, 
femoral, pedal, dorsalis 
pedal) 

   

Noting warm or cool 
extremities 

   

Performs brief 
neurologic exam as 
evidenced by: 

   

Examine pupils: equal, 
round, reactive to light 
(i.e. PERRLA exam) 

   

Asks Level of 
Consciousness (LOC) 
questions (i.e. What is 
your name? DOB? 
Where are you? Why 
are you here? What is 
the date & time?) 

   

Asks patient to squeeze 
hands for muscle 
strength – 
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demonstrating 
extremity strength 
Asks about any 
changes in vision   

   

Asks about any 
headaches or pain  

   

Assess sensations in 
the face, arms, legs 

   

Utilizes Pediatric 
Glasgow Coma Scale 
based off of 
spontaneous 
movements, eye 
opening and 
verbalization 

   

States clinical 
manifestations of 
septic shock as 
evidenced by:  

   

Hypotension     

Tachycardia     
Delayed CRT     

Cool or cold 
extremities  

   

Heart palpitations     

Fever     

Cyanosis     
Change in mental 
status  

   

Irritability or agitation     
Anxiety     
Respiratory distress     
Tachypnea     
Hypoxia     
Decreased UO     
Pain     



SIMULATION AND CONFIDENCE   
 

60 

• If learner 
doesn’t call, 
PICU Fellow 
will call to 
check on patient 
condition 

• Patient’s family 
will prompt with 
a question: (i.e. 
Mom states that 
Murphy keeps 
saying he feels 
cold and wants 
more blankets – 
does this mean 
he’s getting 
sicker? Mom 
asks if they need 
anyone else to 
help her son feel 
better?) 

Calls PICU NP/Fellow 
to update theme on 
deteriorating patient 
status 

   

State that there is a 
significant change & 
septic shock should be 
suspected  
 

   

Request their presence 
at the bedside  
 

   

Use of SBAR 
technique to 
communicate 
deterioration in patient 
status: (i.e. My four 
year old patient with 
pneumonia has had a 
change in his VS and 
perfusion, as well as 
an acute change in 
mental status. 
Overnight his BP’s 
were adequate – 
though on the lower 
side 80/50, they are 
currently 70/40’s with 
weak brachial pulses 
& absent pedal pulses; 
he is also febrile to 
38.5 C.I am concerned 
that with his change in 
perfusion, fever and 
altered mental status 
that he may be in 
septic shock. I think he 
may need some 
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additional fluid 
resuscitation and 
possibly a low-dose 
pressor to support his 
cardiovascular status). 
Situation     
Background    
Assessment    
Recommendation     

• PICU Fellow 
asks what the 
bedside RN 
believes they 
should do to 
intervene & 
support the 
patient’s 
cardiovascular 
& respiratory 
status 

• PICU Fellow 
asks what other 
interventions 
could be utilized   

 

Bedside RN 
recommends initially 
NS fluid boluses – 
20ml/kg x 3 until 
stabilization of 
pressures 

   

Bedside RN 
recommends at least 1 
other intervention  

   

Initiate a 
pressor/inotrope drip: 
such as Dopamine, 
Epinephrine, Milrinone 
or Norepinephrine 

   

Suggest respiratory 
support such as nasal 
cannula or HFVT, 
SiPap, BiPap or 
Intubation  

   

Alternate positioning: 
neck roll, elevated 
HOB 

   

Suctioning     
Blood cultures    
Antibiotics    
Steroids    
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Behavioral Assessment Tool (BAT): Scenario #3 
 

Behavioral Assessment Tool 
Simulation Scenario: Emma Hughes is a 7 year old, asthma exacerbation    
Learners: New Graduate PICU Nurses  
 
Competencies: Utilize critical thinking skills and apply knowledge in clinical and simulation-
based scenarios 
Demonstrate effective and professional styles of communication as evidenced by preceptor 
and mentor feedback  
 
 
Objectives:  
1. The NLRN will perform a respiratory assessment 
2. Verbalize at least 3 clinical manifestations of an asthma exacerbation 
3. Utilizes the SBAR tool to communicate change in patient condition to the PICU provider 
4. Identify at least 2 interventions, consistent with standards of care, in response to the changes 
in the patient’s respiratory status 
Documentation:  
Hits: (learners independently demonstrated the targeted response); Y = yes, N = no or done 
incorrectly  
IG: Instructor guided (i.e. instructor provided prompts throughout simulator or confederate to 
elicit desired action from learner  
Comments: Write items to address in debriefing discussion  
Critical Event  Targeted 

Response  
Hits IG Comments  

• Patient has 
audible 
inspiratory & 
expiratory 
wheezes  

• Minimal 
work of 
breathing: 
mild 
subcostal 
retractions 

•  Tachypneic: 
RR 20  

• Vital Signs: 
             Temp: 37.1 
C 

Auscultate lung 
sounds bilaterally  

   

Assess work of 
breathing  

   

State auscultated 
findings (i.e. 
wheezes, rales, 
crackles, coarse, 
stridor)  

   

State/appreciate 
midl work of 
breathing: subcostal 
retractions   

   

States clinical 
manifestations of 
status asthmaticus 
as evidenced by:  
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          HR: 110 
          RR: 20 
         SPO2: 95% on 
continuous albuterol 
nebulizer    
          BP: 100/65 

• Patient has 
increased 
work of 
breathing as 
evidenced by 
severe 
subcostal 
retractions & 
nasal flaring 

Cough     

Wheezing – 
inspiratory & 
expiratory  

   

Prolonged 
expiration  

   

Increased mucous 
production  

   

Dyspnea     
Tachycardia     
Tachypnea     

• If learner 
doesn’t call, 
PICU Fellow 
will call to 
check on 
patient 
condition 

• Patient’s 
family will 
prompt with a 
question (i.e. 
Dad asks if 
those 
“squeaking” 
noises that 
his daughter 
is making 
mean that she 
is getting 
better or 
worse. 

            Dad asks if 
she will need more 
support in order to 
breathe better). 

Calls PICU Fellow 
to update them on 
escalating patient 
status 
 

   

State that there is a 
significant change 
in respiratory 
status: mild to 
severe work of 
breathing 
 

   

Request their 
presence at the 
bedside  

   

Use of SBAR 
technique to 
communicate 
deterioration in 
patient status & 
need to send the 
patient for a CT 
Scan (i.e. My 7 year 
old patient with 
asthma has started 
working harder to 
breathe. Overnight 
it was reported that 
she slept 
comfortably but 
upon my exam this 
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working she has 
inspiratory & 
expiratory wheezes 
as well as mild 
subcostal 
retractions. I am 
concerned that her 
respiratory status is 
worsening and that 
she may need an 
increase in her 
continuous 
albuterol and 
possibly some 
increased 
respiratory support 
such as BiPap). 

 Situation     
Background     
Assessment    
Recommendation    

• PICU Fellow 
asks what the 
beside RN 
believes they 
should do to 
intervene & 
support the 
patient’s 
change in 
respiratory 
status  

• PICU Fellow 
asks what 
other 
interventions 
could be 
utilized 

Bedside RN 
recommends 
escalation of 
continuous 
albuterol via 
nebulizer in order 
to treat the patient’s 
asthma 
exacerbation (i.e. 
from 10 to 20 mg 
continuous 
albuterol) 
 

   

Suggests at least 
one other 
intervention, 
including but not 
limited to:  

   

 Corticosteroids     
 Magnesium Sulfate     

 Terbutaline     

 Fluid Bolus     
 Heliox     
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 Intubation     
 Noninvasive 

ventilation – CPAP, 
BiPAP, VT  

   

 Positioning – 
elevated HOB 
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Appendix C 
 

Assessment Tools 
 

Qualitative and. Quantitative Self-Confidence and Communication Assessment Tool: C-Scale  
 

C-Scale 
 

Code Number: _________________ 
 

Directions:  Circle the number which best describes how you perceive your current level of 
clinical confidence in decision making  (NOTE:  Make sure that the circle encloses just ONE 
number.) 
 
 

1. I am certain that my performance is correct: 
 

1  2   3  4  5 
 
 

        

not at all certain  certain for only 
a few steps 

 fairly certain 
for a good 

number of steps 

 certain for 
almost all steps 

 absolutely 
certain for all 

steps 
 
 

        

2. I feel that I perform the task without hesitation: 
 

1  2   3  4  5 
 
 

        

I have much 
hesitation 

 a fair amount of 
hesitation 

 a good part of it 
without 

hesitation 

 almost 
completely 

without 
hesitation 

 absolutely no 
hesitation 

 
 

        

3. My performance would convince an observer that I'm competent at this task: 
 

1  2   3  4  5 
 
 

        

not at all  agree, a little  for much of it  for almost all of 
it 

 for absolutely 
all of it 

 
 

        

4. I feel sure of myself as I perform the task: 
 

1  2   3  4  5 
 
 

        

not at all  very little  for much of it  for almost all of 
it 

 for absolutely 
all of it 
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5. I feel satisfied with my performance: 
 

1  2   3  4  5 
 
 

        

not at all  very little  for much of it  for almost all of 
it 

 absolutely 
satisfied with 

all of it 
 
Directions:  Circle the number which best describes how you perceive your current level of 
communication abilities (NOTE:  Make sure that the circle encloses just ONE number.) 

1. I am certain that my performance is correct: 
 

1  2   3  4  5 
 
 

        

not at all certain  certain for only 
a few steps 

 fairly certain 
for a good 

number of steps 

 certain for 
almost all steps 

 absolutely 
certain for all 

steps 
 
 

        

2. I feel that I perform the task without hesitation: 
 

1  2   3  4  5 
 
 

        

I have much 
hesitation 

 a fair amount of 
hesitation 

 a good part of it 
without 

hesitation 

 almost 
completely 

without 
hesitation 

 absolutely no 
hesitation 

 
 

        

3. My performance would convince an observer that I'm competent at this task: 
 

1  2   3  4  5 
 
 

        

not at all  agree, a little  for much of it  for almost all of 
it 

 for absolutely 
all of it 

 
 

        

4. I feel sure of myself as I perform the task: 
 

1  2   3  4  5 
 
 

        

not at all  very little  for much of it  for almost all of 
it 

 for absolutely 
all of it 

 
 

        

5. I feel satisfied with my performance: 
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1  2   3  4  5 
 
 

        

not at all  very little  for much of it  for almost all of 
it 

 absolutely 
satisfied with 

all of it 
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Communication Assessment Tool  
 

Modified C-Scale: Qualitative Version  
 

Code Number: ___________ 
 
1. How certain was the new NLRN that their performance was correct (appropriate)? 
 
 
 
 
 
 
2. Was the NLRN able to communicate without hesitation or reluctance? If so, please describe 
their level of confidence. 
 
 
 
 
 
 
3. How did their communication abilities convince you that they were competent in what they 
were doing?  
 
 
 
 
 
 
 
4. Was the NLRN able to vocalize that they were sure of themselves and their ability to 
communicate? If yes, please explain. 
 
 
 
 
 
 
 
 
5. Were you satisfied with their ability to communicate with the PICU Provider? If so, please 
explain.  
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Appendix D 
 

Permission to Use Tools 
 

Permission to Use the Confidence Scale 
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Appendix E 
 

Demographic Questionnaire 
 
 

Code Number: ___________ 
 
 
Please circle your answers below. All data is de-identified and will be used solely for the purpose 
of demographic analysis. Thank you!  
 
 
1. Age: _______ 
 
2. Gender:    Male   Female   
 
3. Ethnicity: 
 
African American  American Indian Asian         Caucasian       East Indian 
 
Hispanic      Other (please specify)  
 
 
4. Was Nursing your first career?  
 

Yes   No   If not, please write your first one here: _________ 
 
 
5. Did you participate in an undergraduate Nurse Externship, Internship or Clinical Scholars 
Program?  
  
 Yes   No 
 
6. Have you previously worked in the medical field (before becoming an RN)? 
 
 Yes  No 
 
7. Have you previously participated in simulation experiences? If yes, how many? 
 
 Yes  No 
  
 1-3  3-5  >5 
 
8. How long have you been working in the PICU (months)? _________ 
 


