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Abstract 

  Nurses’ ability to recognize and respond to postoperative patients who require 

emergent medical care and need immediate assistance during a code blue in the first 10 

minutes is essential to improve patient outcomes. This is particularly important for the 

project site, a 44-bed inpatient surgical specialty hospital located in the Northeast, 

providing care for patients with head and neck cancer, as the hospital does not have an 

internal code blue response team. An adjacent facility responds to all code blue 

emergencies and takes approximately 10 minutes for the team to respond. The purpose of 

this DNP project was to develop an evidence based, theory supported educational effort 

using a rapid response in-situ simulation program with 2 simulation scenarios specific to 

the patient population. As a first step in the DNP project, 2 simulation scenarios were 

developed and then evaluated by a panel of 4 expert nurse educators using a modified 

National League of Nursing/Jeffries Simulation Design Scale. The qualitative evaluation 

the expert nurse educators provided strengthened the simulation design for each 

simulation scenario. The revised simulation scenarios, respiratory distress/pulseless 

electrical activity, and the postoperative patient with unstable hemodynamics, as part of 

the education rapid response in-situ simulation program, have the potential to improve 

the nurse’s ability to recognize early warning signs of respiratory distress and 

hemodynamic instability from postoperative complications. The simulation program has 

the potential for positive social change by empowering the nurses to provide quality 

patient care and improve patient outcomes during a code blue event.  
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Section 1: Overview of the Evidence Based Project 

Introduction 

Failure to recognize and rescue hospitalized patients in distress in the hospital 

setting is a patient safety concern and a contemporary patient safety indicator (Agency 

for Healthcare Research and Quality [AHRQ], 2011). Silber, Williams, Krakauer, and 

Schwartz (1992) first introduced failure to rescue as a hospital quality metric and 

described it as complications not related to a hospital admission leading to death in 

surgical patients. Factors associated with the inability of a nurse to recognize the clinical 

change in a patient’s condition is contributed to lack of knowledge and skills (Schubert, 

2012).  Strategies to increase nurse knowledge and skill in hospitals are a priority to 

improve performance and decrease failure to rescue events. Simulation training is one 

strategy used in the hospital setting to address nurse knowledge and skill in failure to 

rescue events (Buckley & Gordon, 2012; Schubert, 2012). 

Qualified nurses caring for head and neck cancer (HNCA) surgical patients on the 

adult inpatient unit have the knowledge and skill to care for the surgical aspect of the 

patient; however, they must also have the knowledge and skill to recognize the sequela as 

a result of patient comorbidities. HNCA patients present with comorbidities such as 

alcohol consumption, smoking, and cardiovascular and respiratory pathologies that 

contribute to postoperative complications. Postoperative complications include acute 

myocardial infarction, pulmonary failure, and hemorrhage (Mulvey, Pronovost, & 

Gourin, 2015; Ribeiro, Kowalski, & Latorre, 2003).  
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Failure to rescue patients with postoperative complications has resulted in cardiac 

arrest. The project facility does not have a team of specific providers to begin immediate 

resuscitative efforts, also known as a code blue team.  Instead, an adjacent facility 

responds to all code blue calls, which adds a time element. This is problematic; a 

response from the other facility requires 10 minutes. Nurses are responsible for 

recognizing and initiating cardiopulmonary resuscitation (CPR), which includes 

beginning chest compressions within 1 minute and activating the code blue team 

(American Heart Association [AHA], 2010).  Patient survival depends on the nurse’s 

ability to identify and initiate a code blue response (Hussman, 2012). 

In the best case, approximately 25% of hospitalized adults will survive cardiac 

arrest to discharge with about 33% suffering significant permanent neurological 

impairment (Go et al., 2013). It is estimated that only 10% of patients survive cardiac 

arrest in hospitals and requires timely response from nurses and medical providers in 

order to prevent death (Huseman, 2012). Inconsistent application of evidence-based 

resuscitation practices is a principal contributory factor (Go et al., 2013). Basic Life 

Support (BLS) and Advanced Cardiac Life Support (ACLS) skill is measured every 2 

years. Without ongoing training during the time between skills measurement, the 

resuscitation skills can be a challenge (White, 2006).    

The Institute of Medicine (IOM, 2004) and the Robert Wood Johnson Initiative 

(2009) recommended ongoing nurse education and training in the hospital to improve 

patient safety and supported simulation training as one method (National Research 

Council, 2011). Simulation is a technique used to recreate a real experience for nurses. 
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Incorporating high-fidelity simulation, the use of computerized manikins to emulate 

physiological responses similar to a human to improve code blue recognition and 

response is a valuable tool in identifying and correcting critical code blue responses 

(Aebersold & Tschannen, 2013; Benner et al., 2010; Jeffries, 2012). 

Educational in-situ simulation provides the opportunity for this organization to 

increase nursing knowledge and skills to improve patient outcomes. Failure to rescue and 

respond in code blue emergencies in the healthcare setting is well studied. Providing the 

adult inpatient nurses with the education resources and simulation experience empowers 

them to provide quality patient care. 

Problem Statement  

The site for this project is a 44-bed inpatient surgical specialty hospital located in 

a rural town in the Northeastern United States. The clinical staff care for people with 

disorders of the eye, ear, nose, throat, and adjacent regions of the head and neck for adult 

patients. Specifically, the specialty hospital provides surgical and medical care for HNCA 

patients. Surgery includes laryngectomy, neck dissection, hemiglossectomy, and neck 

and face reconstruction. The average monthly patient surgical census is 450 and 10% of 

the patients present with medical comorbidities such as alcohol consumption, smoking, 

cardiovascular and respiratory pathologies, and postoperative contributions to 

complications (Mulvey, Pronovost, & Gourin, 2015; Ribeiro, Kowalski, & Latorre, 

2003).  

The adult inpatient nurse’s ability to recognize early warning signs of respiratory 

distress and hemodynamic instability from postoperative complications related to 
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pulmonary failure and hemorrhage was identified as a root cause for those patients who 

progressed to a code blue emergency. During the root cause analysis, patient vital signs, 

specifically blood pressure (BP), heart rate (HR), respiratory rate (RR), and oxygen 

saturation were identified as early signs of deterioration which contributed to the patient’s 

progression to a code blue. Nurses must accurately assess patient vital signs to recognize 

acute changes that affect the physiological status of the patient (Elliot & Coventry, 2012). 

For example, changes in BP trends and HR such as lower BP and increased HR can 

indicate a change in the patient’s hemodynamic status (Fetzer, 2006). 

Root Cause Analysis 

The root cause analysis identified patients who progressed to a code blue 

emergency; recognition for initiating the code blue call, call for the resuscitation code 

cart, and initiation of chest compressions were delayed. An adjacent hospital responds to 

all code blue emergencies at the clinical site, which adds a time element. This is 

problematic as response from the other facility requires 10 minutes. A nurse must provide 

rapid response in identifying patients in cardiac arrest and have the knowledge to initiate 

the code response team and intervene until the code team arrives (Huseman, 2012).  

The PICO(T) format is a framework that will be used for constructing the DNP 

proposal. The PICO(T) takes into account the population of interest and problem (P), 

intervention (I), comparison of the intervention or group (C), outcome (O), and time (T) 

(Melnyk, Finout-Overholt, Stillwell, & Williamson, 2010). This format provides the 

framework to ask the clinical question and yield a streamlined literature search. The 
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PICO(T) framework also provides a guide for implementation, evaluation, and 

dissemination of EBP (Melnyk et al., 2011).   

Purpose Statement and Project Objectives 

The purpose of this project was to synthesize the evidence-based literature and 

identify a theoretical framework to support the development of a rapid response 

education in-situ simulation program. The educational component of the simulation 

program focused on improving the nurse’s ability to recognize a patient in hemodynamic 

and respiratory distress in a 44-bed adult inpatient surgical unit. In addition, the 

simulation program would provide nurse’s, as the first responders, the knowledge and 

skill to respond appropriately in a code blue emergency.  

Specifically, the simulation scenario design educational component focused on 

teaching nurses to recognize the subtle but significant changes in patient hemodynamic 

and respiratory status, as well as the vital signs (blood pressure and heart rate, respiratory 

rate, and oxygen saturation). As a first step, the purpose of this project was to have two 

simulation scenarios reviewed and critiqued by an expert panel of four nurse educators 

experienced in simulation. 

Project Objectives 

• Increase nurse knowledge about the signs and symptoms of a patient in 

hemodynamic and respiratory distress. 

• Improve the identification of hemodynamically unstable patients prior to the 

initiation of a code blue event. 



6 

 

• Decrease the time of first response to a code blue emergency; initiating the code 

blue call, call for the code cart, and initiation of chest compressions. 

Project Question 

How will the development of a rapid response education in-situ simulation 

program increase nurse knowledge of the signs and symptoms of a patient in distress and 

nurse response in a code blue emergency? 

Theoretical Foundation 

Kolb’s Theory of Experimental Learning 

Kolb’s theory of experimental learning, (TEL) was the educational approach 

selected for the project. The TEL focuses on adult learning through engaging in concrete 

experiences and working with concepts applicable to the practice setting (Kolb, 1984). 

The TEL provides the theoretical perspective to support behavior changes with enhanced 

or altered thinking in the clinical setting (Kolb & Kolb, 2005).   

Jeffries Framework for Simulation Design 

The National League of Nursing (NLN)/Jeffries framework for simulation design, 

or Jeffries framework, was the conceptual framework used to guide the design for the 

rapid response education in-situ simulation component of the project. The Jeffries 

framework consists of five conceptual components to guide the development, 

implementation, and evaluation of this project. The five components are the facilitator 

(DNP student), participants (nurses), identifying educational needs, simulation design, 

and learning outcomes. Similar to the TEL, the Jeffries framework support strategies 
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grounded in concepts of experiential learning and growth, cognitive skill, and 

sociocultural dialogue (Jeffries & Rogers, 2012).  

Significance of the Project 

The 2010 AHA guidelines for CPR begin within 1 minute of cardiac arrest with 

minimal interruptions, and defibrillation within minutes for ventricular tachycardia 

without a pulse or ventricular fibrillation (Field et al., 2010). Epinephrine, the most 

frequently administered drug for cardiac arrest, should be administered within the first 5 

minutes of pulselessness (Huseman, 2012). However, without continued training and the 

prolonged time between formal training, effective cardiac resuscitation becomes a 

challenge in most health care settings (White, 2006). The current requirement for BLS 

and ACLS cognitive and skills testing is once every 2 years and is not sufficient to 

sustain competence in recognition and response to emergent medical situations. 

Development of a rapid response education in-situ simulation program has the potential 

to increase nursing knowledge to improve patient safety.  

Implications for Social Change 

Simulation programs in nursing practice have been known to increase knowledge, 

confidence, and skill levels at all levels of nursing practice (Aebersold & Tschannen, 

2013). Through this program, nurses could potentially have a direct impact on patient 

outcomes through enhanced assessment skills, response time to emergent situations, and 

improved critical thinking. A rapid response education in-situ simulation program could 

significantly empower the nurse to provide high quality safe patient care. 
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Definitions of Terms 

The following definitions will guide this project. 

Briefing: This is a purposeful and planned communication about the simulation 

objectives, how the manikin simulates human physiology and its limitations, and the 

errors discovered during the simulation to serve as opportunities for improved patient 

care and are often due to systems not the person (Miller, Riley, Davis, & Hansen, 2008).  

Code Blue: An emergency situation announced in a hospital when a patient is in 

cardiopulmonary arrest, requiring a team of providers to respond and assist in 

resuscitative efforts. 

Debriefing: Debriefing is a purposeful communication considered to be the 

cornerstone of experiential simulated learning. The debriefing session is intended to 

narrow the gap between what the nurse experienced and what the nurse learned during 

the simulation (Miller et al., 2008). 

High-Fidelity Simulation: This type of simulation incorporates computerized 

manikins to emulate physiological responses similar to a human. For example, breathing 

sounds with chest rising and falling, hemodynamic changes, and vocal sounds are utilized 

(Jeffries, 2012). 

In-Situ Simulation: This is the type of simulation that transpires in the clinical 

environment versus within a simulation lab. In-situ simulation allows for experiential 

learning in a familiar clinical work environment (Patterson, Blike, & Nadkarni, 2008).  

Rapid Response: Identifying and responding to a medically deteriorating patient 

(Subbe & Welch, 2013). 
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Assumptions and Limitations 

Assumptions 

• Assumptions are often unrecognized, are embedded in behavior and thinking and can 

be considered universal truths as opposed to scientifically vetted research (Grove, 

Burns, & Gray, 2013). The in-situ simulation program includes the following 

assumptions: 

o The in-situ simulation program scenarios should be practical to the clinical 

environment and increase nursing knowledge and skills for the recognition 

and response to a code blue event.  

o The in-situ simulation program should be a positive process for participants. 

• The in-situ simulation program should provide opportunities for the clinical site to 

improve nurse response in a code blue. 

Limitations 

 Limitations are found in all studies and can lack generalizability of the findings 

(Grove et al., 2013). The limitations of the in-situ simulation program include the 

following: 

• The in-situ simulation program scenarios cannot be generalized throughout 

the clinical site. 

• The evaluation plan in this project may not be generalized to other settings. 

Summary 

Section 1 provided an overview of the purpose and significance of the DNP 

project. The adult inpatient unit nurses’ ability to recognize and respond to the 
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deterioration of a HNC surgical patient’s medical condition and respond during a code 

blue in the first 10 minutes is essential. The facility’s code blue response team is an 

adjacent facility and takes approximately 10 minutes to respond. Development of a repaid 

response education in-situ simulation program could have a significant impact on 

increasing nursing knowledge and response during a cardiac event. An in-situ simulation 

program has the potential to increase patient safety and quality of care and improve 

patient outcomes. 
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Section 2: Review of Literature and Theoretical Framework 

Section 2 included a review of the general and specific literature and the 

theoretical and conceptual framework that supports the development and design of the 

project. The literature review included in-situ simulations in a health care setting with a 

focus on nursing knowledge and skill in failure to rescue, rapid response, and early 

recognition and response to a code blue event. The conclusion of the review expanded on 

Kolb’s theory of experiential learning and the NLN Jeffries simulation framework. 

Introduction 

 The purpose of this project was to develop a rapid response education in-situ 

simulation program with two simulation scenarios to improve nurses’ ability to recognize 

and respond to the deterioration of a HNC surgical patient’s medical condition and 

respond during a code blue in the first 10 minutes. In this section, general literature was 

explored to support the development of a rapid response education in-situ simulation 

program to address failure to rescue patients experiencing postoperative complications. 

The specific literature explored simulation in nursing practice and simulation program 

development. The theoretical and conceptual framework to guide the development of the 

program was also reviewed in the context of adult learning and program development. 

Scholarly Literature Search Strategies 

The literature search was conducted using these online databases: CINAHL Plus, 

Medline, OVID Nursing, and PubMed, and Google Search. The Boolean search strings 

and/or were also used to expand the literature search. The following terms were used to 

guide the literature search: In-situ simulation, simulation program development, cardiac 
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arrest, patient safety, nursing education, quality improvement, and adult learning theory. 

The literature search retrieved 50 articles and 21 articles were selected for review of 

which 15 relevant articles were selected for the literature synthesis. Articles published 

between 1999 and 2015 were considered for review of the general literature, specific 

literature, and the theoretical and conceptual framework (see Appendix A). 

General Literature 

Failure to recognize and rescue patients in distress is not a new concept for 

healthcare organizations. Failure to rescue events in hospitals is a major patient safety 

concern (AHRQ, 2011). In 2007, death occurred in 105.7 per 1,000 admissions of 

patients 18-74 years of age due to failure to recognize deterioration in patients’ 

conditions (AHRQ, 2011). Nurses play a key role in recognizing deterioration in patients 

at the bedside and are identified as a key quality measure by the IOM (2001).  

Odell, Victor, and Oliver (2009) found the nurse’s role in detecting and 

responding to a patient’s deteriorating condition was complex and influenced by the level 

of nurse experience and education. The authors identified key nursing skills and 

assessment, nurses’ timely measurement of vital signs, and appropriate and timely 

response to changes as contributing factors to patient outcomes. Providing education 

programs where nurses can practice critical competencies for low volume but high risk 

situations in a non-threating environment was identified as an important strategy to 

improve nurse confidence in performing, resulting in improved patient outcomes. 

Similarly, Subbe and Welch (2013) identified nurse delayed response and failure to 
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recognize patients with deteriorating vital signs on a medical surgical ward resulted in 

transfer to a higher level of care or cardiac arrest. 

Specific Literature: Simulation in Nursing Practice 

Simulation is well described in the military and aviation industries, and over the 

last 20 years, has been incorporated into health sciences education and training in 

different health care environments (Benner et al., 2010). Resulting from the IOM and 

Robert Wood Johnson recommendation to embrace simulation for ongoing knowledge 

and skill development, many organizations have included simulation in nursing training 

programs. According to Gaba (2004) “simulation is a technique—not a technology—to 

replace or amplify real experiences with guided experiences that evoke or replicate 

substantial aspects of the real world in a fully interactive manner” (p. 3). 

Simulation in nursing practice has been used in different patient care settings. Nagle, 

McHale, Alexander, and French (2009) in a large academic hospital in Boston, 

Massachusetts developed a simulation program to complement the classroom setting for 

professional development. The authors developed five high-fidelity simulation programs 

focused on specific work environments and skills: Critical care, acute care, obstetrics, 

and pediatrics. Nagle et al. (2009) concluded simulation as a teaching methodology for 

nurses was useful for all levels of nursing practice, as well as effective for skill training 

and higher-level skills related to communication, critical thinking, and teamwork. 

However, Nagle et al. (2009) determined a further study was needed to quantify the 

impact on learner performance, patient outcomes, and patient safety. In a similar study 

Pilcher et al. (2012) developed simulation based learning in the neonatal intensive care 



14 

 

unit (NICU) environment to improve nursing knowledge and skills and support new 

graduate programs and annual competencies. Pilcher et al. (2012) summarized the 

potential future of simulation-based education for orienting NICU nurses as a training 

tool to improve communication in transport teams and perinatal outreach programs. 

Similarly, Roots, Thomas, Jaye, and Birns (2011) identified nurses working on a 

hyperacute stroke unit required special training for early assessment and treatment of 

acute stroke patients. Roots et al. (2011) developed a simulation education training 

program the yielded an increase in nursing recognition and intervention in stroke patients. 

Although Roots et al. (2011) small sample size of 6 nurses in the study showed no 

meaningful statistical data using a Likert scale, the authors reported the pre-course and 

post-course qualitative open-ended questions showed self-reported increases in 

leadership, communication skills, and managing hyperacute stroke clinical situations 

Whereas, Goldsworthy (2012) over a five year study in partnership with nine hospitals in 

Canada, developed a high-fidelity simulation critical care graduate certificate training 

program for critical care nurses. Feedback from nurses using a pre/post knowledge test 

for each learning experience yielded self-reported increased confidence, active learning, 

and engagement. Although the feedback yielded positive responses from nurse 

participants in the critical care graduate simulation program, there were challenges 

related to financial investment due the cost of high-fidelity simulation labs. 

As a quality initiative to improve nurse confidence and performance in 

responding to a code blue, over two years, Herbers and Heaser (2016) implemented an in-

situ mock code simulation in a 36-bed medical and vascular surgical unit and a 33-bed 
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thoracic surgical unit. The authors reported a 12% increase in nurse response time in 

calling for help, a 52% reduction in time elapsed for initiating chest compression 

improved, and a 37% improvement in defibrillation. Overall, the in-situ mock codes 

improved nurse response times and perceived confidence level in responding to emergent 

situations. Whereas, Barbeito et al. (2015) in a quality improvement initiative monitored 

the cardiac arrest response process in a veteran medical center in North Carolina. The 

research study was conducted over a three-year period and included 72 unannounced 

high-fidelity in-situ simulations throughout different clinical areas within the facility. 

More than 300 providers participated in the simulation scenarios, including 100 nurses, 

87 medical residents, 21 respiratory therapists, and 10 nurse manager. Barbeito et al. 

(2015) detected environmental, teamwork, culture, and policy defects throughout the 

medical center during the simulations. Actions were taken using the Systems Engineering 

Initiative for Patient Safety (SEIPS) model to mitigate the environmental, teamwork, 

culture, and policy defects on an ongoing basis throughout the study. Barbeito et al. 

(2015) determined the impact of the high-fidelity in-situ simulation program on team 

performance during real codes and patient outcomes were beyond the scope of this study  

Buykx et al. (2012) over three years implemented the Feedback Incorporating 

Review and Simulation Techniques to Act on Clinical Trends (FIRST2ACT) educational 

model to improve nurses emergency management skills for medically deteriorating 

patient. Included in the study were final year undergraduate nursing students, 

undergraduate and post-graduate midwifery students in a simulation lab and nurses 

working in a rural hospital medical unit. Buykx et al. (2012) reported final year 
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undergraduate nursing students (n=51) clinical skills improved by 60% and clinical 

awareness improved by 59%. Under and post graduate midwifery nursing students (n=35) 

clinical skills improved by 54% and clinical awareness improved by 54%. Nurses in 

medical unit (n=35) clinical skills improved by 50% and clinical awareness improved by 

50%.  Overall, the simulation program in all three groups improved nurse knowledge and 

clinical practice in emergency situations. In a similar study, Buckley and Gordon (2010) 

immersed 50 graduate students in a combined classroom and high-fidelity simulation 

workshop to determine if simulation training for medical-surgical nurses improved the 

nurses’ ability to recognize and respond to patients’ deteriorating medical condition. 

Three months following the simulation-based training, 38 of the 50 participants 

completed a follow-up survey related to their ability to respond to clinical emergencies. 

Overall, 79% of the participants reported it was important to recognize and respond to 

patients in actual clinical emergencies. 

Development of a Simulation Program 

Simulation programs require institutional financial resources and human 

resources, and the cost of high-fidelity manikins may require philanthropic funding 

(Aggarwal et al., 2010). Developing a simulation program can be done at the unit level or 

program level. In-situ simulation programs target a specific patient population and 

learning needs and may be used as a starting point for future institutional program 

development (Aebersold & Tschannen, 2013).  

 In-situ simulation placed nurses in the middle of complex patient care scenarios 

within in their own clinical environment without the risk of harm to self or to real 



17 

 

patients. In-situ high-fidelity simulation programs recreate stressful patient events in a 

safe environment (Kneebone, 2006). An in-situ simulation program supports experiential 

learning for the nurses. 

In-situ simulation programs consist of three components: briefing, simulation, and 

debriefing. Briefing before the simulation provides the nurses with the purpose and 

objectives of the simulation training. Clear communication is provided by the facilitator 

that the simulation experience is educational and is in a safe environment to promote 

learning for the participants (Jeffries, 2012). The facilitator discusses the assumption that 

everyone participating in the simulation is intelligent and wants to learn. Review of how 

the manikin works, for example lung sounds, bowel sounds, and blood pressure. 

Participants are encouraged to suspend disbelieve as the manikin is not human and does 

have limitations (Miller et al., 2008). In-situ simulation consists of scenarios that are 

relevant to the clinical environment, should be realistic and relevant to the participants 

and support learning without intent to trick participants. Debriefing serves two important 

functions and is considered the cornerstone of experiential learning. Debriefing allows for 

self-discovery, enables participants to voice safety concerns, discuss how they performed, 

and uncovers systems issues (Miller et al., 2008). 

Theoretical Framework  

Kolb’s Theory of Experiential Learning  

David Kolb (1984) developed the Theory of Experiential Learning (TEL) where 

“learning is the process whereby knowledge is created through the transformation of 

experience” (p. 38). TEL is a model consisting of four learning stages: concrete 



18 

 

experience (Do); reflective observation (Observe); abstract conceptualization (Think); 

and active experimentation (Plan). The stages may be started in any order; however, one 

stage must follow the other in the sequence (Kolb & Kolb, 2005).  

 The first stage, concrete experience, applies to the participant’s experience in the 

in-situ simulation. The second stage, reflective observation, is applicable in the debriefing 

session of what the participants experienced during the simulation. The third stage, 

abstract conceptualization, is where the participants conceptualize what was observed. 

The fourth stage, active experimentation, is where the participants incorporate their 

learning experience in the future (Kolb & Kolb, 2005). 

Poore, Cullen, and Schaar (2014) operationalized Kolb’s TEL for a simulation-

based interprofessional education for new graduate nurses. The author’s postulated the 

simulation-based experiential learning for new nurses’ is fundamental in preparing nurses 

for interproffessional communication. Kolb’s TEL theoretical foundation supports 

experiential learning and individual learning and has been widely used in different 

simulation-based programs (Kolb & Kolb, 2005). 

National League of Nursing (NLN) Jeffries Simulation Framework 

The NLN/Jeffries Simulation Framework, or the Jeffries Framework, was initially 

advanced with a theoretical foundation and informed by empirical simulation literature 

from multiple disciplines, including nursing, medicine, and non-health care disciplines 

(Jeffries & Rogers, 2012). Simulation was recognized to be similar and adaptable across 

industries, in terms of design and instructional development strategies (Jeffries & Rogers, 

2012).  
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The Jeffries Framework consists of five conceptual components. The five 

components include: facilitator (DNP student); participants (nurses); identified 

educational needs; simulation design; and learning outcomes. The Jeffries Framework 

provides simulation learning strategies grounded in the concepts of experiential learning 

and growth, cognitive skill development, and socio-cultural dialogue (Jeffries & Rogers, 

2012) (see Appendix C).  

Simulation design characteristics should incorporate the following elements: 

Objectives, fidelity, problem solving, participant support, and reflective thinking 

strategies such as debriefing (Jeffries & Rogers, 2012).  

• Objectives: The objectives of the simulation are the tools that guide 

learning of the participants and are essential when using simulation. 

• Fidelity: Fidelity refers to the extent the simulation mimics the real 

clinical environment. 

• Problem Solving: Problem solving is related to the complexity of the 

simulation scenario and should be based on the level of learner needs. 

• Participant Support: The facilitator in creating the simulation needs to 

determine when to provide support or cues to the participant to give 

enough information for the learner to continue with the simulation, but not 

interfere with independent learning.  

• Reflective Thinking: Reflective thinking (debriefing) is the cornerstone of 

experiential learning in simulation and must be provided in a supportive 
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environment by the facilitator. The session needs to be guided by the 

learning objectives of the simulation. 

The Jeffries Framework provides the components for the development, 

implementation, and evaluation of simulation programs.  

Summary 

Education in-situ simulation programs have shown to improve nursing knowledge 

and skills and empower nurses to provide quality patient care in a variety of clinical 

settings. The DNP project, development of a rapid response in-situ simulation program, 

would support the adult inpatient nurses ablity to recognize and respond to patients with 

deteriorating medical care needs and reponse during a code blue in the first ten minutes. 

The development, implementation, and evaluation of simulation programs are essential 

for successful learning outcomes (Jeffries & Rogers, 2012). Incorporating Kolb’s thoery 

of experencial learning and the NLN Jeffries simulation framework in the development of 

the simulation program would provide the necessary elements for program success. 
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Section 3: Project Design and Methodology 

The purpose of the DNP project was to develop a rapid response education in-situ 

simulation program, including two simulation scenarios developed by this DNP student 

specifically for the HNC surgical specialty. The scenarios were developed using the NLN 

simulation design template (see Appendix D) and reviewed and critiqued by an expert 

panel of four nurse educators experienced in simulation. The scenarios were evaluated 

using a modified 20-question simulation design evaluation survey developed by 

NLN/Jeffries (see Appendix E). This section outlines the scenario design, program 

design, data collection, data instrument, and data analysis. Further discussed in this 

section is IRB approval and the evaluation plan for the project. 

Scenario Design 

Evidence-based simulation scenarios require preparation and knowledge of 

realistic patient care needs (Dowie & Phillips, 2011). Although previously written 

simulation scenario designs were reviewed, they did not fit all aspects of the intended 

scenario design for this study. The scenario design characteristics described in Jeffries 

Framework were used to define the simulation purpose and intended outcomes of the 

simulation.  The two scenarios were developed based on the clinical site as a specialty 

hospital that provides care for disorders that affect the eye, ear, nose, throat, and adjacent 

regions of the head and neck. The participants were required to have specific 

psychomotor skills attend cognitive activities prior to participation in each scenario. 

Psychomotor skills included performing a head-to-toe assessment, taking blood 

pressures, and identifying adult dysrhythmia. Specific cognitive activities included 
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attending an intermediate medical unit course (IMCU). The first scenario was designed 

for the nurse to identify and respond to a surgical patient with increased respiratory rate 

and identify a decrease in oxygen saturation leading to pulseless electrical activity (PEA) 

arrest (Appendix F). The second scenario was designed for the nurse to identify and 

respond to a surgical patient with an increased heart rate and decrease in blood pressure 

leading to atrial fibrillation. 

Program Design 

The setting for the rapid response education in-situ simulation scenario is a 44 bed 

adult surgical HNC inpatient unit utilizing a high-fidelity manikin. Specifically, the 

intermediate medical care unit nurses would participate in the two scenarios developed as 

a result of the DNP project. The nurses participating in the simulation would have 

fulfilled the psychomotor and cognitive training required to provide care in the 

intermediate care unit. The training would be provided by the unit nurse educator. All 

equipment, including the adult code cart, would be available for use. The simulation 

setting would incorporate all standard equipment found in a patient room. It is anticipated 

the simulation program would take 2 hours to complete. Each simulation would consist of 

a 20-minute scenario participation and 45 minutes of debriefing. Integrated into the 

simulation program would be the NLN/Jeffries simulation framework five conceptual 

components.   

Population and Sampling 

The population for this study was a panel of four expert nurse educators 

experienced in simulation. Two panel members hold Masters in Nursing, are certified in 
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Nurse Professional Development (NPD) through the American Nurse Credentialing 

Center (ANCC) and are experienced in academia and hospital simulation design. Two 

panel members have a Bachelor of Science in Nursing (BSN) degree and are certified by 

the Center for Medical Simulation in operating room team training and simulation design. 

All panel members have extensive experience in simulation scenario development for 

academia, inpatient populations, and operating room training.  

Data Collection and Instrument  

Institutional Review Board (IRB) approval was obtained from the project site 

prior to requesting evaluation of the simulation scenario design. The cover letter 

information sheet and oral consent form (see Appendix H) were provided to the content 

experts prior to participating in the simulation scenario evaluation. A modified 20-

question simulation design evaluation survey developed by NLN/Jeffries (see Appendix 

E) was used for the evaluation of the respiratory and hemodynamic simulation scenario 

design. The NLN/Jeffries simulation evaluation design tool was evaluated by nine nurse 

experts for content validity. Cronbach’s alpha was the instrument of measurement for 

internal consistency and reliability for each item question. The coefficient alpha was 

0.94.  

The four content expert nurse educators completed the survey using a five point 

Likert scale as the instrument for the simulation design followed by a 20-question open-

ended survey. The simulation design evaluation survey took place in two different 

sessions in a roundtable format. The Likert scale was measured using strongly agree 
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(SA), agree (A), neutral (N), disagree (D), and strongly disagree (SD) as the scale of 

measurement. 

Data Analysis 

The first part of the survey used a five-point Likert Scale to evaluate the five 

components of the simulation design: objectives/information (I clearly understood the 

purpose and objectives of the simulation and the cues were appropriate and geared to 

promote my understanding), participant support (my need for help was recognized, and I 

was supported in the learning process), problem solving/complexity (I was encouraged to 

explore all possibilities during the simulation, and the simulation provided me the 

opportunity to improve my recognition of the signs and symptoms of a patient in distress 

and acting on a code blue) fidelity (the scenario was relevant to my practice and a real 

life situation), and guided reflection/debriefing (feedback provided was constructive). 

The second part of the survey allowed the nurse experts to provide qualitative feedback 

for improvement of the simulation design elements.  

Project Evaluation Plan 

The purpose of the DNP project was to develop an in-situ rapid response 

education simulation program with two simulation scenarios based on the clinical site, a 

specialty hospital that provides care for head and neck adult surgical patients. Prior to 

implementing the simulation as a teaching strategy, an evaluation plan was considered to 

ensure the simulation scenario design was effective and met the simulation objectives. 

There were several simulation evaluation tools available in the literature for performance, 

learning, and simulation design. The four evaluation instruments were: The Sweeny-
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Clark simulation performance evaluation tool, the clinical simulation evaluation tool, the 

Lasater clinical judgment rubric, and the Creighton simulation evaluation instrument 

(Adamson, Kardong-Edgren, & Willhaus (2013). The four evaluation instruments were 

reviewed and it was determined the evaluation tools did not meet the evaluation 

methodology for simulation scenario design evaluation. The NLN/Jeffries Simulation 

Design Scale (SDS) was reviewed and chosen as the appropriate evaluation tool for the 

DNP project.  

Summary 

The purpose of the evidence-based project was to develop a rapid response 

education in-situ simulation program. The initial step in developing the simulation 

program was to evaluate the simulation scenario design elements using the NLN/Jeffries 

simulation design evaluation tool prior to implementation in the adult medical surgical 

unit.  The two simulation scenarios evaluated would be incorporated and evaluated in the 

future by the adult nurses at the unit level. 

Section 4 will review the project findings and implications. The doctoral project 

strengths and the limitations will be discussed. Recommendation for future projects will 

also be discussed. 
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Section 4: Findings and Recommendations 

Introduction 

The purpose of this project was to develop a rapid response education in-situ 

simulation program with two simulation scenarios specific to the patient for the facility 

patient population. The facility for the project was a specialty hospital that cares for 

patients with HNC. The project was developed based on an identified gap in nursing 

knowledge of the early signs of deterioration of patient vital signs, specifically BP, HR, 

RR, and oxygen saturation, which for some patients progressed to a code blue 

emergency. For those patients who progressed to a code blue emergency, the nurses did 

not announce a code blue emergency, ask for the emergency code cart, and chest 

compressions were not initiated. An adjacent hospital responds to all code blue 

emergencies at the clinical site which adds a time element. This is problematic as a 

response from the other facility requires 10 minutes.  

Two simulation scenarios were evaluated by four content expert nurse educators 

in simulation using the modified NLN/Jeffries SDS tool. Section 4 includes the findings 

of the evaluation survey based on the expert nurse educator feedback. The outcomes from 

the findings will be discussed related to how they may impact future research and social 

change. 

Summary of Findings 

The two simulation scenarios developed for the simulation program were 

evaluated by the four content expert nurse educators in simulation during two roundtable 

sessions. The nurse educators evaluated and critiqued the initial respiratory distress and 
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unstable hemodynamic scenario using the modified 20-question NLN/Jeffries SDS. A 

formative evaluation of the open-ended questions during the first roundtable discussion 

was used to revise the simulation scenario design for the second roundtable evaluation. 

The NLN/Jeffries SDS five-point Likert Scale evaluation tool was used to compare the 

first and revised final simulation scenarios. The two-tailed t test was used for quantitative 

data results. 

Formative Evaluation 

A formative evaluation of the four nurse educator’s qualitative responses during 

the first roundtable evaluation of the Jeffries and Rogers simulation design characteristics 

was used to assess the strengths and limitations of the simulation design characteristics. 

The review and critique informed the necessary revisions needed for the final simulation 

scenarios (Ketter, Moroney, & Martin, 2013). The analysis of the data collected for the 

revised and final respiratory distress/PEA (see Appendix I) and unstable hemodynamic 

(see Appendix J) simulation scenarios were discussed. 

Respiratory Distress/PEA Simulation Design Qualitative Analysis 

There were common themes identified for the design element that informed the 

changes for the final respiratory distress/PEA scenario. Specific changes were 

recommended for simulation flow and content to reflect general learning objectives. 

Fidelity (realism) themes were described by Participant 1 (P1) as “very population 

specific”, and Participant 3 (P3) “and this is realistic and can happen with these patients, 

mucus plug.” For the psychomotor skills section of the simulation design Participant 4 

(P4) recommended “psychomotor skills on page 2 of simulation scenario-include 
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demonstrations/return demonstration during IMCU orientation.” All participants during 

the roundtable discussion recommended nurses must complete the IMCU orientation 

process as part of the cognitive activity prior to participating in the simulation scenario. 

Unstable Hemodynamic Simulation Design Qualitative Analysis 

There were common themes identified for the design element, objectives and 

information, and fidelity that informed the changes for the final unstable hemodynamic 

simulation scenario. Specific changes were recommended for simulation flow and 

content to reflect general learning objectives. The following were specific 

recommendations by participants for the scenario progression timeline that were 

incorporated into the final simulation scenario. P3 wrote “0-5min add under 

manikin/actions: NSR to HR, crackles at bases”. P1 wrote under expected interventions: 

“listen to lung sounds, hears crackles, IV fluid at 125ml/hr.” P3 wrote under “cue ankle 

edema change +3 to 3+, 0-10min add under manikin actions: add with frequent premature 

atrial contractions (PAC’s) to HR 100, increased crackles”. P2 wrote under expected 

interventions: “change 12 lead to 5 lead, 10-15min under manikin/actions: add rapid AF 

to HR 150”. P1 wrote under expected interventions: “add recognize rapid afib”.  

NLN/Jeffries SDS Five-Point Likert Scale Two-Tailed t-Test Data Analysis 

Use of a t statistic requires a large sample population greater than 100 to yield 

accurate results of a study (Polit, 2010). A two-tailed t-test was the statistical analysis 

tool used to evaluate the quantitative data of the survey tool. Due to the small sample 

size, the NLN/Jeffries twenty-question SDS five–point Likert Scale data analysis using a 
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two-tailed t-test did not reveal any significant difference between the first survey and 

second survey.  

Implications 

Practice 

Simulation programs designed for ongoing nurse education and training in the 

hospital have the potential to empower nurses to provide evidence-based care and 

improve patient safety (NRC, 2011). Evidence-based simulation programs that are 

developed to replicate different patient care settings and all levels of nursing skill would 

have the potential for healthcare organizations to improve patient outcomes. The 

simulation programs are vital for improving nursing practice (Jeffries, 2012). 

Social Change 

The potential implication for positive social change is the direct impact simulation 

could have on improved nursing knowledge and skill. Recognizing the gaps in nursing 

knowledge and providing the means of improvement through simulation is often 

necessary for social change in nursing (Aebersold & Tschannen, 2013). Through the 

simulation program, nurses could potentially have a direct impact on patient outcomes 

through enhanced assessment skills, response time to emergent situations, and improved 

critical thinking. 

Strength of the Project 

The project provided an opportunity to develop two simulation scenarios as part 

of a rapid response education in-situ simulation program specific to the project facilities 

patient population. The adult inpatient nurse’s ability to recognize early warning signs of 
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respiratory distress and hemodynamic instability from postoperative complications 

related to pulmonary failure and hemorrhage was identified as a root cause for those 

patients who progressed to a code blue emergency. Simulation scenario design evaluation 

is recommended as part of the pre-implementation phase of simulation programs 

(Jeffries, 2012). The simulation scenario design elements were evaluated by a panel of 

four content expert nurse educators in simulation using a modified validated 

NLN/Jeffries SDS tool. The revised and final simulation scenarios met the recommended 

design elements for future program implementation. 

Limitations of the Project 

There were several limitations of the project. First there was a small sample size 

of four nurse experts. In a quantitative study the sample size should be large enough to 

describe the variables (Grove, Burns, & Gray, 2013). The sample size for the t-test did 

not reflect the effects of the study. The second limitation was the NLN/Jefferies SDS 

evaluation tool in the context that it was modified to gather data from a panel of four 

nurse educators that did not participate in the simulation itself. The NLN/Jeffries SDS 

evaluation tool was originally intended for nursing students participating in a simulation. 

The third limitation was the information obtained from the qualitative simulation design 

questions. The open-ended questions for the scenario design elements; support and 

feedback/guided reflection, were only applicable for evaluation for scenario design when 

participating in the simulation. 
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Recommendations for Future Research 

Future research is recommended using a larger sample size of the adult nurses at 

the project facility caring for patients in the IMCU to further evaluate the respiratory 

distress/PEA and unstable hemodynamic simulation scenarios (Grove et al., 2013). Using 

the original validated NLN/Jeffries SDS evaluation tool would be integral to positive 

learning outcomes in the simulation (Jeffries, 2012). In the future, implementing an 

education rapid response in-situ simulation program with validated simulation scenarios 

could provide research data to reflect the simulation program objectives; increase nurse 

knowledge about the signs and symptoms of a patient in hemodynamic and respiratory 

distress, improve the identification of hemodynamically unstable patients prior to the 

initiation of a code blue event, and decrease the time of “first response” to a code blue 

emergency; initiating the code blue call, call for the code cart and initiation of chest 

compressions. 

Summary and Conclusions 

The purpose of the DNP project was to develop an education rapid response in-

situ simulation program. The first step and the objective of the project was to evaluate 

two simulation scenarios that represented a gap in nursing knowledge specific to the 

facilities patient population. It is believed with increased knowledge and skill though 

simulation nurses would be empowered to provide safe patient care and could directly 

improve patient outcomes. 

The simulation scenarios were enhanced and modified after receiving the 

thorough critique from the content expert nurse educators. The nurse educator comments 
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and recommendations further strengthened the simulation design characteristics for each 

scenario. The simulation scenarios could be used for future orientation for the adult 

nurses in the IMCU. 
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Section 5: Scholarly Product 

In this final section, Section 5, the plan for project dissemination will be 

discussed. An analysis-of-self as a scholar will also be explored. In conclusion, a 

summary of the project will be described. 

Project Dissemination Plan 

The dissemination of the DNP project outcomes serves two purposes: reporting 

the results to project stakeholders, the academic community, and other professionals in 

similar settings (Zaccanini & White, 2011). It is important to share the results of the DNP 

project with others as it is most likely that other facilities share the same problem. There 

are several venues available for the dissemination of DNP projects. They include 

publication in peer-reviewed journals, poster presentations at national conferences, and 

PowerPoint presentations of the findings to project stakeholders.  

The intended dissemination plan of this DNP project would be to present the 

findings of the DNP project to the project stakeholders. The project stakeholders include 

a panel of nurse experts who participated in the study and the hospital nurse leadership. 

Upon completion of the DNP project, a PowerPoint presentation will be shared at a future 

nurse leadership meeting held once a month.  

The future dissemination plan would be to present the DNP project findings as a 

poster presentation at the Society of Otorhinolaryngology and Head-Neck Nurses 

(SOHN) spring conference in the fall of 2018. The SOHN is the governing body for 

nurses who care for patients with HNC. The SOHN is a professional organization that 

provides opportunities for professional interaction, education, and growth for frontline 
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nurses, leaders, and educators who care for adult and pediatric otolaryngology head and 

neck patients. Presenting the DNP project findings at the SOHN 2018 fall conference 

could help other facilities that may have similar problems. 

Analysis of Self 

The American Association of Colleges of Nursing (AACN, 2006) stated that 

“DNP graduates generate evidence through their practice to guide improvements in 

practice and outcomes of care” (p. 12). Completing my project has been a long journey 

with the ultimate achievement of acquiring my DNP. I believe this journey has given me 

the foundation for the necessary skills, knowledge, and competencies to meet my 

professional goals of becoming a change agent for local and international healthcare 

needs in the practice and academia settings. 

My professional and academic goals incorporate social change as the ultimate 

outcome plan. The DNP project experience has not only reinforced the need for me to 

strive to be a forward thinking leader of change through evidence-based practice change 

and action, but has also aligned my vision and mission as a nurse leader of the future. My 

vision and mission as a DNP prepared nurse is to inspire and lead nurses of the future 

through scholarly inquiry and become the nurse who leads social change for all societies. 

The completion of the DNP project was not without challenges. There were many 

competing priorities throughout the process, such as work and life commitments. 

However, I learned through perseverance goals can be achieved. I would like to end with 

a quote from Joel Barker as cited in Grossman and Valiga (2005) “Vision without action 
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is merely a dream. Action without vision passes time. Vision and action can change the 

world” (p.85). 

Summary 

The purpose of this DNP project was to develop an education rapid response in-

situ simulation program. As a first step of the DNP project, two simulation scenarios 

specific to the hospitals’ surgical specialty were evaluated and critiqued by a panel of 

four expert nurse educators in simulation. The project facility does not have a designated 

internal code blue response team. An adjacent hospital responds to all code blue 

emergencies at the clinical site. The typical response time for the code team to arrive is 

approximately 10 minutes. The adult inpatient unit nurses’ ability to recognize and 

respond to deterioration of HNC surgical patients and respond to patients with emergent 

medical care needs during a code blue was essential for improving patient outcomes 

(Shubert, 2012). The simulation program could have a significant impact on increasing 

nursing knowledge and response time for those patients experiencing medical 

deterioration and nursing skill during a cardiac event. The DNP project could have the 

potential to increase patient safety, increase quality of care, and improve patient 

outcomes. 
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Appendix A: Literature Review Matrix 

Author/ 

Date 

Methodolog

y 

Analysis & 

Results 

Conclusions Implications 

for 

Future 

research 

Implications 

For practice 

Aebersold, M., & 

Tschannen, D. 

(2013). 

Literature  

Review 

Level IV 

Lack of empirical 

evidence of 

simulation on 

patient outcomes. 

Although there 

is lack of 

empirical 

evidence that 

simulation 

improves 

patient 

outcomes, 

simulation 

improves 

nursing 

competency. 

Empirical 

research for 

improved 

patient 

outcomes 

related to in-

situ simulation 

programs.  

Simulation has 

demonstrated 

effectiveness 

in improving 

nurse 

competency 

and training. 

Barbeito, A., 

Bonifacio, A., 

Holtschneider, 

M., Segall, N., 

Schroeder, R., & 

Mark, J. (2015).  

Prospective 

Quality 

Improvemen

t 

Level V  

72 in-situ 

simulated 

unannounced 

cardiac arrest 

simulations 

conducted over a 2-

year period found 

environmental, 

human-machine 

interface, culture, 

and policy safety 

related problems. 

Using the 

Systems 

Engineering 

Initiative for 

Patient Safety 

(SEIPS) model 

to understand 

the hospital’s 

emergency 

response system 

was used to 

improve the 

emergency 

response 

system.  

Ongoing 

prospective 

research for 

improved 

patient 

outcomes 

through 

simulation. 

Improved 

hospital 

emergency 

response 

systems. 

Buckley, T. & 

Gordon, C. 

(2010).  

Qualitative 

Non- 

experimental 

Study 

Level III 

Retrospective  

38 registered 

nurses participated 

in the survey post 

high fidelity 

simulation training. 

Of 164 reported 

patient 

emergencies 

participating nurses 

reported the ability 

to recognize and 

respond to patient 

emergencies as an 

increased skill.  

Skills practiced 

in the 

simulation were 

highly relevant 

to the nurse’s 

practice. 

Non-technical 

skills (human 

factors) should 

be considered 

for future 

simulation and 

research. 

Improved 

nursing skills. 

Buykx, P., 

Cooper, S., 

Kinsman, L., 

Endacott, R., 

 

Expert 

Opinion 

Pre and posttest 

simulation (FIRST 

ACT) participation 

survey self-rated 

The FIRST 

ACT 

educational and 

simulation 

Can be 

adapted to 

meet different 

groups of 

FIRST ACT 

model 

provides 

education 
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Scholes, J., 

McConnell-

Henry, T., & 

Cant, R. (2012).  

Quality 

Improvemen

t 

Level V.     

satisfaction and 

confidence levels. 

Average 

satisfaction score 

using 5 point scale 

for all 3 studies 

were 4.4-5 with 

self-rated 

knowledge levels 

(p<0.001). 

model provides 

a high fidelity 

opportunity to 

practice 

emergency 

management 

skills. 

participants 

training needs. 

opportunity to 

improve nurse 

recognition 

and response 

to medical 

emergencies. 

Gaba, D. M. 

(2004).  

Expert 

Opinion 

Level V 

Utilizing the 11 

dimensions of 

simulation 

applications in 

healthcare as a 

technique not a 

technology is 

applicable in all 

healthcare settings. 

The future of 

simulation 

education if 

integrated 

successfully 

into healthcare 

by 2025 has the 

potential 

become a key 

driver in a 

culture of 

safety. 

Assessing the 

impact or 

benefit of 

simulation 

training in 

different 

dimensions. 

Establishing 

benchmarks 

for criteria in 

competency 

assessment. 

Simulation 

training 

applied in 

different 

healthcare 

settings long-

term has the 

potential 

empower 

healthcare 

provider to 

improve 

patient safety. 

Goldsworthy, S. 

(2012).  

Non-

experimental 

Study 

Level III 

5-year study of a 

critical care 

simulation program 

pre and post-test of 

participants using 

summative and 

formative 

evaluation. 

Development of 

a critical 

simulation 

program in the 

critical care unit 

setting provides 

key elements 

for learning. 

Lessons 

learned: 

scenario design 

should be as 

realistic as 

possible, avoid 

role confusion 

Further 

research is 

needed in 

applying 

summative and 

formative 

evaluation in 

simulation 

education 

programs. 

Simulation in 

the critical 

care setting 

empowers 

nurses in 

providing 

competent safe 

care. 

Herbers, M.D., & 

Heaser, J. A. 

(2016). 

Non-

experimental 

Study 

Level III 

Over a 2-year 

period 124 nurses 

participated in an 

in-situ mock code 

simulation. 

Utilizing 

an observational 

evaluation tool 

based on the 

American Heart 

Association (AHA) 

revealed a 12% 

improvement in 

assessing and 

calling for help the 

Results 

indicated a 

significant 

improvement in 

response time, 

better than the 

recommended 

AHA response 

time. 

Confidence 

levels also 

improved past 

mock code 

simulations. 

Future 

research 

correlating in-

situ mock code 

simulations to 

improved 

patient 

outcomes is 

needed. 

Increased 

knowledge, 

skills, and 

confidence of 

nurses 

participating in 

in-situ mock 

code 

simulations. 
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second year, 

initiating 

compression 

improved by 52%, 

initial time for 

defibrillation 

improved by 37%. 

RN confidence 

levels improved 

from 82% to 100% 

for initiating chest 

compressions. 

 

Huseman, K. F. 

(2012).  

Single-

sample 

quasi-

experimental 

Descriptive 

Design 

Level II 

A two-tailed t test 

revealed 

statistically 

significant 

differences in 

response times for 

start of 

compressions t= 

2.8717, p =.0079 

and first dose of 

epinephrine t 

=4.6602, p= .1008 

post training. No 

significant 

difference in time 

of administration 

of defibrillation.  

Significant 

improvement 

post training in 

initiation of 

chest 

compressions 

and first dose of 

epinephrine, 

however data 

analysis post 

training versus 

maintenance 

period were not 

consistently 

maintained. 

Future 

research 

correlating in-

situ mock code 

simulations to 

improved 

patient 

outcomes is 

needed. 

In-situ mock 

code 

simulation 

improve nurse 

competency in 

responding 

and acting in a 

code blue 

emergency. 

Miller, K. K., 

Riley, W., Davis, 

S., & Hansen, H. 

E. (2008).  

Expert 

Opinion 

Level V 

Pilot study of 35 

obstetric and 

neonatal 

emergency 

simulations in 6 

hospitals with 700 

multidisciplinary 

participants. 

Video observations 

by the authors 

revealed individual 

verses team 

training 

characteristics and 

the need for 

interdisciplinary 

team training. 

Successful team 

training 

requires 4 

separate 

components of 

in-situ 

simulation 

training: 

briefing, the 

simulation, 

debriefing, and 

follow-up. 

Future 

research 

correlating in-

situ 

simulations 

and team 

training and 

improved 

patient 

outcomes. 

Interdisciplinar

y team training 

for improved 

knowledge, 

skill, and 

communicatio

n. 

Nagle, B., 

McHale, J., 

Alexander, G., & 

French, B. 

(2009).  

Expert 

Opinion 

Level V 

High-fidelity 

simulation was 

developed for 

novice to expert 

nursing staff in an 

academic hospital. 

Simulation 

education and 

training is a 

successful 

methodology 

for nurses at all 

Additional 

research is 

needed to 

study the 

impact of 

simulation as a 

Simulation is a 

methodology 

for nurse 

education and 

training. 
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levels of 

experience. 

methodology 

on participant 

performance, 

patient safety, 

and clinical 

outcomes. 

Odell, M., 

Victor, C., & 

Oliver, D. 

(2009). 

Literature 

Review 

Level IV 

14 studies met the 

inclusion criteria, 

primary research, 

all research 

designs, and 

qualitative and 

quantitative 

studies. 

Managing and 

detecting 

deteriorating 

patient 

conditions is 

complex and 

influenced by 

many factors.  

Further 

research is 

needed to find 

solutions such 

as tracking 

systems to 

monitor 

deterioration 

in patients. 

Development 

of simulation 

and education 

programs to 

increase nurse 

knowledge and 

skills to 

recognize and 

respond to 

deteriorating 

patients. 

Patterson, M. D., 

Blike, G. T., & 

Nadkarni, V. M. 

(2008)  

Expert 

Opinion 

Level IV 

Three successful 

implemented pilot 

in-situ simulations 

programs were 

reviewed. 

Qualitative data 

included feedback 

form participants 

and patients on the 

value and concerns 

related to 

simulation practice 

were reviewed. 

In-situ 

simulation has 

the potential of 

improve patient 

safety by 

identifying gaps 

in knowledge, 

improving 

communication, 

teamwork, and 

skills. 

Implementatio

n of in-situ 

simulation 

program 

outcomes. 

Simulation 

programs 

empower 

healthcare 

provider to 

provide safe 

quality care to 

patients. 

Pilcher, J., 

Goodall, H. 

Jensen, C., 

Huwe, V., 

Jewell, C., 

Reynolds, R., & 

Karlsen, K. A. 

(2012).  

Expert 

Opinion 

Level V 

Review of 

simulation history 

and application of 

simulation in-based 

activities to 

promote learning in 

a neonatal unit. 

Simulation can 

be used in 

orientation of 

new nurses and 

outreach 

programs. 

Expand 

simulation 

programs to 

promote 

education. 

Increased 

nurse 

knowledge and 

expertise. 

Roots, A., 

Thomas, L., Jaye, 

P., & Birns, J. 

(2011).  

Expert 

Opinion 

Level V 

Qualitative open 

ended and 

quantitative liker 

scale pre and acute 

stroke simulation 

training questioner. 

Sample size was 

small to 

demonstrate 

meaningful 

statistical trend. 

 

Six of the seven 

participants 

post-course 

self-reported 

improvement in 

leadership, 

communication 

skills, and 

confidence in 

managing acute 

stroke patients. 

A larger pilot 

study is 

needed to 

validate 

statistical 

significance. 

Simulation and 

education have 

the potential 

improve nurse 

communicatio

n and 

confidence in 

the acute 

stroke setting. 
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Schubert, C. R. 

(2012).  

Non-

experimental 

Study 

Level III 

Pretest, posttest, 

and 2-week 

posttest results of 

simulated failure to 

rescue events using 

independent t test 

to measure changes 

in knowledge and 

critical thinking 

found a significant 

change in 

knowledge 

between groups pre 

and posttest with 

an average increase 

of 0.73 points 

(t=3.16, df=110, 

p=.002, 95% 

confidence 

interval=0.27, 

1.19). A 

nonparametric 

Mann-Whitney U 

test was utilized. 

Nurses 

knowledge of 

failure to rescue 

events 

increased by 

11%. Critical 

thinking skills 

significantly 

improved. 

Future 

research 

correlating in-

situ 

simulations 

and team 

training and 

improved 

patient 

outcomes 

Simulation 

learning is a 

valuable tool 

to improve 

nurse 

knowledge and 

skill. 
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Appendix B: Kolb’s Cycle of Experiential Learning 

 

 
Kolb, D. A. (1984). Experiential learning: Experience as the source of learning and 

development. Prentice-Hall, Inc., Englewood Cliffs, N.J. 
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Appendix C: Jeffries Simulation Framework 

 

 
 

Jeffries, P. R., & Rogers, K. J. (2012). Theoretical framework for simulation design. In P. 

R. Jeffries (Ed.), Simulation in nursing education. From conceptualization to evaluation 

(2nd ed.) New York: National League for Nursing. 
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Appendix D: NLN Simulation Template 
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Appendix E: NLN/Jeffries Simulation Design Scale Survey Template
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Appendix F: Respiratory Distress Simulation/ PEA Arrest 
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Appendix G: Unstable Hemodynamic Simulation

 



70 

 

 



71 

 

 



72 

 

 



73 

 

 



74 

 

 



75 

 

 



76 

 

 
  



77 

 

Appendix H: IRB 
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Appendix I: Respiratory Distress/PEA Simulation Design Qualitative Analysis 

Survey # 1 

Use the following section to provide written assessment of the simulation design element for 

strengths, weaknesses, and suggested additions/eliminations. 

Objectives and Information 

1. There was enough information provided at the beginning of the simulation to provide 

direction and encouragement. 

Data (Participant 1)  

I think in the report given to the oncoming nurse a little more information should be given to 

drive the scenario without giving it away. 

Data (Participant 2) 

Yes, brief but concise 

Data (Participant 3) 

Psychomotor skills-return demonstration of skills 

Data (Participant 4) 

Not answered 

2. I clearly understood the purpose and objectives of the simulation. 

Data (Participant 1) 

I would consider a general objective of identifying increased respiratory effort/distress in the 

sim scenario objectives. I would change the order: 1) Demonstrate suction of lary tube, 2) 

Recognize respiratory failure, 3) call for help, 4) recognize PEA, 5) call a code, 6) start chest 

compressions. 

Data (Participant 2) 

Purpose was not clear-should there be a purpose statement? Objectives were clear 

Data (Participant 3) 

Yes 
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Data (Participant 4) 

Yes 

3. The simulation provided enough information in a clear matter for me to problem-solve the 

situation. 

Data (Participant 1)  

I would include breath sounds (set up on Sim Man) ie, rhonchi/crackles etc. 

Data (Participant 2) 

No answered 

Data (Participant 3) 

Report needs to include RR and heart rate. 

Data (Participant 4) 

Not answered 

4. There was enough information provided to me during the simulation. 

Data (Participant 1) 

 No answer 

Data (Participant 2) 

No answered 

Data (Participant 3) 

Expected interventions: RN would first change patient position, encourage coughing etc. Get to 

clear own airway. 

Data (Participant 4) 

Not answered 

5. The cues were appropriate and geared to promote my understanding. 

Data (Participant 1) 

 Yes, available as the student/staff inquires. 
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Data (Participant 2) 

Suggest adding more cues for possible RN responses. (i.e. if the RN asks or hears crackles-yes 

there is crackles). RN will meet resistance may be more of an expected intervention. 

Data (Participant 3) 

0-5 cues: state what lung sounds are heard and if patient was able to cough and clear secretions. 

Data (Participant 4) 

Not answered 

Support 

6. Support was offered in a timely manner. 

Data (Participant 1) 

Yes, will be handled by facilitator 

Data (Participant 2) 

Difficult to answer this, picked NA. Unsure if support is given as this seems more if you are 

involved in simulation vs. reviewing accuracy of content. 

Data (Participant 3) 

NA 

Data (Participant 4) 

Not answered 

7. My need for help was recognized. 

Data (Participant 1) 

Yes, will be handled by facilitator 

Data (Participant 2) 

Difficult to answer this, picked NA. Unsure if support is given as this seems more if you are 

involved in simulation vs. reviewing accuracy of content. 

Data (Participant 3) 
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NA 

Data (Participant 4) 

Not answered 

 

8. I felt supported by the facilitator’s assistance during the simulation. 

Data (Participant 1) 

Intended 

Data (Participant 2) 

Not answered 

Data (Participant 3) 

NA 

Data (Participant 4) 

Not answered 

9. I was supported in the learning process. 

Data (Participant 1) 

Not answered 

Data (Participant 2) 

Not answered 

Data (Participant 3) 

NA 

Data (Participant 4) 

Not answered 
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Problem Solving 

10. Independent problem-solving was facilitated. 

Data (Participant 1) 

Not answered 

Data (Participant 2) 

Not answered 

Data (Participant 3) 

NA 

Data (Participant 4) 

Not answered 

11. I was encouraged to explore all possibilities of the simulation. 

Data (Participant 1) 

Not answered 

Data (Participant 2) 

Not answered 

Data (Participant 3) 

Yes, critical thinking 

Data (Participant 4) 

Not answered 

12. The simulation was designed for my specific level of knowledge and skills. 

Data (Participant 1) 

Yes 

Data (Participant 2) 

Not answered 
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Data (Participant 3) 

Pre-education required 

Data (Participant 4) 

Appropriate objectives were basic and clear 

13. The simulation allowed me the opportunity to prioritize nursing assessments and care. 

Data (Participant 1) 

Yes 

Data (Participant 2) 

Not answered 

Data (Participant 3) 

Yes, steps to interventions 

15-20 minutes (1) press emergency button by pt. bedside. (2) initiate chest compressions 

Data (Participant 4) 

Yes, cues keep with prioritizing 

14. The simulation provided me an opportunity to goal set for my patient. 

Data (Participant 1) 

Yes 

Data (Participant 2) 

Not answered 

Data (Participant 3) 

NA 

Data (Participant 4) 

Assess and intervention appropriate 
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Feedback/Guided Reflection 

15. Feedback provided was constructive. 

Data (Participant 1) 

Not answered 

Data (Participant 2) 

Difficult to answer, picked NA for same reason as support. Feedback/Guided Reflection 

questions seem to be more if involved in simulation. 

Data (Participant 3) 

NA 

Data (Participant 4) 

NA 

16. Feedback was provided in a timely manner. 

Data (Participant 1) 

Not answered 

Data (Participant 2) 

Difficult to answer, picked NA for same reason as support. Feedback/Guided Reflection 

questions seem to be more if involved in simulation. 

Data (Participant 3) 

NA 

Data (Participant 4) 

NA 

17. The simulation allowed me to analyze my own behavior and actions. 

Data (Participant 1) 

Not answered 

Data (Participant 2) 
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Difficult to answer, picked NA for same reason as support. Feedback/Guided Reflection 

questions seem to be more if involved in simulation. 

Data (Participant 3) 

NA 

Data (Participant 4) 

NA 

18. There was an opportunity after the simulation to obtain guidance/feedback from the 

facilitator in order to build knowledge to another level. 

Data (Participant 1) 

Not answered 

Data (Participant 2) 

Not answered 

Data (Participant 3) 

Built into design 

Data (Participant 4) 

NA 
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Fidelity (Realism) 

19. The scenario resembled a real-life situation. 

Data (Participant 1) 

Yes, very population specific 

Data (Participant 2) 

Page #7 of simulation add under 5-10 minutes add ambu patient. Add under 10-15 minutes add 

remove Lary tube. 

Data (Participant 3) 

Yes 

Data (Participant 4) 

This is realistic and can happen with these patients, mucus plug 

20. Real life factors, situations, and variables were built into the simulation scenario. 

Data (Participant 1) 

Yes 

Data (Participant 2) 

Psychomotor skills on page 2 of simulation scenario-include demonstrations/return 

demonstration during IMCU orientation. 

Page 3 of simulation-add more references, i.e. AHA Guidelines 

Page 4 of simulation add IMCU as setting 

Page 5 of simulation add suction, additional RN or Charge Nurse, 02 delivery device 

Page 6 of simulation change Trach to Lary tube 

Data (Participant 3) 

Yes 

Data (Participant 4) 

Yes, correct supplies 
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Appendix J: Unstable Hemodynamic Simulation Design Qualitative Analysis 

Survey #1 

Use the following section to provide written assessment of the simulation design element for 

strengths, weaknesses, and suggested additions/eliminations. 

Objectives and Information 

1. There was enough information provided at the beginning of the simulation to provide 

direction and encouragement. 

Data (Participant 1)  

Yes 

Data (Participant 2) 

Yes 

Data (Participant 3) 

Yes 

Data (Participant 4) 

Information needed: vital signs and last void 

2. I clearly understood the purpose and objectives of the simulation. 

Data (Participant 1)  

Yes, however simulation scenario objectives #1: change attach cardiac 12 leads to 5 leads. 

Data (Participant 2) 

Clear and noncomplex 

Data (Participant 3) 

Purpose unclear-should there be a purpose statement 

Objectives clear 

Data (Participant 4) 

Yes 
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3. The simulation provided enough information in a clear matter for me to problem-solve the 

situation. 

Data (Participant 1)  

Not answered 

Data (Participant 2) 

What is “up by 3L mean”? Weight gain might be more helpful 

Data (Participant 3) 

Not answered 

Data (Participant 4) 

Unsure 

4. There was enough information provided to me during the simulation. 

Data (Participant 1)  

Recommend adding under manikin scenario progression line:  

0-5min add under manikin/actions: NSR to HR, crackles at bases. Expected interventions, listen 

to lung sounds, hears crackles, IV fluid at 125ml/hr. Cue, ankle edema change +3 to 3+ 

0-10min add under manikin actions: add with frequent premature atrial contractions (PAC’s) to 

HR 100, increased crackles.  Expected interventions: change 12 lead to 5 lead 

10-15min add under manikin/actions: add rapid AF to HR 150. Expected interventions: add 

recognize “rapid” afib. 

Data (Participant 2) 

Cardiac rhythm with HR, cues were helpful but I was not sure if Afib was new onset or existing. 

Data (Participant 3) 

Suggest adding more information: is the patient NPO, is the patient voiding, add other patient 

complaints 

Data (Participant 4) 

0-5min is patient coughing? 

5-10min: Have RN call for help from the Charge RN or other RN 
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5. The cues were appropriate and geared to promote my understanding. 

Data (Participant 1)  

Yes 

Data (Participant 2) 

See answer to number 4 

Data (Participant 3) 

Add more cues to possible RN questions 

Data (Participant 4) 

Unsure 

Support 

6. Support was offered in a timely manner. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

NA 

Data (Participant 4) 

7. My need for help was recognized. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

Difficult to answer, seems more for those involved in simulation 
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Data (Participant 4) 

NA 

8. I felt supported by the facilitator’s assistance during the simulation. 

Data (Participant 1)  

Is intended based on scenario 

Data (Participant 2) 

NA 

Data (Participant 3) 

Difficult to answer, seems more for those involved in simulation 

Data (Participant 4) 

NA 

9. I was supported in the learning process. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

Difficult to answer, seems more for those involved in simulation 

Data (Participant 4) 

NA 

Problem Solving 

10. Independent problem-solving was facilitated. 

Data (Participant 1)  

NA 

Data (Participant 2) 
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NA 

Data (Participant 3) 

NA 

Data (Participant 4) 

Yes 

11. I was encouraged to explore all possibilities of the simulation. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

NA 

Data (Participant 4) 

Set up to do so 

12. The simulation was designed for my specific level of knowledge and skills. 

Data (Participant 1)  

Yes, required education prior to participation 

Data (Participant 2) 

Yes 

Data (Participant 3) 

yes 

Data (Participant 4) 

Yes, pre-education requirements 

13. The simulation allowed me the opportunity to prioritize nursing assessments and care. 
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Data (Participant 1)  

Yes, based on scenario design 

Data (Participant 2) 

Yes 

Data (Participant 3) 

Not answered 

Data (Participant 4) 

Set up to do so 

14. The simulation provided me an opportunity to goal set for my patient. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

Data (Participant 4) 

unsure 

 

Feedback/Guided Reflection 

15. Feedback provided was constructive. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

NA 
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Data (Participant 4) 

NA 

16. Feedback was provided in a timely manner. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

NA 

Data (Participant 4) 

NA 

17. The simulation allowed me to analyze my own behavior and actions. 

Data (Participant 1)  

NA 

Data (Participant 2) 

NA 

Data (Participant 3) 

NA 

Data (Participant 4) 

NA 

18. There was an opportunity after the simulation to obtain guidance/feedback from the 

facilitator in order to build knowledge to another level. 

Data (Participant 1)  

NA 
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Data (Participant 2) 

NA 

Data (Participant 3) 

NA 

Data (Participant 4) 

Design has this built in 

Fidelity (Realism) 

19. The scenario resembled a real-life situation. 

Data (Participant 1)  

Yes 

Data (Participant 2) 

Yes 

Data (Participant 3) 

Yes 

Data (Participant 4) 

Yes 

20. Real life factors, situations, and variables were built into the simulation scenario. 

Data (Participant 1)  

Yes 

Data (Participant 2) 

Yes 

Data (Participant 3) 

Yes 

Data (Participant 4) 

Yes 



97 

 

Appendix K: t-Test Statistical Data 

 



98 

 

 



99 

 

 



100 

 

 



101 

 



102 

 

 



103 

 

 
 


	Walden University
	ScholarWorks
	2017

	Using Nursing Simulation to Improve Early Recognition of Emergent Situations
	Carlene Blais

	

