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Abstract 

Patients in acute care settings have increasingly complex medical problems, which often leave 

nursing students with minimal hands-on care for their assigned patient.  Multiple studies have 

found that students who are provided the knowledge, skills and modeling behavior, along with an 

opportunity to practice, have an increase in their confidence of acquired skills and also 

competence.  Simulation provides a learning environment that is safe and allows the student to 

practice essential skills.  The purpose of this study was to examine the effect of deliberate 

practice, using a repeated simulated clinical experience, on student self-confidence and 

competency.  A quantitative method with a descriptive, non-experimental, comparative design 

provided information about the effect of a repeated simulated clinical experience on student self-

confidence and competence.  A convenience sample of 26 nursing students from a university 

located in central Pennsylvania enrolled in their first medical-surgical course participated.  Self-

confidence was measured using the National League for Nursing (NLN) Self-Confidence in 

Learning with Simulation self-reporting instrument.  Competency was measured using the 

Creighton Competency Evaluation Instrument (CCEI) for both the initial simulation and the 

repeated simulation.  Analysis of the data indicated a statistical significance for overall 

improvement in competence following the repeated scenario with an increase of 2.04 points 

(p=0.001).  However, there was no statistical significance in improvement of student self-

confidence (p= 0.06).  The findings of this study suggest that repetition of a simulation scenario 

promoted an increase in overall competence and support incorporating deliberate practice of 

simulation scenarios into nursing education. 

.  
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Chapter 1 

Introduction 

Background of the Problem 

Bridging the gap between theory and practice is an issue frequently discussed in the 

nursing literature.  Simulation-based education in both nursing programs and in staff 

development has dramatically increased in an attempt to close this gap.  A simulation is designed 

to resemble reality and to replicate a clinical situation with a degree of realism so that the 

participant is able to “problem solve, perform a skill, and/or make decisions during a planned 

clinical scenario” (Jeffries, 2007, p. 3).  Human patient simulators are being utilized in 

simulations to further increase the degree of realism with increased interactivity between the 

participant and the simulator.  The nurse educator is able to provide the students with 

experiences that they may not be able to have during clinical practice, often those that are 

associated with high risk situations. 

A high-fidelity simulation using a human patient simulator requires the student to focus 

on providing care using a team approach while demonstrating clinical skills pertinent to the 

simulation.  Students are often taught clinical skills in separate and distinct instances and then 

provided an opportunity to practice.  This opportunity may be only provided in a single instance 

thus not giving sufficient practice to fully develop the application and confidence in performing 

the clinical skill.  Simulation allows practice in the skill of working as a team, with clinical skills 

and a reflection after actions during debriefing (Clapper & Kardon-Edgren, 2012).   

Statement of Problem 

Simulation design is an important process in developing a scenario and has been 

described by Jeffries (2007) in four phases: scripting the simulation, orienting the staff and 
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students to the simulation, implementing the simulation scenario to include student reflection or 

debriefing, and evaluation.  Debriefing plays a critical role in student learning outcomes using 

simulation.  It provides verbal feedback to students regarding attainment of the simulation 

learning objectives (Chronister & Brown, 2012).  Debriefing serves to reinforce learning 

objectives in a safe environment where the learner is able to self-reflect on their performance 

within the scenario.   

It has been this author’s experience that during debriefing, students have reflected upon 

their performance during the clinical scenario and acknowledged achievement of the learning 

objectives, yet expressed a desire to perform the scenario again.  Many students felt that they 

would improve on their clinical performance if allowed a “do-over”.  A novel approach to 

simulation was described by Abe, Hawahara, Yamashina and Tsuboi (2013) that included a 

repeat of a simulation scenario after an initial debriefing.  The results demonstrated their 

anticipated outcome of enhancing clinical skills.  “Do-overs” give learners a chance to practice 

the effective behaviors that they’ve discussed in the debriefing. 

This approach can be implemented in simulation experiences using the theoretical 

framework of deliberate practice.  Jeffries, Beach, Decker, Dlugash, Groom, Settles and 

O'Donnell (2011) found that in using deliberate, repetitive practice, in conjunction with 

simulation technology, the result was a significant improvement in the specific skill of 

recognition of heart sounds. They described this theory as deliberate practice.  Simulation as a 

teaching strategy utilizing deliberate practice is a new concept which will require research to 

evaluate the possible effect on student self-efficacy, satisfaction with the simulation, and change 

in the quality of skills.  
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The development of clinical skills in nursing not only requires practice but also attention 

to maintaining skills as a lifelong learner.  Repetitive practice accompanied by feedback about 

the student’s clinical performance helps to not only learn the skill but also to achieve proficiency.  

There have been few studies in nursing simulation that have demonstrated the relevance of 

incorporating deliberate practice and evaluation of competency in performing clinical skills. 

Deliberate practice theory is defined by Harris, Eccles, Ward & Whyte (2013) as a 

"means by which human performance can be reiteratively improved" (p. 8).  When applied to 

nursing and simulation, students received feedback either throughout or immediately after the 

simulation and tried to correct their errors.   

This process of reiteration or repeated performance would allow nurse educators to help 

improve student performance while continually raising the bar toward the next level.  Deliberate 

practice, when used in simulation, provides a teaching method that is evidence-based and 

"grounded in information processing and behavioral theories of skill acquisition and 

maintenance" (Jeffries, et al., 2011, p.316).  The conclusions of this study indicated that using a 

deliberate practice model with a simulation-based curriculum should be considered when 

teaching a variety of nursing skills (Jeffries, et al., 2011).  The purpose of this evidence-based 

research is to compare the effects of two different simulation designs, traditional and simulation 

with deliberate practice, on self-efficacy and quality of clinical skills of baccalaureate nursing 

students.   

Research Question 

What is the effect on baccalaureate nursing students who experience a repeated scenario 

design of simulation to their overall self-confidence and performance of clinical skills? 
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Theoretical Framework 

Deliberate practice occurs when a learner is engaged and involved in a repetitive 

performance of either a psychomotor skill or a cognitive skill within a focused domain such as 

nursing (Ericsson, 2009).  The theory of deliberate practice supports nursing education in 

teaching nursing skills and in using specific cognitive skills that require critical thinking and 

judgment, but it also easily adapts to the controlled environment of a simulation in which 

students receive feedback during debriefing. 

Ericsson developed deliberate practice as a theory in the early 1990s as a rebuttal to the 

current ideas of the time that “excellence in any domain was essentially inherited from an 

individual's ancestors" (Chee, 2014, p. 248).  Ericsson developed his theoretical framework to 

explain that expert performance is really the result of a person's continued efforts to improve 

their own performance through multiple times of practicing (Ericsson, 2000).  The general 

principles of deliberate practice involve an active engagement of the learner in an activity where 

“training is focused on improving particular tasks” (Ericsson, 2008, p. 988).  It also involves 

feedback to the learner immediately following the training activity followed by a time of 

reflection for identification of problems and evaluation.  Lastly, the learner is provided an 

opportunity to refine his or her behavior through additional deliberate practice activities. 

The initial studies of deliberate practice were focused on gifted children and talented 

students in sports and music. Results from the first studies on individuals and deliberate practice 

indicated that those who contributed a significant amount of time on practice, regardless of their 

ability in that particular area, did acquire excellence (Ericsson, 2002, Haag-Heitman, 2008).  

Many domains have adopted the deliberate practice theory, including sports, music, chess, and 

medical education.  Each of these domains identified that a skill needed to be mastered, both 
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with desire and deliberate practice.  In 2007, Ericsson identified that educators should initiate 

opportunities for training using the deliberate practice theory that would be suitable for the 

learner at their current level of skill development.  The learner may then, using deliberate 

practice, make changes to their performance and continue to improve on their skill acquisition.   

The rapidly changing healthcare arena is constantly increasing in the complexity of care 

that needs to be provided.  This requires nursing education to produce a graduate who is a safe 

provider of nursing care. Deliberate practice is a means to that end. Activities involving 

deliberate practice include tasks that are designed to stimulate the interest of the learner by 

identifying weaknesses in the performance of the task and, through repetition, take the learner to 

a level beyond their current practice (Harris, et al., 2013).  Deliberate practice thus requires an 

investment of time in order to fully develop the skill.  Simulation can provide the necessary 

arena while nursing curricula must provide the opportunities for students to engage in deliberate 

practice activities.  

Deliberate practice provides guidance for practice while also lending itself to being 

explored through further research.  Clapper & Kardong-Edgren (2012) describe the key concepts 

of a learning experience using deliberate practice: receiving feedback immediately, reflecting on 

the experience to correct errors, and follow up with the iterative practice until the skill is 

successfully performed.  These same key concepts were also described in the simulation 

literature for medicine (Duvivier, van Dalen, Muijtjens, Moulaert, van der Vlueten, & 

Scherpbier, 2011; Sawatsky, Mikhael, Punatar, Nassar, & Agrwal, 2013; Kulasegaram,Grierson, 

& Norman, 2013) as skills were positively impacted with the use of deliberate practice. 

The literature provided some information about the use of deliberate practice in nursing 

education, but the research in nursing has not been as extensive as that in the medical domain.  
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The acquisition of skills in cardiac care using simulation and deliberate practice for nursing 

students were addressed in three studies and found improved performance as well as an increase 

in self-efficacy regarding assessment skills (Oermann et al., 2011; Decker et al., 2011; Jeffries et 

al., 2011).  Enhancing the quality of nursing education with the use of deliberate practice may 

provide an enhanced educational strategy for both cognitive and skills acquisition in nursing.  

The theoretical significance of using deliberate practice in simulation with high fidelity patient 

simulators was discussed by Hauber, Cormier & Whyte (2010) as a means to “ultimately 

produce practitioners with habits of mind that continuously improve their own practice” (p.246).   

Deliberate practice addresses essential issues of acquisition of nursing knowledge through 

repeated practice as has been reported in medicine for a few years.  From a practical aspect, 

deliberate practice offers an important theoretical framework for the development of safe nursing 

practice. 

The expert-performance approach was presented by Ericsson, Krampe, and Tesch-Romer 

(1993) with a focus on objectively measuring performance on tasks specific to a particular 

domain. This expert-performance approach has been successfully used in a wide range of 

activities, such as surgical procedures, musical performance, writing, painting, and tennis 

(Ericsson, Whyte & Ward, 2007).  Deliberate practice is a significant part of the expert- 

performance approach and focuses on information processing along with skill acquisition and 

maintenance. The deliberate practice theory proposes that with deliberate and repetitive practice, 

mastery or expert performance is achieved.  Jeffries et al. (2011) found that the use of deliberate 

practice along with simulation significantly improved the student’s acquisition of cardiovascular 

clinical skills.  Ericsson et al. (2007) postulated that as simulation progresses, deliberate practice 

will be a methodology that could be used for skills training and assessment.  Using the expert-
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performance approach provides a “conceptual framework that complements existing ones to 

increase reliability and validity of measures” (Ericsson et al., 2007, p. e69). 

Not only is practice necessary for clinical skills but also for the clinical judgment in using 

that skill (Oermann, 2011).  Simulation is a good match with deliberate practice of clinical skills 

that are presented in the context of a patient scenario to develop a novice’s clinical judgment.  

Using deliberate practice theory with simulation to improve performance of an identified skill 

may prove to be an important framework in which students can acquire skill competence and 

also clinical reasoning skills. 

Definition of Terms 

High Fidelity Simulation.  High fidelity simulation is a sophisticated approach to 

simulation that includes the realistic use of an environmental setting and also creates a realistic 

psychological learning environment (Onello & Regan, 2013).  For the purpose of this paper, high 

fidelity simulation will be defined as a clinical scenario that closely replicates a clinical 

experience through the use of computer-driven mannequins who exhibit physical responses to 

interventions.   

Self-Efficacy.  Social learning theory ascribes to the belief that learning occurs in a social 

manner through the observation of others with more limited motivation from external stimuli.  

Bandura (1977) differentiated outcome and efficacy expectations because “individuals can come 

to believe that a particular course of action will produce certain outcomes, but questions whether 

they can perform those actions” (p. 79).  He further noted that it is in the strength of one’s 

convictions about their effectiveness that controls the way in which they will deal with a given 

situation.  Self-efficacy will be defined for simulation in this project as the belief in a one’s own 
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ability to accomplish an action and the perceived confidence in the ability to learn or perform 

specific skills that are necessary to achieve a goal. 

Deliberate Practice.  The first definition of deliberate practice was developed by 

Ericsson et al. (1993) describing it as a method to achieve expertise in any domain.  The 

definition of deliberate practice that will be used for this scholarly project about simulation is a 

structured approach in which an individual or a group of individuals is taught in the domain of 

nursing across a period of time to develop a specific aspect of clinical performance with the 

provision of feedback and opportunities for further practice of the specific task. 

Clinical Competence.  For the purpose of this paper the definition of competence will be 

“the acquisition of relevant knowledge, the development of psychomotor skills, and the ability to 

apply the knowledge and skills appropriately in a given context” (Decker, Sportsman, Puetz, & 

Billings, 2013, p.75).   
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Chapter 2  

Review of the Literature 

This review of the literature has found few studies that have been implemented to 

demonstrate that repetition in simulation or deliberate practice will increase student self-

confidence or enhance competence in psychomotor skills.  There is an abundance of studies that 

assessed the effect of simulation on perceived self-efficacy.  Much of the literature for the use of 

deliberate practice and simulation is found in medical journals, with very few found related to 

nursing education.  Literature regarding the effect of high fidelity simulation and competence 

addressed the need for the development of a means to assess competence with simulation, but did 

not provide substantial studies. 

Critique and Synthesis of Previous Research 

Simulation and self-efficacy. 

 Human patient simulation has rapidly increased in use within nursing curricula over the 

past twenty years.  White, et al. (2013) described it as a way to “offer safety, yet a level of 

realism and participative learning not typically found in the classroom setting” (p. e417).  

Simulation as a teaching strategy continues to gain acceptance not only in nursing curricula but 

also in staff education as a means to train practitioners who are safe and competent.  

 In nursing education, utilizing self-efficacy as a learning assessment metric has the 

advantage in helping to focus on the aspect of learning that is social(taking place in a social 

environment), and recognizes the complexity of the practice environment for nursing students 

(Bahn, 2001).  Arnold, Johnson, Tucker, Malec, Hernickson, and Dunn (2009) stated that self-

efficacy is “malleable and sensitive to change through interventions” (p e36).  Self-efficacy has 

been shown to help in the development of complex decision-making processes using analytical 
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thinking and thus contributes to the development of higher levels of productivity and improved 

performance (Robb, 2012; Townsend & Scanlan, 2011).  The concept of assisting students to 

develop decision-making processes while working in a social environment has most likely given 

rise to the increased use of self-efficacy theory in simulation research. 

Bandura’s social learning theory postulates that behavior is a result of the interaction in 

the environment, personal characteristics, and behaviors.  Central to social learning theory is the 

self-efficacy belief that serves as a major basis of action for the person.  Bandura (1997) defines 

this as the “belief in one’s capabilities to organize and execute the courses of action required to 

produce given attainments” (p. 3).   What facilitates learning is the result of the perceptions of 

the learner, their environment, and behavior that interact to facilitate learning (Brannagan, 

Dellinger, Thomas, Mitchell, Lewis-Trabeaux, & Dupre, 2013).   

Students are often eager to perform nursing skills during their clinical rotations.  Bandura 

(1977) found that an individual’s self-efficacy plays a major role in how goals, tasks, and 

challenges are approached.  Multiple studies have found that students who are provided the 

knowledge, skills, and modeling behavior in addition to an expectation of efficacy have an 

increase in their confidence in acquired skills (Akhu-Zaheya, Gharaibeh, & Alostaz, 2013; 

Christian & Krumwiede, 2013; Sharpnack & Madigan, 2012).  While the use of self-efficacy in 

simulation continues to grow, Kaakinen and Arwood (2009) criticize nurse educators who use 

the theory to plan and design simulation as focusing on a teaching strategy and not on student 

learning in assuming that teaching and learning are reciprocal.  Shinnick and Woo (2013) 

postulated that participation in a simulation did predict higher self-efficacy and knowledge, but 

also found that self-efficacy improvement alone was not an accurate predictor of knowledge 

acquisition.  
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The Nursing Education Simulation Framework identifies that the primary outcome 

measures in simulation research should evaluate learning, skill performance, learner satisfaction, 

critical thinking, and self-confidence (Jeffries, 2007).  Research on the effectiveness of 

simulation has focused on outcomes of self-confidence, knowledge attainment, satisfaction, and 

skill acquisition (Brown & Chronister, 2009).  Simulation requires that student learning 

outcomes are clearly identified and also that best practices in nursing education are established.    

Summary of simulation and self-efficacy literature review. 

In summary, an abundance of research has addressed the effect of simulation on a 

student’s self-efficacy. Students experiencing a positive self-efficacy after completion of a 

simulation are more likely to have a reciprocal increase in their ability to use that skill in 

practice.  More recently, questions have surfaced as to the accuracy of students rating themselves 

and if an improved self-efficacy truly relates to an improvement in a student’s clinical 

competence because of their increase in confidence.   

Further, the literature suggests that simulation, as a teaching strategy, will continue to 

evolve.  However, continued research is necessary to “cultivate safety competency in pre-

licensure nursing students with evaluation by students, faculty, nurse preceptors, and patients” 

(Blum & Parcells, 2010, p. 430).  Consequently, it is imperative for nurse educators to decide 

how they would like to incorporate simulation into their curricula based upon a review of 

ongoing research reflective of safety competencies. 

Competency evaluation in simulation. 

 Researchers continue to labor with the task of producing an adequate means to assess 

competence.  Producing nurses who are competent as they enter into practice is core to nursing 

education.  Schiavenato (2009) called for a change in focus for simulation by looking more 
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clearly at an outcomes orientation that would lend itself more easily to an evaluation of 

competency.  Similarly, Onello and Regan (2013) point out that simulation within nursing 

curricula often focuses on the high risk, low volume scenarios.  Thus, this may not effectively 

allow students to develop clinical competence in the necessary everyday nursing skills.  They 

suggested a longitudinal approach to developing clinical competence that would require students 

to “observe, communicate, and respond to clinical triggers along the trajectory of patient care” 

(Onello & Regan, 2013, p.8).  This has implications for developing the growth of clinical 

judgment in the use of everyday skills and then utilizing those skills to transfer the skill 

application to as it applies to high risk, low volume scenarios. 

In a study by Larew, Lessans, Spunt, Foster, and Covington (2006), a simulation protocol 

was developed as a means to evaluate student performance.  The authors concluded that, when 

added with a performance evaluation tool, this protocol could lead to developing “valid and 

reliable methods of evaluating student’s performance” (Larew et al., 2006, p. 21).  Galloway 

(2009) cited the use of a Likert scale in pre and post simulation to assess perceived confidence 

and competence, but no objective evaluation of competency was completed.  The perceived 

competence level by participants in a simulation is one dimension that is frequently evaluated 

even though there is a lack of quantitative tools. 

Despite the recognition of the lack of tools to evaluate competence in simulation, the 

nursing literature has presented few studies in which tools are developed.  The nursing literature 

provides little support of quantitative assessment of competency, with most focusing on either 

qualitative or descriptive methodologies.  Nurse educators are challenged when faced with 

assessing competence in skills acquired using simulation education.  Therefore, integration of 

competency assessment will require creativity in developing appropriate tools that are structured 
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effectively.  Decker et al. (2008) found that simulation has great “potential to evaluate clinical 

competencies, but establishing these competencies will be challenging” (p.79).  

The growth of simulation in nursing education has seen the development of rubrics to 

assist faculty in the assessment of student learning outcomes and skill performance (Davis & 

Kimble, 2011).  The rubric allows faculty to evaluate specific clinical tasks that the nursing 

student performs during high fidelity simulation based on criteria that is pre-determined.  Davis 

& Kimble (2011) reported that there were several rubrics that have been developed to evaluate 

student learning outcomes.  However, the majority of these rubrics are still in pilot form, and 

some lacked assessment of each of the domains of learning.  Rubrics may provide a standardized 

method to evaluate student competency with simulation.  

 Nurse educators realize the importance in developing competence in nursing skills and 

that simulation in an effective teaching strategy that stimulates the application of theory to 

practice.  However, the search of the literature produced no evidence of standardized tools to 

evaluate competency acquired during simulation education.  In reviewing the literature, it is clear 

that evaluating competency in nursing is a key struggle, because there is not a clear assessment 

tool.   

Summary of competency evaluation in simulation literature review. 

Assessment of competence of nursing skills using simulation education is imperative in 

nursing education.  Incorporating competency evaluation is pertinent in increasing the 

educationally sound use of simulation education in undergraduate nursing curricula.  Nurse 

educators who work with simulation must work together to clearly identify tools to assess 

competency. 
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Deliberate practice and simulation. 

Ericsson’s theory, as discussed in Theoretical Framework, was developed as a means to 

assess the effect of repetitive practice on the acquisition of skills.  The strength of this theory is 

the global applicability, but also in the ability to assess if repetition of a skill does indeed 

improve the performance of the learner.  The literature review revealed studies from both 

medicine and nursing in which clinical skills were tested, either by specific skills tests or with 

objectives set for simulation; all reflected improvement in clinical skills (Duvivier et al., 2011; 

Sawatasky, et al., 2013; Jeffries et al., 2011).   

McGaghie et al. (2011, p. 6) developed a list of nine elements of deliberate practice 

which are applicable to simulation in nursing. These nine elements include:  

1. Highly motivated learners with good concentration   

2. Well defined learning objectives or tasks   

3. Appropriate level of difficulty  

4. Focused, repetitive practice  

5. Rigorous, reliable measurements   

6. Informative feedback from educational sources (e.g., simulators, teachers)  

7. Monitoring, error correction, and continued deliberate practice as needed 

8. Evaluation and performance that reach a mastery standard where learning time may 
vary but expected minimal outcomes are identical 

 
9. Advancement to the next task or unit 

From a practical perspective, deliberate practice offers an important concept for the 

development of safe nursing practice.  The theory focuses on developing a mastery of tasks 

through repetitive practice that is appropriate for inclusion in simulation activities.  It involves 

learning that takes place after making errors, reflecting on performance, and repeating the 
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performance to correct the errors. Ericsson et al. (2007) reiterate that this will help the learner to 

feel safer in taking risks and learning in an environment where patient safety is not 

compromised. 

Abe, et al. (2013) introduced a novel approach in repeating a simulation.  Participants in 

this study were involved in scenario simulations, were debriefed, and then repeated the scenario 

simulation.  The results of this study found an enhancement of technical skills and a partial 

improvement in nontechnical skills, a concept that nicely fits the deliberate practice theoretical 

approach to simulation. 

Nursing is beginning to embrace deliberate practice as a theory to support simulation.  

Gonzalez & Kardong-Edgren (2017) stated that deliberate practice is a viable concept for 

healthcare learners which take their education beyond the passive learning that occurs at the 

bedside (p. 13).  At this time, there is not a sufficient amount of research in relation to the use of 

deliberate practice using simulation education to clearly describe its significance.   

Summary of deliberate practice and simulation literature review. 

The literature suggests that the use of deliberate practice as an essential component of a 

simulation framework could provide “explanatory and predictive power about how one can 

improve performance” (Harris et al., 2013, p. 15).  Therefore, it is essential to clearly identify 

how nursing education can utilize this as a framework.  Through further research, the aim should 

be to continuously build upon the current research in order to determine how nursing will 

incorporate deliberate practice theory into simulation education. 

Rationale for Study 

 The literature review explored the topics of simulation as a teaching strategy, its effects 

on self-efficacy after simulation, the competency evaluation of nursing students after simulation 
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education, and the theory of deliberate practice in nursing simulation education.  Overall, it is 

evident that a redesign of nursing curricula to incorporate simulation education is warranted.  

Additionally, assessment of competency with nursing skills during simulation and the impact of 

simulation on student self-efficacy incorporating deliberate practice is relevant to the education 

of future nurses. 

 A recently published, large, multi-site, longitudinal study sponsored by the National 

Council of State Boards of Nursing (NCSB) demonstrated that simulation was at least as 

effective as traditional clinical instruction when implemented under the condition used in the 

study (Hayden et al, 2014).  This has created a new impetus within nursing education to seek the 

appropriate amount of simulation education within nursing curricula and also to ensure the 

quality of the learning experience using simulation. 

In most nursing schools, a skill is taught and then the student may be expected to perform 

a return demonstration immediately afterwards.  Unfortunately, students may not perform that 

skill again until they have an opportunity in clinical rotation or perhaps not even until after they 

graduate.  The significance of incorporating deliberate practice into nursing education is that it 

may change the way that nursing education teaches nursing skills.  Particularly with simulation, 

faculty designing simulations could build specific skills into simulation scenarios that could 

enhance the acquisition of skills for the learners.  Nursing faculty could also develop assessment 

simulations that are built into the curriculum so that students would have the opportunity to 

practice the technique more than once in their educational program. 

Bandura (1977) found that an individual’s self-efficacy plays a major role in how goals, 

tasks, and challenges are approached.  Students who experience a positive self-efficacy after 

completion of a simulation are more likely to have a reciprocal increase in their ability to use that 
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skill in practice.  Nursing education currently places emphasis on designing learning experiences 

that will assist students to develop safe practice.  Assessment of clinical competence in acquired 

skills is an important aspect of evaluation of a student’s performance.  Decker et al. (2008) 

proposed that using simulation in competency testing cannot be implemented until both 

educators and researchers develop the skills required to fully use this teaching modality.  The 

challenge to nurse educators in using simulation as an effective tool is to be able to create the 

evaluation tools required that are standardized, valid, and reliable. 

This literature review has demonstrated that simulation in nursing education is a teaching 

strategy that is here to stay. Deliberate practice has had a positive impact on the acquisition of 

nursing skills.  The well-known expression that practice makes perfect clearly identifies the 

important role deliberate practice will have in undergraduate nursing simulation education and 

the development of competent nurses.   

Incorporating these new teaching modalities requires time, effort, and a sufficient 

knowledge base to develop sound simulation scenarios for deliberate practice.  While simulation 

continues to evolve in nursing education, not all nurse educators fully embrace this technique.  

Nurse educators and education researchers need to become more familiar with the techniques, 

philosophies, and challenges of simulation education.  The use of deliberate practice as a 

theoretical framework in nursing education is in the beginning stages.  Further research is needed 

to establish the relationship between deliberate practice of a skill and competency. 

 If the research shows an increase in self-efficacy and skill performance, then the value of 

integrating simulation into nursing curricula can be demonstrated.  Nursing education needs to 

continue to focus not only on the integration of simulation as a teaching and assessment 
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methodology into nursing curricula, but also on incorporating new theoretical frameworks that 

support simulation education design.   

Future research also needs to be directed at exploring how simulation utilizes the concept 

of self-efficacy in cohort with the theoretical framework of deliberate practice.  These 

straightforwardly fit a proposed study of pre-licensure baccalaureate nursing students as 

participants in simulation education that could lay the foundation for placing a novice nurse into 

practice who understands the value of deliberate practice and the lifelong learning required to 

become an expert nurse in practice. 
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Chapter 3 

Methods 

Design 

This pilot study used a descriptive, non-experimental, comparative design to explore the 

impact of a repeated simulated clinical experience on student self-confidence and competency.  

Basic demographic data was gathered in order to describe the sample.  This study used the 

National League for Nursing’s (NLN) student Self-Confidence in Learning using Simulation 

Scale (SCLS) and the Creighton Competency Evaluation Instrument (CCEI) to collect data for 

comparison of the two simulated clinical experiences. 

Self-confidence of the student participants was assessed using a self-reported instrument 

from the NLN, the Self-Confidence in Learning using Simulation Scale (see Appendix C).  This 

instrument was administered to the participants at three separate data collection points during the 

study.  The first collection point was prior to their first simulation day experience, during week 

four of their nursing course.  The second and third collection points occurred after the initial 

simulated clinical experience and again after the repeated simulation.  Permission for use of the 

Self Confidence in Learning using Simulation Scale in this study was obtained from the NLN for 

use in this study (see Appendix D). Faculty utilized the Creighton Competency Evaluation 

Instrument (CCEI) to assess student competency using simulation (see Appendix E) following 

the initial simulation and after the repeated simulation.  Permission for use of the CCEI was 

obtained from Creighton University School of Nursing (see Appendix F) via a signed agreement 

for use (see Appendix G). 
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Population 

A convenience sample of 26 junior level students in a nursing program at a university 

located in the Mid-Atlantic region of the United States was used in this study. Informed consent 

was obtained prior to the students’ scheduled simulation day.  The nursing program at this site 

conducts simulation experiences during scheduled simulation days during the junior level 

medical-surgical course.  All enrolled students in the identified course were offered the 

opportunity to participate in the study.  Both the initial simulated clinical experience and the 

repeated simulated clinical experience occurred during their scheduled simulation time. 

Assessment of student competency using the CCEI during the simulation experience was for the 

purposes of this study and did not affect the students’ clinical or theory grades.  

Gatekeepers for this study include the administration of the College of Nursing along 

with key faculty associated with each nursing course.  The Institutional Review Boards (IRB) of 

both the university in which the participating students are enrolled along with the academic 

institution of this researcher will also serve as gatekeepers. 

Identified stakeholders in this particular study include the researcher and her committee, 

the university involved in the study, the participants in the proposed study, and the professional 

nursing community with a defined interest in simulation. 

Procedures 

Institutional Review Board (IRB) approval was obtained from both the university where 

the study was conducted and the university at which the researcher was enrolled prior to the start 

of the study.  Informed consent form was be obtained prior to initiation of the study, at which 

time students were notified that participation was voluntary and that non-participation would not 

affect their course grades.  All students provided informed consent to participate in the study 
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with no student meeting the exclusion criteria of enrolled in the course for a repeated time.  

Students were assigned to clinical groups prior to the initiation of this study and were pre-

assigned dates and times for both of their simulation days.  The simulated clinical experience 

used in this study is a requirement for the course and was developed by faculty experienced with 

simulation. 

Student anonymity was addressed through the coding of students in Qualtrics, the 

electronic survey platform that delivered the NLN Self-Confidence in Learning with Simulation 

(SCLS) questionnaire.  Students were also provided with a study code number once they signed 

the informed consent form.  This code was used on the CCEI study instrument in order to 

minimize the risk of disclosure of survey results to anyone not associated with this study.  All 

completed CCEI forms are stored in a locked cabinet that can only be opened by the principal 

investigator.  All electronic data from this study is stored on a single external hard drive storage 

unit that is kept in a locked cabinet in the principal investigator’s office.  Data from the CCEI 

was entered into a spreadsheet program, utilizing the student study code, for subsequent upload 

to the statistical software package, SPSS.  All video associated with this study was transferred 

from the Go-Pro cameras to the separate hard data storage unit.  Additionally, all video obtained 

during this study was only shared with faculty who participated in the research. 

While there is always a risk of a break in confidentiality with any research study, steps 

placed into this research protocol make this an unlikely or slight risk.  There were no other 

known or anticipated risks associated with participation in this study.  Potential benefits to the 

students from participating in this study include an increase in situational awareness of patient 

problems, increase in self-confidence in providing nursing care and an increase in competency in 

clinical skills.   
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The nursing program where this study was implemented contains a simulation laboratory 

with multiple rooms that replicate a clinical setting.  A high-fidelity manikin is located in a room 

that simulates a hospital room.  The manikin is connected to a monitor that is capable of 

displaying vital signs including temperature, pulse, respiration, and oxygen saturation.  

Additional equipment is also employed to evoke the image of a hospital setting, including pumps 

for the infusion of intravenous fluids, working medication carts with bar code readers, a working 

electronic health record which houses simulated patient data, and electronically controlled 

hospital beds.  The simulated hospital room also includes a bedside table, simulated oxygen, and 

suction equipment.  A control room installed with a one-way glass window allows for viewing of 

the simulation by the faculty.   

Prior to the first simulation day, the students completed the NLN SCLS  questionnaire.  

Students then participated in a faculty-designed simulation followed immediately by debriefing.  

The students then completed the NLN self-confidence in learning instrument a second time.  

Both the simulation and the debriefing were video recorded and later evaluated using the CCEI 

to assess student competency by the principal investigator and research assistant.  The 

intervention, participation in a repeated simulation scenario, was implemented three weeks 

following the initial simulation experience.  Students again completed the NLN self-confidence 

in learning instrument and faculty evaluated the video recording of the simulated clinical 

experience using the CCEI. 

Simulation design. 

Students enrolled in the junior level medical-surgical nursing course were assigned to 

attend two simulation laboratory days, three weeks apart, during which they participated in two 

simulated clinical experiences, one of which was be the study simulation that involved the care 
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of a patient with chronic obstructive pulmonary disease (COPD).  Prior to their simulation 

experience, students received didactic content on the pathophysiology and nursing care of a 

COPD patient.  

The scenario for this study represents a clinical situation based on didactic theory covered 

in the theory portion of the course, a patient with an exacerbation of COPD with increasing 

respiratory distress.  The INACSL Standards of Best Practice: SimulationSM  (2013) were used as 

a foundation to develop the scenario.  The published standards identify elements that should be 

included during the development and implementation of simulation scenarios.  These elements 

include the use of standard terminology, creating a safe environment, creating learning 

objectives, developing the scenario plan, debriefing using a trained facilitator, and evaluating the 

effectiveness of the scenario.  The learning objectives of the simulation were carefully used to 

facilitate the scenario and to individualize the CCEI for use with this specific scenario (Appendix 

I). 

Students were provided with a pre-briefing prior to the simulation scenario that included 

an overview of the patient.  Following the pre-briefing, students reviewed the simulation learning 

objectives and were provided with an opportunity to explore the simulated environment.  The 

students were then provided time to review the patient chart and receive random assignment of 

their roles for the simulation.  Roles for the simulation included primary nurse, secondary nurse, 

documentation nurse, and medication nurse.  The primary nurse had an assigned responsibility as 

the team leader, with the secondary nurse in the role as the assistant.  The documentation nurse 

was responsible for assessment of vital signs and documenting activity that occurred during the 

simulation.  The medication nurse was responsible for administration of medications to the 

patient during the scenario.  All students were expected to also provide direct patient care.   
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The role of the faculty member was as a facilitator who provided the students with 

guidance as needed during the simulation and conducted the debriefing at the completion of the 

experience.  A faculty member who has completed a simulation course covering simulation 

theory and philosophy, scenario development, and team training, with a strong focus on 

debriefing was assigned to both the initial simulation and the repeated simulation.  The facilitator 

also observed the students during the simulation from the control room that provides access to 

control of the manikin via computer and served as the touch point for communication via the 

phone located in the control room. 

Once the students reviewed the chart, the facilitator ensured that all questions were 

answered prior to beginning the simulation.  The video recording of the simulation began upon 

the students entering the room to receive hand-off report and began to interact with their patient.  

The scenario concluded once the students met the specific scenario objectives or the time limit of 

30 minutes, whichever came first. 

Debriefing has been acknowledged as one of the most important aspects of using 

simulation as a learning experience.  The debriefing following this simulated experience focused 

on reflection to assist the students in thinking critically about their patient.  The facilitator 

utilized a theory-based method, Debriefing for Meaningful Learning (DML).  Dreifuerst (2012) 

calls DML a method that focuses on “developing the clinical reasoning skills necessary for 

practice in today’s complex health care continuum” (p. 326).  Evaluation of the objectives for 

clinical reasoning was assessed using the CCEI.  
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Instruments 

 Student self-confidence in learning with simulation (SCLS). 

The NLN has developed a self-reported, eight item Self-Confidence in Learning with 

Simulation tool that uses a five point Likert-type scale (Appendix C).  Reliability has been tested 

using Cronbach’s alpha with a reported 0.87, which indicates a moderate reliability.  Students 

provided basic demographic data of age and gender via the SCLS instrument.   

Creighton competency evaluation instrument (CCEI). 

The CCEI is a 23-item instrument that is adapted from the Creighton Simulation 

Evaluation Instrument (C-SEI).  The CSEI was designed by Todd, Manz, Hawkins, and 

Hercinger (2008) and is based on the American Association of Colleges of Nursing 

Baccalaureate Essentials.  The Essentials provide key concepts for inclusion in baccalaureate 

nursing curricula that are required of all healthcare professionals.  The original instrument, the C-

SEI, has extensive reliability and validity assessments.  The CCEI was adapted for use in the 

National Council of State Boards of Nursing Simulation Study (Adamson, Kardong-Edgren, & 

Wilhaus, 2013).  The intended use of the CCEI is to provide a competency assessment of the 

students during the simulation experience including assessment of the students’ competency in 

patient assessment, communication, clinical judgment, and patient safety. 

Hayden et al. (2014) described each category and the expected behavior.  Assessment 

includes the behaviors of obtaining pertinent data, performing follow-up assessments as needed 

and assessing the environment.  Communication includes effectively communication with 

providers, with patient and significant others, documentation, response to abnormal findings and 

professionalism.  Clinical judgment includes interpreting vital signs, lab results and relevant 

data, prioritizing outcome formulation, intervention performance and rationale, evaluation of 
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evidence-based interventions and reflecting on clinical experience.  Patient safety includes using 

patient identifiers, utilizing standard precautions, safe medication administration, equipment 

management, technical performance, and reflecting on potential hazards and errors.  For the 

purpose of this study only 21 items were used.  The two deleted items included areas of 

documentation and delegation, neither of which were a part of the intervention scenario. 

Each of the behaviors measured were assigned a score of one for demonstrating 

competency or zero for does not demonstrate competency.  Adaptation of the instrument for this 

study excluded the items documents clearly and delegates appropriately, leaving a resultant 21 

items that were used for evaluation.  Using the instrument required adding the scores and 

dividing by the total number of behaviors that were appropriate for the simulation.  The resulting 

score is a percentage.  The instrument directs that the individual user identify the passing 

percentage score.  For the purposes of this study, a score of 75% was identified as passing or 

competent. 

Creighton University School of Nursing has a training program for all faculty members 

who use the CCEI that was completed by the faculty in this study.  The program presented each 

component of the instrument and assisted the evaluators in coming to a consensus on the 

expected behaviors that the students were required to demonstrate to achieve competency during 

the COPD scenario.  The objectives for the experience were used to develop the identified 

expected behaviors.   

Data Analysis Plan 

The aim of this study was to test the research question that relates to the effect of a 

repeated simulated clinical experience on student self-confidence and competency.  The 

statistical software package SPSS version 23 was used for statistical analysis.  The data analysis 
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plan was conducted in three phases.  First, all study variables (i.e., demographic variables and 

pretest and posttest scores) were examined using descriptive statistics, such as, means, standard 

deviation, and minimum/maximum values for continuous variables (Interval/Ratio level) and 

frequencies and percentages for categorical variables (Nominal/Ratio level).  The descriptive 

statistics of age and gender were used to describe the convenience sample of students. 

Next, bivariate testing was conducted where dependent variable (i.e., SCLS, CCEI) 

change scores were computed through subtracting pretest scores from posttest scores.  Next, all 

possible covariate variables (i.e., age and gender) were examined using bivariate tests to 

determine which variables were related to pretest to posttest dependent variable changes at a 

statistically significant level.  Covariate variables that evidenced a statistically significant 

relationship (p <.05) with the dependent variable (initial simulation to repeated simulation 

changes) were then included in the subsequent phase of the data analysis plan, multivariate 

analysis.  

The third phase of the data analysis plan was multivariate analysis.  Specifically, a 

repeated measures general linear model was used (a respective model for each dependent 

variable) to model pretest to posttest changes in the outcome variables, while controlling for 

covariate variables significantly related to each respective pretest to posttest change.  

All test assumptions related to parametric testing were examined and revealed no 

significant problems, including checks of normality (via the examination of pretest to posttest 

change scores), homoscedasticity, no undue effects of outlier scores, and linearity.  The 

psychometric properties of the study instruments were assessed, including computing reliability 

analysis for the SCLS score measure, which revealed an appropriate level of internal consistency 



 28 

at pretest (Cronbach Alpha = .93), posttest (Cronbach Alpha = .76) and follow-up (Cronbach 

Alpha = .93).  

Missing data were first assessed in terms of the number of study participants with missing 

data as well as the percentage of values missing for each study participant.  Patterns of data were 

also assessed within the missing data.  Two cases (7.69%) were eliminated due to failure to 

complete the entire SCLS measure following the repeated scenario.  Two study participants did 

not provide data for a single item on the SCLS measure. Subsequently, the mean score for the 

valid items with data were used to compute their scores. There were no other missing values 

present within the data.  

Regarding statistical power, the G*Power software addressing a repeated measures 

MANOVA within factors using one group and three time points, indicated that with power set at 

0.80 and alpha set at 0.05, a medium size effect would be detected using 26 study participants.  

Thus, since the current analysis incorporates 24 study participants, the analysis is slightly 

underpowered to detect a medium size effect.   
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Chapter 4 

Results 

Analysis of Data 

 The purpose of this quantitative study was to determine the impact of implementing a 

deliberate practice intervention using a repetitive simulation on the self-confidence and 

competence of junior level medical-surgical nursing students.  Nursing is traditionally an active 

learning profession that has relied on students participating in direct patient care in order to 

develop clinical competency.  However, patients in acute care settings have become increasingly 

more complex with a multiplicity of medical problems.  This often leaves nursing students with 

minimal hands-on care for their assigned patient.  This study focused on the effect of a deliberate 

practice intervention by examining students’ perceptions of self-confidence and faculty 

evaluation of competence in nursing skills following a repeated simulation scenario.  

Participants included 26 junior level nursing students enrolled in a medical-surgical 

course at a public university located in the Mid-Atlantic region.  A total of 24 students were 

included in the data analysis, with two students excluded due to missing data. 

 Data was collected regarding self-reported self-confidence of the participants using the 

Self-Confidence in Learning with Simulation (SCLS) at three separate points during the study, 

prior to experiencing the simulation, immediately after the initial simulation, and immediately 

following the repeated simulation.  The repeated simulation occurred three weeks after the initial 

simulation.  Student competency was assessed by faculty using the Creighton Competency 

Evaluation Instrument (CCEI); these faculty participated in the live debriefing and reviewing of 

the video recordings of both the initial and repeated simulations.   



 30 

 The participants in this study (n = 24) completed demographic information along with 

their SCLS questionnaire.  Data indicated that the majority of study participants were female 

(n=19, 79.2%) and between the ages of 20-22 (n=14, 58.3%).  The study participants were 

assigned to a simulation day within their medical-surgical course according to their clinical 

group assignment.  During their simulation day, the clinical group was divided into two groups 

of either four or five students, which then constituted their group to participate in the study 

simulation.  Six groups of students were designated as study groups.  Study participants were 

evenly distributed among the six groups.  A descriptive analysis of categorical study variables 

regarding demographics is found in Table 1.  The data analysis also looked at gender and age for 

effect on confidence and competence scores in pre-simulation, after the initial scenario, and then 

again after the repeated scenario. 

Table 1 

Descriptive Analysis of Demographic Characteristics of Study Participants (n=24) 

Variable        n    % 

 Gender 
   Male       5    20.8 
   Female      19    79.2 

Age 
   18-20      9    37.5 
   20-22      14    58.3 
   30-33      1    4.2 

Group 
   1       4    16.7 
   2       4    16.7 
   3       5    20.8 
   4a       2    8.3 
   5       5    20.8 
   6       4    16.7 
 

Note. n = number of participants. 
aAttrition of this group attributed to exclusion of students from data analysis due to missing data. 
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Creighton competency evaluation instrument. 

The faculty used the CCEI tool to rate the six student groups in overall competency by 

computing overall scores and scores in the categories of nursing skills in assessment, 

communication, clinical judgment, and patient safety.  The adapted CCEI for use with the COPD 

scenario for this study is found in Appendix I. 

Gender and changes in outcome variable scores. 

Table 2 presents a t-test analysis of gender and changes in outcome variable scores over 

time.  Data indicated that gender was not significantly associated with changes in pre-simulation 

to initial simulation SCLS change scores, t(22)=.28, p=0.80, initial simulation to repeated 

simulation SCLS change scores, t(22)=.15, p=0.88, CCEI overall change scores, t(22)=-1.17, 

p=0.25, CCEI assessment change scores, t(22)=-.41, p=0.69, CCEI communication change 

scores, t(22)=-.97, p=0.35, CCEI clinical judgement change scores, t(22)=-.63, p=0.54, and 

CCEI patient safety change scores, t(22)=.66, p=.0.52. 

Age and changes in outcome variable scores. 

An analysis of age and changes in outcome variable scores over time is presented in 

Table 3 where Kruskal-Wallis Data indicated that age was not significantly associated with 

changes in pre-simulation to initial simulation SCLS change scores, X²(2)=.28, p=0.57, initial 

simulation to repeated simulation SCLS change scores, X²(2)=.15, p=0.37, CCEI overall change 

scores, X²(2)=-1.17, p=0.97, CCEI assessment change scores, X²(2)=-.41, p=.0.59, CCEI 

communication change scores, X²(2)=-.97, p=0.46, CCEI clinical judgement change scores, 

X²(2)=-.63, p=0.65, and CCEI patient safety change scores, X²(2)=.2.29, p=0.32. 
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Table 2 

T-test Analysis of Gender and Change in Scores on Self-Confidence in Learning with Simulation 
and Creighton Simulation Evaluation Instrument Over Time (n=24) 

Variable     M (SD)                             t(df)        p 

Pre to Initial SCLS Change Scores                 .28 (22)    0.80 
   Male      .56 (1.63)         
   Female     .36 (.62) 
Initial to Repeated SCLS Change Scores                 .15 (22)    0.88 
   Male      .16 (.34)         
   Female     .12 (.65) 

CCEI Overall Change Scores      -1.17 (22)    0.25 
   Male      1.60 (1.14)         
   Female     2.16 (.90)  
CCEI Assessment Change Scores      -.41 (22)    0.69 
   Male      .00 (.71)         
   Female     .11 (.46) 

CCEI Communication Change Scores     -.97 (22)    0.35 
   Male      .20 (.84)         
   Female     .58 (.77) 
CCEI Clinical Judgment Change Scores     -.63 (22)    0.54 
   Male      .60 (1.34)         
   Female     1.00 (1.25) 

CCEI Patient Safety Change Scores     .66 (22)    0.52 
   Male      .80 (1.30)         
   Female     -.47 (2.20) 
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Table 3 

Kruskal-Wallis Analysis of Age and Changes in Outcome Variable Scores Over Time (n=24) 

Variable           Mean Rank                          X²(df)          p 
Pre to Initial SCLS Change Scores                 1.13 (2)    0.57 
   18-20     13.39         
   20-22     12.43 
   30-33     5.50 
Initial to Repeated SCLS Change Scores                 2.01 (2)    0.37 
   18-20     14.94         
   20-22     10.79 
   30-33     14.50 
CCEI Overall Change Scores      .05 (2)    0.97 
   18-20     12.56         
   20-22     12.57 
   30-33      11.00 
CCEI Assessment Change Scores      1.05 (2)    0.59 
   18-20     13.94         
   20-22     11.64 
   30-33     11.50 
CCEI Communication Change Scores     1.57 (2)    0.46 
   18-20     13.83         
   20-22     12.07 
   30-33     6.50 
CCEI Clinical Judgment Change Scores     .86 (2)    0.65 
   18-20     11.83         
   20-22     13.25 
   30-33     8.00 
CCEI Patient Safety Change Scores     2.29 (2)    0.32 
   18-20     11.94         
   20-22     12.14 
   30-33     22.50 
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Repeated simulation. 

A series of MANOVA was used to address changes from the initial simulation to the 

repeated simulation assessing for changes in the dependent variables.  The parametric testing 

utilized in this current analysis included checks of test assumptions, including assumptions of 

normality, effects of outlier scores, and linearity.  Table 4 presents a repeated measures 

MANOVA analysis of changes in study pre-simulation, post initial simulation, and post repeated 

simulation scores.  Data indicated that for the SCLS pre-simulation (M=3.71, SD=.82), post 

initial simulation (M=4.11, SD=.47), and post repeated simulation (M=4.23, SD=.65) changes 

approached a statistically significant level, F(2, 22) = 3.18, p<0.10.  Changes in CCEI Overall 

Scores showed a statistically significant change, F(1, 23) = 109.77, p<0.001, from initial 

simulation (M=14.54, SD= 3.44) to repeated simulation (M=6.58,SD=3.28). The CCEI 

communication scores also showed a statistically significant change, F(1, 23)=9.86, p<0.01, 

from initial simulation (M=2.42, SD=1.10) to the repeat simulation, (M=2.92, SD=1.25). Clinical 

judgment CCEI scores showed a statistically significant change, F(1, 23)=12.94, p<0.01, from 

initial simulation (M=6.92, SD=1.25) to the repeated simulation (M=7.83, SD=.57).  

Additionally, the CCEI patient safety scores changed significantly from initial simulation 

(M=3.00, SD=1.14) to repeated simulation (M=3.54, SD=1.44), F(1, 23) = 7.83, p<0.01.  

However, the category on the CCEI of assessment did not change significantly from post-test to 

follow-up, F(1, 23) = .66, p=0.43. 

Student rating of confidence and clinical competence. 

 Data was analyzed using a Pearson zero correlation analysis to look for a relationship 

between student rating of self-confidence and faculty-rated clinical competence following both 

the initial and repeated simulation.  Table 5 presents the Pearson zero correlation analysis of 
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initial to repeated changes in SCLS scores with CCEI score changes.  Data indicated that initial 

simulation to repeated simulation changes in SCLS scores were not significantly associated with 

CCEI overall change, r(22)=.29, p=0.47, CCEI assessment change, r(22)=.20, p=0.61,  CCEI 

communication change, r(22)=-.28, p=0.93, CCEI clinical judgment change, r(22)=.17, p=.50, 

and CCEI Patient Safety Change, r(22)=-.11, p=0.38. 

Clinical groups. 

 The analysis of the six clinical groups and their overall changes in CCEI over time is 

presented in Table 6.  Data indicated a statistically significant relationship, X²(5) =23.00, 

p<0.001, of a mean change of 1.00 for group 1, 3.00 for groups 2 and 3, 0.00 for group 4, and 

2.00 for groups 5 and 6.  It should be noted that due to due to missing data and review of outlier 

scores group four has only two participants utilized in statistical analysis for this study. 
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Table 4 

Repeated Measures MANOVA of Changes in Outcome Variable Scores Over Time (n=24) 

                      Potential         Cronbach’s 

Variable M (SD)       Min/Max           Range   Alpha            F(df)       p 

SCLS Scores              3.18 (2, 22)    0.06 

   Pre  3.71 (.82)       1.00-5.00         1.00-5.00      .93         

   Initial 4.11 (.47)        1.00-5.00         1.00-5.00      .76 

   Repeated 4.23 (.65)        1.00-5.00         1.00-5.00      .93 

CCEI Overall Scores           109.77 (1, 23) 0.001 

   Initial 14.54 (3.44)        10.00-19.00        0.00-21.00    NA 

   Repeated 16.58 (3.28)        11.00-21.00        0.00-21.00     NA 

CCEI Assessment Scores               .66 (1, 23)   0.43 

   Initial 2.21 (.72)        1.00-3.00            0.00-3.00     NA 

   Repeated 2.29 (.86)        1.00-3.00            0.00-3.00     NA 

CCEI Communication Scores             9.86 (1, 23)   0.01 

   Initial 2.42 (1.10)        1.00-4.00          0.00-4.00     NA 

   Repeated 2.92 (1.25)        1.00-4.00            0.00-4.00     NA 

CCEI Clinical Judgment Scores           12.94 (1, 23)   0.01 

   Initial 6.92 (1.25)        5.00-8.00            0.00-8.00     NA 

   Repeated 7.83 (.57)        6.00-8.00            0.00-8.00     NA 

CCEI Patient Safety Scores               7.38 (1, 23)  0.01 

   Initial 3.00 (1.14)        2.00-5.00             0.00-6.00     NA 

   Repeated 3.54 (1.44)        2.00-6.00             0.00-6.00     NA 
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Table 5 

Pearson Zero Correlation Analysis of Post to Follow-up Changes in Confidence with CCEI 
Score Changes (n=24) 

Variable     1       2          3           4           5 6 

1. Post to Follow-up Confidence           1.00     .29          .20       -.28        .17          .19 

2. CCEI Overall Change            1.00       -.01       -.44*      .77**      .35 

3. CCEI Assessment Change                1.00        .11       -.13       -.45 

4. CCEI Communication Change             1.00      -.58**   -.54** 

5. CCEI Clinical Judgement Change                1.00       .00  

6. CCEI Patient Safety Change                  1.00 

*p<.05, **p<.01 
 

 

 

Table 6 

Kruskal-Wallis Analysis of Clinical Group and Overall CCEI Changes Over Time (n=24) 

Group  N Mean (SD)        Mean Rank                          X²(df)          p 

                     23.00 (5)    0.001* 
1  4 1.00 (.00)   4.50         
2  4 3.00 (.00)  20.00 
3  5 3.00 (.00)  20.00        
4  2 .00 (.00)   1.50 
5  5 2.00 (.00)  11.00  
6  4 2.00 (.00)  11.00 
 
*The significance level at the p < .05 level 
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Summary of Findings 

 The data analyzed and reported in this chapter indicate a statistically significant effect on 

overall change in student competence from initial simulation to repeated simulation using the 

CCEI.  Analysis addressed the CCEI categories of assessment, communication, clinical 

judgment, and patient safety that contributed to the overall score.   

 CCEI and repeated simulation. 

The categories of communication, clinical judgment, and patient safety showed evidence 

of a statistically significant change.  By contrast, the CCEI assessment category did not change 

significantly from initial to repeat simulation.  Age and gender were not significantly associated 

with change scores.  

SCLS and repeated simulation. 

The data did not demonstrate a statistically significant effect on student confidence from 

pre-simulation to initial simulation and from initial simulation to repeated simulation.  The data 

also indicated that from initial simulation to the repeated simulation, changes in SCLS scores 

were not significantly associated with CCEI overall change scores.  

In conclusion, repetition of a simulation demonstrated a positive effect on competence 

although it did not show an effect on confidence with no significant association between changes 

in confidence and competence. 
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Chapter 5 

Discussion and Conclusions 

Discussion of Findings 

 Nursing educators have an overall goal of producing safe and competent graduates.  This 

goal is becoming more difficult to achieve in today’s healthcare system as patients present with a 

multiplicity of disease processes and have a greater complexity for provision of care.   

Deliberate practice training interventions have been used in recent studies to examine the 

effect on the development of clinical skills, but there are still few studies that explore the use of 

deliberate practice using simulation.  Simulation is an educational strategy that is based on 

learning by experience and reflection through debriefing.  Bandura (1987) reported that there are 

many influences on a person’s self-efficacy, including past and present experiences, observing 

others, verbal encouragement, and also psychological factors, such as fear or anxiety.  While 

simulations attempt to provide a learning environment that is safe, they might also produce 

anxiety in students with low self-efficacy that has the potential to negatively impact their 

learning within the simulation.  

Participants completed the Self-Confidence in Learning with Simulation (SCLS) tool 

which used a Likert-type scale rating from one to five indicating whether they strongly 

disagreed, disagree, were undecided, agreed, or strongly agreed with the statements.  

In this research study, the data indicated that there was no significant difference in the 

student self-reporting of self-confidence, even from initial simulation to repeated simulation.  

These findings were not consistent with the current literature.  Therefore, it is important for 

future studies to include the analysis of other variables such as anxiety and past or present 

experiences that could have an impact on student reported self-confidence. 
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The researcher also investigated the effect of a repeated simulation on improved clinical 

competence of nursing skills in a simulation using the Creighton Competency Evaluation 

Instrument (CCEI).  The results indicated a statistically significant effect on overall student 

competence from initial simulation to repeated simulation with the overall CCEI score.  Analysis 

also addressed the CCEI categories of assessment, communication, clinical judgement, and 

patient safety with the CCEI.  The categories of communication, clinical judgment, and patient 

safety showed evidence of a statistically significant change.  Additionally, the CCEI assessment 

scores did not change significantly from initial to repeat simulation. 

The researcher used the participants’ reported SCLS scores and the scores on the CCEI to 

measure the relationship between perception of self-confidence and measured competence.  The 

data revealed that from the initial simulation to the repeated simulation, changes in SCLS scores 

were not significantly associated with CCEI overall change score.  The Pearson correlation 

results from this study indicated that, as the students participated in simulation experiences, self-

confidence as reported by students did not reach statistical significance and change in a positive 

direction. These findings are not consistent with the findings of Lubbers and Rossman (2017), 

where it was found that students’ confidence increased with participation in a simulation 

experience.  

 The results of this study suggest that incorporation of a deliberate practice intervention 

with simulation might have the potential to improve competency evaluation scores of 

baccalaureate nursing students.  This study adds to the growing amount of nursing research on 

deliberate practice and simulation.  Simulation is now an established education strategy that is 

expected to increase in use in nursing education.  Comparatively, the findings of this study did 

not support that student self-confidence was positively impacted with a repeat simulation.  This 
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study adds to the simulation knowledge base by suggesting that nursing not only seek to identify 

student self-confidence levels, but also to correlate those self-competency levels to competency 

during simulation training.  Sending nurses into the workforce who are not prepared to provide 

adequate care during common patient experiences can lead to increased anxiety and stress among 

those nurses and result in negative patient outcomes (Shaw & Abbot, 2017). 

Limitations 

 There are limitations to this study that are important to address and provide as 

consideration for future studies.  A first limitation is that this study used a small (n = 24) sample 

size.  Secondly, a convenience sample was used for this study without randomization; bias could 

be a threat to the study.  Another limitation is that participants were recruited from one class at 

only one campus location within the university and as such, the results of this study might not be 

generalizable to the larger population of nursing students.  The evaluation of the impact of 

confounding variables was another limitation of this study.  It is suggested that the addition of  

assessment of grade point average, ethnicity, employment status, number of hours employed per 

week, previous health experience, and previous simulation experience might be useful in future 

studies.  Qualitative data might also be interesting to consider for inclusion in further research.  

Finally, students were observed as part of this study, possibly increasing their stress and affecting 

their performance during the simulation. 

Implications 

 As simulation continues to grow in use, whether as complementary to clinical training or 

to replace clinical experiences, the need for additional research to assess the effectiveness of 

simulation training and the student learning experience is imperative.  Incorporating the CCEI 

along with deliberate practice using simulation will require the evaluation of student competency 
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during the simulations.  Reflection during the debriefing is part of the learning process and, as 

part of a deliberate practice model, provides feedback to the students to help them figure out 

what they might do better the next time.  While the outcomes of this study were mixed, 

additional research is suggested to evaluate the effect of deliberate practice using simulation on a 

nursing student’s competency, and to see if there is a related effect on student self-confidence.   

Recommendations 

 Future research for establishing best practices of deliberate practice using simulation 

education should address how many times a simulation should be repeated, what is the best 

simulation design to present the repeated simulation, and implementation across a nursing 

curriculum.  Replication of this study at multiple sites along with an increased sample size is 

recommended for the future.  Another recommendation is to apply a deliberate practice 

intervention using simulation in a nurse residency program or with staff nurses to look at 

competency evaluation using simulation.  Both new graduates and seasoned nurses have an 

important responsibility in providing high quality care to achieve positive patient outcomes.  

With this in mind, research should be considered that would include transition to practice with an 

academic practice model by developing a longitudinal study using the same participants of this 

study.  This study contributes to the expanding body of knowledge regarding the use of 

deliberate practice using simulation in nursing education, providing insight to inform both 

nursing faculty and staff educators on best practices using simulation. 
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Appendix C 

National League for Nursing Student Self-Confidence in Learning with Simulation 
 

Date: _______________               Age ______       Gender: r Female    r Male   

Instructions: This questionnaire is a series of statements about your personal attitudes about the 
instruction you receive during your simulation activity.  Each item represents a statement about 
your attitude toward your satisfaction with learning and self-confidence in obtaining the 
instruction you need.  There are no right or wrong answers.  You will probably agree with some 
of the statements and disagree with others.  Please indicate your own personal feelings about 
each statement below y marking the numbers that best describe your attitude or beliefs.  Please 
be truthful and describe your attitude, as it really is, not what you would like for it to be.  This is 
anonymous with the results being compiled as a group, not individually. 
 

Mark: 

 1 = STRONGLY DISAGREE with the statement 
 2 = DISAGREE with the statement 
 3 = UNDECIDED = you neither agree or disagree with the statement 
 4 = AGREE with the statement 
 5 = STRONGLY AGREE with the statement 
 

Self-confidence in Learning SD D UN A SA 
1. I am confident that I am mastering the content of the 

simulation activity that my instructors presented to me. 
     

2. I am confident that this simulation covered critical 
content necessary for the mastery of medical surgical 
curriculum. 

     

3. I am confident that I am developing the skills and 
obtaining the required knowledge from this simulation to 
perform necessary tasks in a clinical setting. 

     

4. My instructors used helpful resources to teach the 
simulation. 

     

5. It is my responsibility as the student to learn what I need 
to know from this simulation activity. 

     

6. I know how to get help when I do not understand the 
concept covered in the simulation. 

     

7. I know how to use simulation activities to learn critical 
aspects of these skills. 

     

8. It is the instructor’s responsibility to tell me what I need 
to learn of the simulation activity content during class 
time. 
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Appendix D 

National League for Nursing Permission Letter 

Tuesday, September 17, 2013 

 

 

It is my pleasure to grant you permission to use the “Educational Practices 
Questionnaire,” “Simulation Design Scale” and “Student Satisfaction and Self-Confidence in 
Learning” NLN/Laerdal Research Tools. In granting permission to use the instruments, it is 
understood that the following caveats will be respected:  

  

1. It is the sole responsibility of (you) the researcher to determine whether the NLN 
questionnaire is appropriate to her or his particular study.  

2. Modifications to a survey may affect the reliability and/or validity of results. Any 
modifications made to a survey are the sole responsibility of the researcher.  

3. When published or printed, any research findings produced using an NLN survey must be 
properly cited as specified in the Instrument Request Form. If the content of the NLN 
survey was modified in any way, this must also be clearly indicated in the text, footnotes and 
endnotes of all materials where findings are published or printed.  

  

I am pleased that material developed by the National League for Nursing is seen as valuable 
as you evaluate ways to enhance learning, and I am pleased that we are able to grant permission for 
use of the “Educational Practices Questionnaire,” “Simulation Design Scale” and “Student 
Satisfaction and Self-Confidence in Learning” instruments.  

  

Lindsey Fry | Project Specialist | National League for Nursing | l  
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Appendix E 
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Appendix F 

Creighton University Permission Letter 
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Appendix G 

Creighton University Agreement for Use of the Creighton Competency Evaluation Instrument 
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Appendix H 

Simulation Scenario 

The Pennsylvania State University 
College of Nursing 

Simulation Scenario Template 
 

SECTION I: SCENARIO OVERVIEW 
 

Scenario	  Title	   Nursing	  301	  COPD	  Exacerbation	  
Original	  Scenario	  Developer(s)	  
	  

Chris	   	  

Scenario	  purpose	  
	  

Help	  students	  recognize	  and	  respond	  to	  a	  deterioration	  in	  
oxygenation	  and	  respiratory	  status	  in	  a	  patient	  with	  chronic	  
lung	  disease	  

Date(s)	  of	  Development	   Approximate	  time	  duration	  
September	  2013	   Prebrief	   15	  minutes	  

Setup	  &	  preparation	  	   15	  minutes	  
Run	  Simulation	  	   30	  minutes	  

Debrief	   40	  minutes	  
Nursing	  301	  TOTAL	   100	  minutes	  

Learners:	  rBeginner	  	  	  XrIntermediate/Advanced	  
	  
Core	  Case:	  	  
	  
75	  year	  male	  admitted	  after	  a	  1	  week	  history	  of	  worsening	  dyspnea	  and	  non-‐productive	  cough.	  
Patient’s	  oxygenation	  will	  deteriorate	  
	  
Objectives:	  
	  
After	  participating	  in	  this	  simulated	  clinical	  experience,	  learners	  will	  be	  able	  to:	  
1.	   Develop	  a	  nursing	  plan	  of	  care	  for	  a	  patient	  with	  COPD	  
2.	   Interpret	  signs	  and	  symptoms	  of	  worsening	  respiratory	  status	  and	  infection	  
3.	   Communicate	  effectively	  with	  other	  disciplines	  (RT	  and	  MD)	  
4.	   Recognize	  potential	  complications	  of	  ordered	  therapies	  (hyperglycemia	  due	  to	  steroids,	  	  	  	  	  	  	  	  	  	  	  	  
CO2	  retention	  due	  to	  oxygen)	  
5.	   Implement	  safe	  medication	  practices	  (recognize	  patient	  allergies)	  
	  
QSEN	  Competencies:	  	  
	  
Patient	  Centered	  Care:	  
Engage	  patients	  or	  designated	  surrogates	  in	  active	  partnerships	  that	  promote	  health,	  safety	  and	  
well-‐being,	  and	  self-‐care	  management.	  (Patient	  education	  on	  early	  detection	  of	  s/s	  of	  COPD	  
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exacerbation)	  
	  
Team	  Work	  and	  Collaboration:	  
Acknowledge	  own	  potential	  to	  contribute	  to	  effective	  team	  functioning.	  Appreciate	  importance	  
of	  intra-‐	  and	  inter-‐professional	  collaboration.	  (Describe	  strengths	  and	  weaknesses	  of	  own	  
teamwork,	  describes	  roles	  of	  other	  disciplines).	  Follow	  communication	  practices	  that	  minimize	  
risks	  associated	  with	  handoffs	  among	  providers	  and	  across	  transitions	  in	  care.	  (Effectively	  uses	  
SBAR	  to	  communicate	  patient	  needs	  to	  MD	  and	  hand	  off	  patient	  to	  ICU	  nurse)	  
	  
Safety:	  
Describe	  the	  benefits	  and	  limitations	  of	  selected	  safety-‐enhancing	  technologies	  (such	  as,	  
barcodes,	  Computer	  Provider	  Order	  Entry,	  medication	  pumps,	  and	  automatic	  alerts/alarms)	  (in	  
context	  of	  near	  miss	  regarding	  PCN	  allergy).	  
	  
Brief	  Summary	  of	  Case:	  	  
	  
James	   	  is	  a	  75	  year	  old	  male	  admitted	  for	  a	  COPD	  exacerbation.	  	  Treatment	  with	  
bronchodilators	  and	  corticosteroids	  was	  initiated.	  	  When	  the	  students	  assess	  the	  patient	  he	  has	  
deteriorated	  and	  they	  need	  to	  collaborate	  with	  the	  provider	  and	  RRT	  to	  intervene.	  
	  
	  

 
EVIDENCE	  BASE/REFERENCES	  (APA	  FORMAT)	  

Grossman,	  S.	  C.	  	  &	  	  Porth,	  C.	  M.	  &	  (2014).	  Porth’s	  Pathophysiology:	  	  Concepts	  of	  Altered	  Health	  
States,	  9th	  ed.	  	  Philadelphia,	  PA:	  	  Wolter’s	  Kluwer.	  
	  
QSEN	  Institute.	  Prelicensure	  KSAs.	  Retrieved	  from	  http://qsen.org/competencies/pre-‐licensure-‐
ksas/	  
Hinkle,	  J.	  L.	  &	  Cheever,	  K.	  H.	  (2014).	  Brunner	  &	  	  
	  	  	  	  	  Suddarth’s	  Textbook	  of	  Medical-‐Surgical	  Nursing	  	  
	  	  	  	  	  (13th	  ed.).	  Philadelphia,	  PA:	  Wolters	  Kluwer.	  
	  

 
SECTION II: CURRICULUM INTEGRATION 

 
Area	  

Assessment	  
Assessment	  of	  oxygenation	  
Assessment	  of	  a	  patient	  in	  respiratory	  distress	  
Recognition	  of	  signs	  and	  symptoms	  of	  pneumonia	  
	  
Communication	  
	  
Use	  of	  SBAR	  for	  interdisciplinary	  communication	  and	  patient	  hand	  off	  
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Clinical	  Judgment	  
	  
Recognition	  of	  need	  to	  intervene	  for	  a	  patient	  going	  into	  respiratory	  failure	  
Recognition	  of	  risk	  of	  high	  flow	  O2	  in	  COPD	  
Interpretation	  of	  ABGs	  
	  
Patient	  Safety	  
	  
Recognition	  of	  patient	  allergy	  history	  when	  contraindicated	  medication	  is	  prescribed.	  	  
	  
	  
	  
 

PRE-‐SCENARIO	  LEARNING	  ACTIVITIES	  
Patient	  will	  be	  provided	  with	  edited	  objectives,	  QSEN	  competencies,	  and	  patient	  H+P	  prior	  to	  
simulation.	  	  Look	  up	  the	  following	  medications:	  
•	   Albuterol	  and	  Ipratroprium	  (Duoneb®)	  
•	   Hydrochlorothiazide	  
•	   Insulin	  Aspart	  (Novolog®)	  
•	   Metformin	  (Glucophage®)	  
•	   Prednisone	  
•	   Tiotropium	  (Spiriva®)	  
	  
	  
	  
	  
	  
	  
 

SECTION III: SCENARIO SCRIPT 
 

Case	  summary	  
	  
	  
	  
	  
	  
	  
 

Scenario	  Cast	  
	  

Patient/Client	  
	  

Xr High-‐fidelity	  simulator	  
r	  	  	  Mid-‐level	  simulator	  
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r	  	  	  Task	  trainer	  
r	  	  	  Hybrid	  (Blended	  simulator)	  
r	  	  	  Standardized	  patient	  

Role	   Brief	  Descriptor	  
(Optional)	  

Confederate	  (C)	  	  
or	  

Learner	  (L)	  
RN	  	  1	   Primary	  RN	  	   Learner	  
RN	  	  2	   Medication	  RN	   Learner	  
RN	  3	   Assistant	   	  
RN	  4	   Assistant	   	  
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Patient/Client	  Profile	  
	  

Last	  name:	   	   First	  name:	   James	  
Gender:	  
Male	  

Age:	  75	  	  DOB:	  xx/xx/xxxx	   Ht:	  5’8”	  
	  	  	  	  	  

Wt:	  160	  lbs.	  	  
	  	  

Code	  Status:	  Full	  
Code	  

Spiritual	  Practice:	  	  
Not	  specified	  

Ethnicity:	  Caucasian	  
	  

Primary	  Language	  Spoken:	  
English	  
	  

History	  of	  present	  illness	  (HPI)	  
This	  75	  year	  old	  male	  was	  admitted	  through	  the	  emergency	  department	  after	  a	  1	  week	  history	  
of	  worsening	  dyspnea	  unrelieved	  by	  Spiriva	  and	  Combivent	  inhalers.	  He	  has	  a	  long	  history	  of	  
COPD.	  	  He	  reports	  a	  1	  week	  history	  of	  nonproductive	  cough.	  	  
	  
Primary	  Medical	  Diagnosis(es)	  :	  COPD	  Exacerbation	  
	  
Past	  Medical	  History	  (PMH):	  	  	  
Type	  II	  Diabetes	  Mellitus	  
Hypertension	   	  
Hyperlipidemia	  
	  
Past	  Surgical	  History	  (PSH):	  	  	  
Appendectomy	  (1957)	  
	  
Family	  History:	  
Non-‐contributory	  
	  
Medications	  at	  Home:	  
HCTZ	  25	  mg	  PO	  daily	  
Metformin	  500	  mg	  PO	  BID	  
Atorvastatin	  20	  mg	  PO	  HS	  
Spiriva	  inhaler	  Two	  puffs	  daily	  
Combivent	  	  inhaler	  Two	  puffs	  QID	  PRN	  
	  
	  
Physician	  Impression:	  
COPD	  Exacerbation	  
	  
Physician	  Plan:	  
1.	  Admit	  to	  medical	  unit	  
2.	  Begin	  Duonebs	  
3.	  Prednisone	  Taper	  
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Review	  of	  Systems	  
CNS	   	  

A	  +O	  X	  3	  CN	  II-‐XII	  grossly	  intact.	  	  	  
	  

Cardiovascular	   	  
S1S2	  Regular	  rate	  &	  rhythm	  No	  murmurs,	  rubs,	  or	  gallops	  
	  

Pulmonary	   Diminished	  in	  all	  fields.	  Expiratory	  wheezes	  at	  the	  bases	  
	  
	  

Renal/Hepatic	   	  
Voiding	  without	  difficulty	  

Gastrointestinal	   	  
Soft,	  non-‐distended,	  non-‐tender	  with	  active	  bowel	  sounds.	  	  No	  
masses	  or	  organomegaly	  
	  

Endocrine	   	  
+	  for	  Type	  2	  DM	  

Heme/Coag	   	  
WNL	  

Musculoskeletal	   WNL	  
	  

Integument	   Skin	  intact	  
	  

Developmental	  History	   WNL	  
	  

Psychiatric	  history	   None	  
	  

Social	  history	   Smoked	  2	  packs	  per	  day	  for	  50	  years.	  Quit	  10	  years	  ago.	  	  No	  ETOH	  
consumption.	  	  Widowed.	  	  Retired	  teacher.	  
	  

Alternative/Complementary	  Medicine	  history	   	  
N/A	  

 
Medication	  
allergies:	  

Penicillin	   Reaction:	   Hives	  

Food/other	  
allergies:	  

N/A	   Reaction	   	  

 

Cu
r

re
n t	   m
e

di
c

at
i

on
s	   Drug	   Dose	   Route	   Frequency	  
See	  orders	   	   	   	  
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Laboratory	  and	  Diagnostic	  Study	  Results	  
	  

Laboratory	  Report	  
	  
	  

Patient:	  	  James	   	  
Age:	  75	  

	  
	  

HEMATOLOGY	  
	  
	  
Date:	   	   Date	  of	  Admission	   	   Normal	   Units	  
Time:	   	   1200	  
	  
WBC	   	   11.2	   	   	   	   4.80-‐10.8	   K/µL	  
RBC	   	   3.6	   	   	   	   4.2-‐5.4	  	   M/µL	  
HGB	   	   12.3	   	   	   	   12.0-‐16.0	   g/dL	  
HCT	   	   36.4	   	   	   	   36.0-‐48.0	   %	  
MCV	   	   83.5	   	   	   	   80-‐98	   	   fL	  
MCH	   	   28.2	   	   	   	   27.0-‐31.0	   pg	  
MCHC	   	   34.0	   	   	   	   32.0-‐37.0	   g/dL	  
RDW	   	   14.3	   	   	   	   11.5-‐15.0	   %	  
PLT	   	   210	   	   	   	   150-‐400	   K/µL	  
Neutrophils	   69.0	   	   	   	   33-‐66	   	   %	  
Lymphocytes	   22.7	   	   	   	   22-‐44	   	   %	  
Monocytes	   7.4	   	   	   	   0-‐12	   	   %	  
Eosinophils	   0.7	   	   	   	   0-‐4	   	   %	  
Basophils	   0.2	   	   	   	   0-‐2	   	   %	  
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Laboratory	  Report	  
	  

Patient:	  	  James	   	  
Age:	  75	  

	  
	  
	  

GENERAL	  CHEMISTRY	  
	  
Date:	   	   Date	  of	  Admission	   	   Normal	   Units	  
Time:	   	   1200	  
	  
Sodium	   134	   	   	   	   135-‐145	   mmol/L	  
Potassium	   3.7	   	   	   	   3.5-‐5.0	  	   mmol/L	  
Chloride	   101	   	   	   	   98-‐112	  	   mmol/L	  
CO2	   	   	  28	   	   	   	   21-‐32	   	   mmol/L	  
Glucose	   152	   	   	   	   70-‐110	  	   mg/dL	  
BUN	   	   21	   	   	   	   	  6-‐19	   	   mg/dL	  
Creatinine	   1.0	   	   	   	   0.5-‐1.2	  	   mg/dL	  
Calcium	   9.2	   	   	   	   8.8-‐10.5	   mg/dL	  
Total	  Protein	   7.3	   	   	   	   6.4-‐8.2	  	   g/dL	  
Albumin	   3.6	   	   	   	   3.1-‐4.9	  	   g/dL	  
AST	   	   22	   	   	   	   7-‐37	   	   U/L	  
ALK	  Phos	   119	   	   	   	   30-‐136	  	   U/L	  
Bilirubin	   0.2	   	   	   	   0.0-‐1.0	  	   mg/dL	  
ALT	   	   29	   	   	   	   20-‐65	   	   U/L	  
	  
	  

Laboratory	  Report	  
	  
	  

Patient:	  	  James	   	  
Age:	  75	  

	  
	  

HEMATOLOGY	  
	  
	  
Date:	   	   Date	  of	  Care	   	   	   Normal	   Units	  
Time:	   	   1200	  
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WBC	   	   17.9	   	   	   	   4.80-‐10.8	   K/µL	  
RBC	   	   3.6	   	   	   	   4.2-‐5.4	  	   M/µL	  
HGB	   	   12.7	   	   	   	   12.0-‐16.0	   g/dL	  
HCT	   	   36.8	   	   	   	   36.0-‐48.0	   %	  
MCV	   	   83.5	   	   	   	   80-‐98	   	   fL	  
MCH	   	   28.2	   	   	   	   27.0-‐31.0	   pg	  
MCHC	   	   34.0	   	   	   	   32.0-‐37.0	   g/dL	  
RDW	   	   14.3	   	   	   	   11.5-‐15.0	   %	  
PLT	   	   210	   	   	   	   150-‐400	   K/µL	  
Neutrophils	   75.1	   	   	   	   33-‐66	   	   %	  
Lymphocytes	   16.6	  	   	   	   	   22-‐44	   	   %	  
Monocytes	   7.4	   	   	   	   0-‐12	   	   %	  
Eosinophils	   0.7	   	   	   	   0-‐4	   	   %	  
Basophils	   0.2	   	   	   	   0-‐2	   	   %	  
	  
	  

Laboratory	  Report	  
	  
	  

Patient:	  	  James	   	  
Age:	  75	  

	  
	  
	  

GENERAL	  CHEMISTRY	  
	  
Date:	   	   Date	  of	  Care	   	   	   Normal	   Units	  
Time:	   	   0600	  
	  
Sodium	   137	   	   	   	   135-‐145	   mmol/L	  
Potassium	   3.7	   	   	   	   3.5-‐5.0	  	   mmol/L	  
Chloride	   101	   	   	   	   98-‐112	  	   mmol/L	  
CO2	   	   	  28	   	   	   	   21-‐32	   	   mmol/L	  
Glucose	   300	   	   	   	   70-‐110	  	   mg/dL	  
BUN	   	   22	   	   	   	   	  6-‐19	   	   mg/dL	  
Creatinine	   1.1	   	   	   	   0.5-‐1.2	  	   mg/dL	  
Calcium	   9.2	   	   	   	   8.8-‐10.5	   mg/dL	  
Total	  Protein	   7.3	   	   	   	   6.4-‐8.2	  	   g/dL	  
Albumin	   3.6	   	   	   	   3.1-‐4.9	  	   g/dL	  
AST	   	   22	   	   	   	   7-‐37	   	   U/L	  
ALK	  Phos	   119	   	   	   	   30-‐136	  	   U/L	  
Bilirubin	   0.2	   	   	   	   0.0-‐1.0	  	   mg/dL	  
ALT	   	   29	   	   	   	   20-‐65	   	   U/L	  
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Radiology	  Report	  

	  
Patient:	  James	   	  
DOB:	  
	  
Date	  of	  exam:	  	  
	  
Requesting	  Provider:	  	  Joseph	  Lamb,	  MD	  
	  
Reason	  for	  exam:	  	  Cough	  and	  dyspnea	  
	  
History:	  	  COPD	  
	  
	  
CXR	  PA/LAT	  
	  
	  
Comparison:	  	  Compared	  to	  prior	  exams	  
	  
Findings:	  	  The	  heart	  and	  great	  vessels	  are	  of	  normal	  size	  and	  position.	  Both	  lungs	  are	  hyper-‐
inflated	  with	  flattened	  diaphragm.	  No	  obvious	  infiltrates	  or	  effusions.	  	  No	  masses.	  
	  
Impression:	  	  Severe	  COPD	  
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Baseline	  Simulator/Standardized	  Patient	  State	  
(This	  may	  vary	  from	  the	  baseline	  data	  provided	  to	  the	  learners)	  

Initial	  physical	  appearance	  Patient	  in	  respiratory	  distress	  
Gender:	  Male	   Attire:	  Hospital	  Gown	  
Alterations	  in	  appearance	  (moulage):	  
	  
	  
	  
	  
rX	   ID	  band	  present,	  

accurate	  information	  
r	   ID	  band	  present,	  

inaccurate	  information	  
r	   ID	  band	  absent	  or	  not	  

applicable	  
rX	   Allergy	  band	  present,	  

accurate	  information	  
r	   Allergy	  band	  present,	  

inaccurate	  information	  
r	   Allergy	  band	  absent	  or	  

not	  applicable	  
 
Initial	  Vital	  Signs	  Monitor	  display	  in	  simulation	  room	  
	   No	  monitor	  display	  

	  
	   Monitor	  on,	  but	  no	  data	  

displayed	  
X	   Monitor	  on,	  standard	  

display	  
Provide	  Vital	  Signs/lung	  sounds/heart	  sounds/ECG	  rhythm/Bowel	  sounds:	  
	  
	  
Patient	  reports	  worsened	  dyspnea	  and	  says	  he	  now	  has	  yellow	  sputum.	  	  Vitals:	  Temp	  38.3	  
degrees	  Celsius,	  90,	  28,	  146/86.	  	  SpO2	  89%	  on	  O2	  at	  2L	  NC.	  Lung	  sounds	  bilateral	  wheezes	  with	  
course	  crackles	  on	  the	  left.	  	  Accu-‐check	  is	  310	  
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Initial	  intravenous	  line	  set	  up	  
	  
Saline	  Lock	  
	  
	  
 
monitors	  or	  devices	  
	   	  

Foley	  catheter	  –	  	  None	  
	   	  

Infusion	  pump	  –	  	  Available	  
	   	  

Fetal	  heart	  monitor	  None	  
	   OTHER:	  

	  
 

Environment,	  Equipment,	  Essential	  props	  
Recommend	  standardized	  set	  ups	  for	  each	  commonly	  simulated	  environment	  

Scenario	  setting:	  (example:	  patient	  room,	  home,	  ED,	  lobby)	  
	  
Med/Surg	  patient	  room	  
	  
 
 
 
 
 
  



 71 

Equipment,	  supplies,	  monitors	  
(in	  simulation	  action	  room	  or	  available	  in	  adjacent	  rooms)	  

r Bedpan/urinal	  
r Foley	  catheter	  kit	  
r Straight	  cath	  kit	  
r Incentive	  spirometer	  
rX	  	  	  IV	  infusion	  pump	  
r Feeding	  pump	  
r Pressure	  bag	  
r Wall	  suction	  
r	  	  Nasogastric	  tube	  
r ETT	  suction	  catheters	  
r Oral	  suction	  catheters	  
r Chest	  tube	  insertion	  kit	  
r Defibrillator	  
r Code	  Cart	  
r 12-‐lead	  ECG	  
r PCA	  	  
r Epidural	  infusion	  pump	  
r Central	  line	  insertion	  kit	  
r Dressing	  change	  equipment	  
r IV	  fluid	  	  

Type:	  ___________________________________	  
r Tubes/drains	  

Type:	  
r	  	  	  Blood	  product	  ABO	  Type:	  ________	  	  Number	  of	  units:	  ____________	  	  

	  
	  
	  
	  
 
Respiratory	  therapy	  equipment/devices	  
X	   Nasal	  cannula	   	   Face	  tent	   	   Simple	  face	  mask	   	   Non-‐rebreather	  	  
	   BVM/Ambu	   	   Nebulizer	  treatment	   	   Flowmeters	  (extra	  supply)	  
 
Documentation	  forms	  to	  be	  used	  in	  the	  scenario	  
	  
	  
	  
	  
 
  



 72 

Medications	  (to	  be	  available	  in	  simulation	  room)	  
#	   Medication	   Dosage	   Route	  
	   HCTZ	  	   25	  mg	   PO	  
	   Duoneb	  Nebulizer	  	   	   INH	  
	   Metformin	  	   500	  mg	   PO	  
	   Atorvastatin	  	   20	  mg	   PO	  
	   Insulin	  Aspart	   Sliding	  Scale	   SC	  
	   Prednisone	   10	  mg	   PO	  
	   Spriva	   One	  puff	   INH	  
	   Solu-‐Medrol	   80	  mg	   IV	  push	  
	   Zosyn	  	   3.375	  grams	   IVPB	  
	   Levaquin	   500	  mg	   IVPB	  
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Scenario Development States 
 

Pre-Briefing: Initiation of Scenario:  
Give students report: 

75 year old male admitted on Sept 11 for COPD exacerbation.  1 week history of worsening 
dyspnea and cough. Started on steroid taper and nebs.  On accu-checks AC and HS running 
between 200-250. Vitals stable overnight. No fever, O2 sat 93% on O2 at 2L. Bilateral 
expiratory wheezes and breath sounds diminished. Voiding in urinal.  Had a quiet night.  6 AM 
neb not yet given. CBC and CMP drawn and are pending.   
 
Pre-Briefing: Priority Setting 
 
After report have students review chart and identify priorities.  Have the students identify what 
the patient is at risk for and what their priority assessments will be. 
 

State	   	   Expected	  Behaviors	  
1:	  Initial	  

Assessment	  
After	  report	  have	  students	  review	  
chart	  and	  identify	  priorities.	  	  Have	  the	  
students	  identify	  what	  the	  patient	  is	  at	  
risk	  for	  and	  what	  their	  priority	  
assessments	  will	  be.	  
	  

•	   Students	  should	  recognize	  the	  
worsened	  respiratory	  assessment	  
and	  possible	  pneumonia	  
•	   Students	  should	  stat	  page	  
respiratory	  to	  ask	  that	  overdue	  neb	  
be	  given	  STAT	  
•	   Students	  should	  recognize	  that	  
O2	  can	  be	  titrated.	  
•	   Students	  should	  administer	  SS	  
insulin	  and	  AM	  Metformin	  
•	   Students	  should	  check	  for	  AM	  
lab	  results	  (WBC	  count	  will	  be	  
elevated)	  
•	   Students	  should	  SBAR	  physician	  
regarding	  change	  in	  condition	  and	  
read	  back	  orders	  
	  

2:	  	  
	  
	  
	  
	  

New	  orders:	  
CXR	  PA/Lat	  
Zosyn	  3.375	  grams	  IV	  Q	  6	  	  	  	  hours	  
D/C	  Prednisone	  
Start	  Solumedrol	  80	  mg	  IV	  push	  Q	  12	  
hours	  
Increase	  02	  to	  4L	  NC	  
	  
	  

Student	  should	  right	  down	  and	  read	  
back	  orders	  

3:	  
	  

Students	  should	  implement	  new	  
orders	  and	  complete	  re-‐assessment	  

•Students	  should	  recognize	  that	  
patient	  is	  penicillin	  allergic	  and	  not	  
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	   administer	  Zosyn.	  
•Students	  need	  to	  SBAR	  regarding	  
allergy	  and	  need	  for	  new	  antibiotic	  
order.	  	  
•Order	  received	  for	  Levaquin	  500	  mg	  
IVPB	  daily	  first	  dose	  stat	  
•Administer	  Solumedrol	  and	  Levaquin	  
•Increase	  O2	  to	  4L	  
	  

4:	  	  
	  

Re-‐Assessment	  (1	  hour	  later)	  
Students	  re-‐assess	  the	  patient	  to	  
evaluate	  the	  interventions.	  Patient	  is	  
now	  somnolent.	  	  SpO2	  is	  90%	  on	  4L.	  
V/S	  38.1,	  90,	  12,	  140/70.	  No	  other	  
changes	  in	  assessment.	  	  	  
	  
	  
	  
	  
	  
	  
	  
r End	  of	  Simulation	  

	  

•Students	  should	  recognize	  change	  in	  
mental	  status.	  
•Students	  should	  re-‐check	  Accu-‐check	  
(result	  is	  250)	  
•Students	  should	  recognize	  potential	  
for	  CO2	  retention	  related	  to	  oxygen	  
therapy	  
•Students	  should	  SBAR	  the	  change	  and	  
read	  back	  new	  orders.	  	  Orders	  to	  get	  
ABGs	  stat.	  	  	  
•ABG	  results:	  pH	  7.27,	  PaO2	  68	  mmHg,	  
PaCO2	  78	  mmHg,	  HCO3	  29	  mmHg,	  
SaO2	  89%	  
•ABG	  results	  called	  to	  MD	  orders	  
received	  to	  transfer	  to	  ICU	  for	  
impending	  respiratory	  failure.	  
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HEALTH CARE PROVIDER ORDERS  
 

Signature of 
Nurse 
Noting 
Orders 

DATE 

 

TIME 

 

PHYSICIAN/HEALTHCARE PROVIDER ORDERS 

 

   Admit to Medical Unit 

   Diagnoses: COPD Exacerbation 
                    Hypertension 
                    Diabetes Mellitus 
                    Hyperlipidemia 

   Diet: Diabetic Diet 

   Activity: Bathroom Privileges 

   Vitals: Q 4 hours 

   Labs: CBC with diff and CMP in AM 
IV: Saline Lock 

   Medications: 
HCTZ 25 mg PO daily 
Duoneb Nebulizer Q 6 hours 
Metformin 500 mg PO BID 
Atorvastatin 20 mg PO at HS 
Insulin Aspart Low dose sliding scale  SC AC and HS 
Prednisone 10 mg PO daily X 3 days then 
Prednisone 5 mg PO daily X 3 days then 
Prednisone 2.5 mg PO daily X 3 days 
Spiriva inhaler two puffs daily 

   Apply SCDs 

   O2 at 2-4L by Nasal Cannula PRN. Titrate to keep SpO2 > 92% 

DRUG ALLERGIES: Pencillin 

 

PHYSICIAN/PROVIDER ORDERS 

 

 

PATIENT IMPRINT (Name and ID) 

James  

DOB  
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Digital images of manikin and/or scenario milieu 
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Debriefing Guide 
 

General	  Debriefing	  Plan	  
r	  Individual	  
	  

Xr	  Group	   r	  With	  video	   rWithout	  video	  

QSEN	  Competencies	  to	  consider	  for	  debriefing	  scenarios	  
r	  Patient-‐centered	  care	  
	  

XrTeamwork/Collaboration	   r	  Evidence-‐based	  practice	  

Xr	  Safety	  
	  

r	  Quality	  Improvement	   r	  Informatics	  

 
Sample	  Questions	  for	  Debriefing	  

Debriefing	  Points:	  
•	   Pathophysiology	  and	  s/s	  of	  COPD	  exacerbation	  
•	   Patient	  Education	  regarding	  signs	  of	  worsening	  COPD	  
•	   Use	  of	  steroids	  for	  COPD	  exacerbation	  and	  impact	  on	  blood	  glucose	  
•	   S/S	  of	  worsened	  respiratory	  status	  
•	   Near	  miss	  related	  to	  allergy	  history	  
•	   Risk	  of	  CO2	  retention	  with	  oxygen	  in	  COPD	  
•	   Review	  SBAR	  communication	  
	  

1. How	  did	  you	  feel	  when	  caring	  for	  the	  patient	  in	  this	  simulated	  experience?	  
2. What	  did	  you	  learn	  about	  interacting	  with	  other	  members	  of	  the	  healthcare	  team?	  
3. How	  do	  you	  think	  you	  performed	  in	  this	  simulation	  scenario?	  
4. What	  did	  you	  do	  well?	  
5. What	  could	  you	  do	  to	  improve	  your	  performance?	  
6. How	  did	  you	  choose	  the	  problems	  you	  identified	  as	  a	  top	  priority?	  
7. What	  potential	  complications	  could	  occur	  with	  a	  diagnosis	  of	  xxx?	  
8. What	  potential	  complications	  could	  occur	  with	  xxx?	  
9. What	  assessments	  are	  performed	  to	  assess	  the	  patient’s	  current	  problem?	  
10. What	  potential	  complications	  could	  occur	  with	  this	  patient?	  
11. What	  factors	  did	  you	  consider	  in	  making	  some	  of	  your	  decisions?	  
12. What	  would	  you	  change	  about	  the	  experience?	  

	  
	  
	  
	  
Notes	  for	  future	  sessions:	  
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Appendix I 

Creighton Competency Evaluation Instrument for COPD Simulation 

 
Permission to use from Creighton University College of Nursing for DNP 3/3/2014

    0= Does not demonstrate competency
    1= Demonstrates competency
    NA= Not applicable           MM /  DD  /  YYYY

0 1 NA
0 1 NA
0 1 NA ID: _______ - _Primary Nurse_

0 1 NA ID: _______ - _Secondary_
0 1 NA
0 1 NA
0 1 NA ID: _______ - _Med Nurse_

0 1 NA ID: _______ - _Document_
0 1 NA

0 1 NA
0 1 NA ID: _______ - _Secondary_

0 1 NA
0 1 NA
0 1 NA FACULTY EVALUATOR
0 1 NA ID: _______ F - _________

0 1 NA

0 1 NA
0 1 NA Select one of the following:

0 1 NA □ Clinical
0 1 NA

0 1 NA □ Simulation- initial 
                       scenario

□ Simulation- repeated
                       scenario

   Earned Score     =  ________

For use in The National Simulation Study Revised 7/6/2011
          

Interprets Lab Results: High glucose, elevated WBC, ABG's Resp Acidosis, elevated BUN
Interprets Subjective/Objective Data (recognizes relevant from irrelevant data): Administers O2 
via NC after assessing SPO2
Prioritizes Appropriately: Focuses on low O2 sats, respiratory difficulty
Performs Evidence Based Interventions: Administers SS insulin, report WBC elevation- obtain 
order ATB - recognize allergy to Penicillin - does not give Zosyn - Obtain new order for ATB
Provides Evidence Based Rationale for Interventions: Assess in debriefing

Assesses the Environment in an Orderly Manner:  IV site, O2 delivery

  Scenario: COPD with exacerbation - deteriorating
  Pt Initials: J.B
  Pt Dx: COPD with exacerbation

Communicates Effectively with Intra/Interprofessional Team: SBAR, Written Read Back Order
COMMUNICATION

Creighton Competency Evaluation Instrument (CCEI)

Date: ____/____ /______

ASSESSMENT
Obtains Pertinent Data: S&S, Respiratory assessment, possible pneumonia
Performs Follow-Up Assessments as Needed: VS; resp assessment worsening COPD

(Circle Appropriate Score for all Applicable Criteria)

 COMMENTS

STUDENT PARTICIPANTS in 
four primary nursing roles

Performs Procedures Correctly: Medication administration, accu check

Reflects on Clinical Experience: "I learned" assessed in debrief
PATIENT SAFETY
Uses Patient Identifiers: Patient name, DOB, arm band, allergy arm band

Manages Technology and Equipment: IV pump, IV push med & piggyback

Evaluates Evidence Based Interventions and Outcomes: Assess in debriefing

Communicates Effectively with Patient (verbal, nonverbal, teaching): education about COPD

Administers Medications Safely: O2 NC; SS insulin, metformin, antibiotic IV, Solumedrol IV push

CLINICAL JUDGMENT
Responds to Abnormal Findings Appropriately: Worsening COPD,High Glucose, ↑ WBC ABG's, 
Promotes Professionalism: Identifies self and role as nurse

Interprets Vital Signs (T, P, R, BP, Pain): increased HR & RR

Reflects on potential hazards and errors: Assess in debriefing

Utilizes Standardized Practices and Precautions Including Hand Washing: 
Handwashing/gloves/hand sanitizer

If not applicable, circle 
NA.

If not applicable, no score 




