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Abstract
Background: Adult gerontology acute care nurse practitioner (AGACNP) students and prelicensure
registered nurse (RN) students rarely have the opportunity to actively participate in the management
of acutely decompensating patients during inpatient clinical rotations. However, upon completion of
their academic programs, these two groups will frequently interact in the hospital setting when man-
aging acutely ill patients. This combined lack of hands-on experience and failure to practice team in-
teractions may contribute to impaired intradisciplinary collaboration, delayed utilization of the
organizational rapid response team (RRT), and adverse patient outcomes.
Methods: AGACNP and RN students were presented with high-fidelity simulation experiences in which
they worked collaboratively to stabilize and manage acutely ill patients after RRT activation. Following
debriefing after the simulation experience, AGACNP and RN students were provided with an optional
pen and paper survey that measured their perceptions of the experience on a five-point Likert scale.
Results: The survey data support that the RRT simulation experience provided AGACNP students with
the opportunity to lead and collaborate with intradisciplinary team members in stressful situations and
reinforced their views that detailed communication and a cohesive team is critical in the management
of acutely ill patients. The experience assisted RN students in identifying criteria for RRT activation,
practicing communication skills with intradisciplinary health care team members, working collabora-
tively as part of an intradisciplinary team, and recognizing areas for improvement in communication.
Conclusions: AGACNP and RN students perceive intradisciplinary, high-fidelity simulation to be a
valuable form of preparation in the management of acutely ill patients requiring RRT activation.
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Intradisciplinary Rapid Response 33
Over the past decade, multiple initiatives have emphasized
the need for improved diagnosis and management of hospi-
talized patients who experience a rapid decline in their
physiological status. In response to Joint Commission patient
safety initiatives and the 2004 Institute for Healthcare
Key Points
� Adult gerontology ac
ute care nurse practi-
tioner (AGACNP) stu-
dents and prelicensure
registered nurse stu-
dentsmay have insuffi-
cient opportunities to
manage decompensat-
ing patients during
their inpatient clinical
rotations, leading to
multiple detrimental
outcomes as learners
move into their profes-
sional roles.

� A high-fidelity simula-
tion series provided
AGACNP and RN stu-
dents with the opportu-
nity to work together
on an intradisciplinary
team after rapid res
ponse team activation,
practice communica-
tion during stressful
circumstances, and col
laborate in providing
evidence-based man-
agement to an acutely
ill patient.

� AGACNP and RN stu-
dents reported that the
simulation series assis-
ted them in identifying
the skill set needed to
manage a challenging
patient scenario, impro
ved their self-perceived
ability to manage a de-
compensating patient,
and solidified the imp
ortance of a cohesive
health care team.
Improvement 100,000 Lives
Campaign, many health care
organizations formed a rapid
response team (RRT) to assist
with the early identification
and initial assessment, triage,
and management of these
patients (Institute for
Healthcare Improvement,
2006; Sarani & Scott, 2010).
A recent metanalysis sup-
ports that utilization of an
inpatient RRT is associated
with reduced rates of cardio-
pulmonary arrest in hospital
patient care areas outside of
the intensive care units and
reduced inpatient mortality
(Solomon, Corwin, Barclay,
Quddusi, & Dannenberg,
2016; Winters et al., 2013).

The adult gerontology
acute care nurse practitioner
(AGACNP) scope of prac-
tice has expanded over the
past decade, and as a result,
AGACNPs have been
increasingly and success-
fully employed as health
care providers in RRT lead-
ership positions (Kapu,
Wheeler, & Lee, 2014;
Landsperger et al., 2011;
Morse, Warshawsky, Moore,
& Pecora, 2006; Pirret,
2008; Sonday, Grecsek, &
Del Casino, 2010). In addi-
tion to improving inpatient
morbidity and mortality rates,
the inclusion of nurse practi-
tioners in RRT leader posi-
tions has been associated
with expedited transfer of crit-
ically ill patients to intensive
care units, enhanced commu-
nication with patients’ pri-
mary care teams, and
increased levels of nursing
satisfaction (Kapu et al., 2014; Morse et al., 2006; Scherr,
Wilson, Wagner, & Haughian, 2012).
AGACNPs serving in the RRT role must be able to
quickly adapt to an unfamiliar practice environment, build
rapport with the current health care providers taking care of
the patient, and assess a patient’s condition. To expedite
medical management, effective leadership and communi-
cation is required for the rapid construction of a cohesive
intradisciplinary team at a patient’s bedside. However,
AGACNP students may have educational gaps in prepara-
tion for this role, including limited opportunities to
participate in an RRT leader position during the clinical
rotations of their educational trajectory.

The registered nurse (RN) is uniquely positioned to be
one of the first individuals to identify cardiovascular, respi-
ratory, and neurological indicators of patient decline, yet
many RNs lack the knowledge and confidence to success-
fully initiate RRT activation (Astroth, Woith, Stapleton,
Degitz, & Jenkins, 2013; Bagshaw et al., 2010). Like their
AGACNP counterparts, RN students are required to com-
plete inpatient clinical rotations in adult hospital settings
as part of their degree requirements. However, during their
clinical rotations, RN students may never have the opportu-
nity to participate in the intradisciplinary collaboration and
management of acutely decompensating patients. This detri-
mental combination of insufficient educational preparation
and experience contributes to impaired utilization of avail-
able resources during acute patient decline, delayed organi-
zational RRT activation, adverse patient outcomes, and
increased health care costs (Asroth, Woith, Jenkins,
Hesson-McInnis, 2017; Braaten, 2015; Jenkins, Asroth, &
Woith, 2015; Winters et al., 2013).

High-fidelity simulation has been identified as an educa-
tional method that improves RN RRT activation when
appropriate patient indicators are present, enhances team
collaboration, and reduces the number of failure-to-rescue
incidents in hospitalized patients (Bogossian et al., 2014;
Kegler, Dale, & McCarthy, 2012; Sittner, Schmaderer,
Zimmerman, Hertzog, & George, 2009). The purpose of
this collaborative, high-fidelity simulation series was to pro-
vide AGACNP and RN students in the last semester of their
educational programs with the experience of managing a de-
compensating patient jointly in an unfamiliar environment.
The objectives of this simulation series for AGACNP stu-
dents included practicing effective communication and lead-
ership skills in stressful situations; forming a cohesive health
care delivery team with other unknown health care pro-
viders; identifying differential diagnoses and ordering appro-
priate diagnostic testing; initiating evidence-based medical
management; and debriefing team members after the sce-
nario conclusion. The objectives of this simulation series
for RN students included identifying clinical indications
for RRT activation; managing an acutely decompensating
patient until a designated RRT member arrived; practicing
clear communication in high-stress environments; and
engaging collaboratively as an intradisciplinary team
member.
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Theoretical Framework

Constructivism served as the theoretical framework used
to guide the development of this simulation experience.
Constructivism suggests that learning is a developmental
process in which new knowledge is constructed by
building upon existing knowledge through an interpreta-
tion of personal experience (Brandon & All, 2010;
Candela and Billings, 2017). A student-centered activity
such as simulation fosters active learning; students focus
on application of concepts rather than the memorization
of large amounts of content, and faculty act as facilitators
during the simulation experience (Candela and Billings,
2017). The social learning theory, an example of
constructivist theory, suggests that construction of
knowledge also occurs and is enhanced by the interaction
with others and through modeling of behavior from the
observations of others (Bahn, 2001; Candela and
Billings, 2017). An intradisciplinary simulation experi-
ence where undergraduate and graduate nurses collabo-
rate to provide evidence-based care to acutely ill
patients would serve as the environment in which each
student develops knowledge through both application of
learned content and through interactions with nursing
colleagues.
Material and Methods

Setting

The simulation experience used and followed the Inter-
national Nursing Association Clinical Simulation and
Learning (INASCL) Standards of Best Practice for
Simulation Facilitation in all aspects of the simulation
design and implementation (INASCL, 2016). The simula-
tion series took place in the simulation center of a large,
private nursing school in the Southeastern United States.
The simulation bay was equipped with a Laerdal Sim-
Man� 3G high-fidelity mannequin, standard hemody-
namic monitoring equipment along with a monitor, and
other items commonly found in a hospital patient room
such as an intravenous pump, an oxygen regulator, and a
suction regulator and canister. Additional medical sup-
plies and simulated medications were available to the par-
ticipants upon request. All simulations were facilitated by
faculty who taught in a simulation course and the simula-
tion center staff. Consistent with the criterion one of the
INASCL Standards of Best Practice for Simulation Facil-
itation, all the faculty and simulation center staff had pre-
viously received formal training in health care simulation
from highly regarded, nationally recognized simulation
organizations (INASCL, 2016). In addition, all faculty
and staff members had several years of facilitating high-
fidelity simulation experiences.
Participants

As emphasized in Criterion Two of the INASCL Standards
of Best Practice for Simulation Facilitation, the simulation
series was designed to be congruent with the educational
preparation and learning needs of the participants
(INASCL, 2016). Participants in the RRT simulation series
were AGACNP students enrolled in an advanced simulation
course and RN students enrolled in a clinical course at a
large, private nursing school in the Southeastern United
States. All participants in the convenience sample were stu-
dents in their last semester of their educational programs.
Participants were made aware of the optional survey after
their simulation experience. Participation in the survey after
the simulation experience was voluntary and had no bearing
on course grade or academic status. An organizational insti-
tutional review board approval was obtained for the project.

Tool for Outcome Evaluation

The tool for outcome evaluation was a pen and paper
survey which was created by doctorally prepared course
faculty with formal training in item and survey develop-
ment. The survey was reviewed for conceptual clarity and
content validity by two doctorally prepared faculty with
formal simulation training and piloted before utilization
with participants. Two different versions of the survey were
created to capture the objectives for each learner group (one
version for the AGACNP student group and one version for
the RN student group). Each item on the survey allowed the
RN or AGACNP students to score their perspective of their
simulation experience on a five-point Likert scale. Likert
scale answer responses included strongly agree, agree,
neutral, disagree, or strongly disagree. The last component
of each survey asked students to provide optional narrative
comments regarding their simulation experience.

Implementation Steps

All aspects of the simulation took place in the simulation
center and classrooms of a large, private nursing school in
the Southeastern United States. The mixed-method, three-
hour simulation series consisted of a prebriefing period,
three high-fidelity simulation scenarios with group debrief-
ing after each scenario, and a summative debriefing period
at the end of the entire simulation experience. Each of the
three simulation scenarios was conducted at a ‘‘simulation
station,’’ and all RN students rotated through each of the
three simulation stations during the simulation experience.

Prebriefing
The standards outlined in Criterion Three of the INASCL
Standards of Best Practice for Simulation Facilitation were
followed during the prebriefing period for participants
(INASCL, 2016). During the 30-minute prebriefing session,
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faculty guided RN students through indications for RRT
activation and reviewed the equipment and medications
commonly found on an adult code cart. RN students were
given a tour of the high-fidelity simulation laboratory and
oriented to the high-fidelity mannequin; computerized
documentation and medical record systems; patient moni-
tors and medical equipment; and available resources such
as the medication-dispensing system and phone system.
Two AGACNP students serving as RRT members had a
separate prebriefing period at an off-site ‘‘call room’’ loca-
tion, which included a review of the RRT leader responsi-
bilities, orientation to an RRT cell phone, and orientation
to an RRT bag that included advanced airway devices
and simulated intravenous medications.

High-fidelity Simulation Experiences and Debriefing
All simulation scenarios consisted of diagnoses or problems
commonly associated with RRT activation (Smith,
Santamaria, Faraone, Holmes, & Reid, 2017). All the simu-
lation scenarios were piloted a minimum of three times
through use in previous simulations with similar groups
of learners (Appendix A).

RN students were randomly assigned into groups of three
RN students per group before rotating through the three
simulation stations. At the first station, the RN student group
directly participated in a 20-minute, high-fidelity simulation.
During this simulation scenario, RN students conducted a
routine physical assessment on the high-fidelity mannequin.
During the patient encounter, RN students encountered an
unanticipated patient issue, and the patient rapidly demon-
strated clear indications for RRT activation (Appendix B).
RN students were responsible for recognizing these indica-
tions and then addressing the problem.

Throughout the simulation, RN students had the option of
calling a covering ‘‘provider’’ who knew little of the patient
or initiating an RRT phone call to the off-site AGACNP
students. If the provider was contacted, appropriate but
limited orders or instructions to call the RRT might be given
based on the RN student report of the situation. When
provider orders were given, minimal response would be seen
in the patient, and RRT activation would be ultimately
indicated. Thus, given the presentation of multiple options,
RN students were allowed to work through the patient
problem without necessarily generating RRT activation
during their initial entrance into the patient room.

During phone communication upon RRT activation, RN
students presented a report of the relevant information
about patient and situation using the Situation, Background,
Assessment, and Recommendation (SBAR) format. On
certain occasions, AGACNP students serving as members
of the RRT gave RN students verbal orders to assist with
patient stabilization while the AGACNP students were on
the way to the patient’s bedside. Once the AGACNP
students arrived to the simulated patient’s room, AGACNP
and RN students further exchanged information about the
patient’s history, medications, signs, and symptoms and
then worked collaboratively as a team to care for the
simulated patient and resolved the underlying cause of
acute decompensation.

Medical management commonly included the administra-
tion of blood products, intravenous medications, and intrave-
nous fluids; implementation of advanced practice procedures
such as cardioversion, endotracheal intubation, needle decom-
pression of the chest, and central line and arterial line
placement; and application of advanced cardiac life-support
algorithms. Toward the end of each scenario, the simulated
patient’s vital signs would reflect a resolution of hemody-
namic instability, and faculty would conclude the scenario.

After the conclusion of the scenario, AGACNP and RN
students had a combined debriefing period. As AGACNP
students had substantial experience with high-fidelity
simulation and debriefing as part of their previous educa-
tional courses, AGACNP students assisted the trained
faculty moderators in providing a group debriefing for all
students. At the end of the combined debriefing period,
faculty then separately debriefed the AGACNP students on
the combined high-fidelity simulation and group debriefing
experience. This short debriefing period focused more
directly on the leadership responsibilities of the AGACNP
in an RRT leadership position.

At the second station, the initial RN student group was
placed in a conference room and watched a second RN
student group of their peers and the AGACNP RRT student
group participate in providing care for a different patient
with a different type of problem via a live televised feed.
The RN students in the conference room served as an ‘‘on-
call’’ resource if additional individuals were needed to
manage the situation in the simulation bay. If additional
help was requested by individuals participating in the
scenario, RN students would leave the conference room
and then participate in the scenario. Again, AGACNP
students assisted a faculty moderator in leading a debriefing
of the scenario with the second group. The RN students
who watched or participated in the simulation as an on-call
resource were included in the debriefing to allow their
perspective to be part of the discussion.

At the third station, a faculty member discussed patient
management strategies with the RN student group while
they observed a third group of their RN student peers
during an acute situation simulation. As seen previously,
AGACNP and RN students then had a combined debriefing
period after the scenario during which AGACNP students
assisted a faculty moderator in leading the group debriefing.
The RN students who had observed with the faculty
moderator were also included in the debriefing to allow
their perspective as observers to be discussed. At the end of
the combined debriefing period, faculty separately de-
briefed the AGACNP students on their experience.

The recommendations discussed in Criterion Four and
Five of the INASCL Standards of Best Practice for
Simulation Facilitation were followed for all debriefing
periods and included the consistent delivery of cues to
pp 32-37 � Clinical Simulation in Nursing � Volume 26
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guide the debriefing process and the ongoing support of
participants (INASCL, 2016). The debriefing process for
each of the three scenarios included allowing AGACNP
and RN students to verbalize their understanding of the sce-
nario and reflect back upon their medical decision-making,
actions, feelings, thoughts, and communication patterns. It
also allowed course faculty to provide feedback to the
AGACNP and RN students in regard to the students’
decision-making processes and interactions. During the de-
briefing sessions, a strong emphasis was placed on effective
communication strategies and teamwork patterns.

After all three simulations and debriefings after each of
the three scenarios, all AGACNP and RN students were
brought together and were jointly debriefed by course
faculty. AGACNP and RN students were then provided
with an optional pen and paper survey regarding their
simulation experience. No participant identifiers were
included on the survey that would allow course faculty to
link a participant to the evaluation tool. All RN and
AGACNP surveys were pooled before evaluation to help
preserve anonymity.
Results

A total of 11 AGACNP students (n ¼ 11) and 130 RN
students (n ¼ 130) completed all aspects of the simulation
experience and the optional survey at the conclusion of the
simulation series. As a whole, the survey data reflect that
both AGACNP and RN students found the combined
simulation experience to be beneficial. All AGACNP
students who completed the survey (n ¼ 11) strongly
agreed that the scenarios reflected situations they are likely
to encounter in the clinical setting and that the collaborative
simulation experience allowed them to practice diagnosing
and managing patients. Furthermore, all AGACNP students
(n ¼ 11) believed that the simulation series allowed them to
practice leading a team during a challenging patient
situation and assisted them in recognizing the importance
of health care team cohesion. All AGACNP students
strongly agreed that the simulation series allowed them to
practice their communication skill and that the experience
helped them identify ways to improve their communication
in the future, and all AGACNP students strongly agreed
that the simulation made them feel more confident in their
abilities (Appendix C).

All RN participants who completed the simulation
experience and survey (n ¼ 130) strongly agreed that the
simulation experience allowed them to practice managing
an acute patient scenario, and 99.2% (n ¼ 129) of all
strongly agreed that the experience helped them identify
clinical criteria for RRT activation. In addition, 98.4%
(n ¼ 128) of the respondents strongly agreed that the
simulation experience allowed them to work collabora-
tively as a team member, and 99.2% (n ¼ 129) strongly
agreed that the simulation experience helped them
recognize the importance of a cohesive health care team.
The majority (97.7%, n ¼ 127) strongly agreed that the
simulation experience gave them the opportunity to prac-
tice their communication skills with intradisciplinary health
care team members, and all RN students strongly agreed
that the experience assisted them in identifying ways that
they could improve their communication skills with
patients and health care team members (Appendix D).
Discussion

Up to this point in their training programs, neither the
AGACNP nor the RN student groups had had the oppor-
tunity to work together in a collaborative learning environ-
ment. RN students had participated in basic care simulation
scenarios with faculty in their clinical courses. The
AGACNP students had spent considerable amounts of
time during their simulation courses working together and
collaboratively managing acutely ill, simulated patients;
however, all previous simulations were conducted only with
classmates and standardized simulation actors.

The survey data support that the learning objectives for
the intradisciplinary, high-fidelity simulation experience
were met. This simulation series allowed AGACNP stu-
dents to practice their role as health care delivery team
leaders with unfamiliar teammates before graduation and
moving into the workforce. Based on the survey data, the
experience provided AGACNP students the opportunity to
identify and practice leadership skills in stressful situations
with unfamiliar team members in a collaborative fashion.
The simulation exercise reinforced their views that a
cohesive team is necessary in caring for decompensating
patients. Furthermore, the data reflect that AGACNP
students found it helpful that the simulation experience
allowed them to practice communication skills with intra-
disciplinary health care team members. This experience
helped them recognize areas for ongoing improvement in
both their communication and leadership skills. Ultimately,
AGACNP students felt that the experience left them feeling
more confident in leading teams to care for critically ill
patients.

Based on the survey data, the simulation series also
introduced RN students to acute clinical situations that they
may encounter in clinical practice, assisted them in
identifying criteria for RRT activation, and provided them
with a safe environment for both didactic and experiential
learning. Furthermore, the data reflect that RN students
found it helpful that the simulation experience allowed
them to practice communication skills with intradiscipli-
nary health care team members and helped them recognize
areas for ongoing improvement in communication. In
addition, RN students found it helpful that the simulation
experience allowed them to work collaboratively as a health
care team while solidifying the necessity of a cohesive
health care team.
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Conclusion

Although relatively commonplace in acute care settings,
whether at the bedside or in advanced practice roles, nurses
and nurse practitioners must rely on critical thinking skills
during fast-paced, urgent-care situations, regardless of the
practice site or population served. Effective communication
and collaboration, by both team leader and team member, are
skills vital to the successful intradisciplinary management of
the acutely ill, unstable patients. Intradisciplinary simulations
are an effective learner-centered method of training that
allows students to build on existing knowledge through
experiences in which they must not only apply clinical skill
but also communicate clearly and effectively to succeed.

In this experience, both RN and AGACNP students
reported value in participating in intradisciplinary RRT
simulations. Furthermore, all learners identified that the
simulation experience assisted them in refining their
clinical skill, working with others in dynamic situations,
and communicating with members of the health care team.
This project serves to strengthen the body of literature that
supports the use of high-fidelity simulation for team
collaboration and communication training in high-stress
environments. Additional research should be aimed at
evaluating the benefit of simulated RRT intradisciplinary
training on clinical outcomes.
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Table 1 Simulation Scenario Diagnoses or Problems

Anaphylaxis
Acute arterial occlusion after cardiac catheterization
Acute mental status change secondary to narcotic overdose
Dysrhythmias Atrial fibrillation secondary to hypokalemia

Symptomatic bradycardia
Torsades des pointes
Unstable paroxysmal atrial fibrillation
Ventricular fibrillation
Ventricular tachycardia in hyperkalemia

Hemolytic transfusion reaction
Pulmonary embolus
Subdural hematoma
Sepsis with hyperactive delirium
Sepsis with hypoactive delirium
Tension pneumothorax
Transfusion-related acute lung injury
Venous air embolism
Vascular graft rupture

Appendix B

Table 2 Indications for Rapid Response Team Activation

Alterations in vital signs:
Respiratory rate <8 or >25 breaths per minute
Oxygen saturation <90% or a rapid increase in supple-
mental oxygen requirements
Heart rate <40 or >130 beats per minute
Change in heart rhythm with hemodynamic instability
Systolic blood pressure < 90 mmHg

Change in level of consciousness or mental status
Signs or symptoms of stroke
New onset of chest pain
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Table 3 AGACNP Student Survey Results

Survey Item Strongly Agree Agree Neutral Disagree Strongly Disagree

The simulation scenarios reflected a real-
life situation that I may experience as an
adult gerontology acute care nurse
practitioner.

81.8% (n ¼ 9) 18.2% (n ¼ 2) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience gave me the
opportunity to lead the management of
a challenging patient situation.

90.9% (n ¼ 1) 9.1% (n ¼ 1) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience helped me learn
how to diagnose and manage patients in
acute situations.

81.8% (n ¼ 9) 18.2% (n ¼ 2) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience helped me
recognize the skill set needed to lead a
challenging clinical scenario.

90.9% (n ¼ 1) 9.1% (n ¼ 1) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience allowed me to
work collaboratively as a team member.

90.9% (n ¼ 1) 9.1% (n ¼ 1) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience helped me
recognize the importance of a cohesive
health care team.

90.9% (n ¼ 1) 9.1% (n ¼ 1) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience provided me
with the opportunity to practice my
communication skills with other health
care team members.

81.8% (n ¼ 9) 18.2% (n ¼ 2) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience helped me
identify ways that I can improve my
communication with patients and health
care team members.

81.8% (n ¼ 9) 18.2% (n ¼ 2) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience made me more
confident in my ability to care for
patients in challenging situations.

81.8% (n ¼ 9) 18.2% (n ¼ 2) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

Data presented as raw numbers and percentages of the sample. Percentages rounded to the nearest tenth.

Note: AGACNP ¼ Adult gerontology acute care nurse practitioner.
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Table 4 RN Student Survey Results

Survey Item Strongly Agree Agree Neutral Disagree Strongly Disagree

The simulation scenario gave me the
opportunity to participate in the
management of a challenging patient
situation.

77.7% (n ¼ 29) 22.3% (n ¼ 101) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation scenarios reflected a
real-life situation that I may
experience as a registered nurse.

71.5% (n ¼ 93) 25.4% (n ¼ 33) 2.3% (n ¼ 3) 0.8% (n ¼ 1) 0% (n ¼ 0)

The simulation experience helped me
recognize signs and symptoms that
warrant a rapid response call.

73.1% (n ¼ 95) 26.2% (n ¼ 34) 0.8% (n ¼ 1) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience allowed me
to work collaboratively as a team
member.

74.6% (n ¼ 97) 23.8% (n ¼ 31) 1.5% (n ¼ 2) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience helped me
recognize the importance of a
cohesive health care team.

90.8% (n ¼ 118) 8.5% (n ¼ 11) 0.8% (n ¼ 1) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience provided me
with the opportunity to practice my
communication skills with other
health care team members.

63.1% (n ¼ 82) 34.6% (n ¼ 45) 2.3% (n ¼ 3) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience assisted me
in identifying ways that I can
improve my communication with
patients and health care team
members.

70.0% (n ¼ 91) 30.0% (n ¼ 39) 0% (n ¼ 0) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience helped me
recognize the skill set needed to
manage a challenging clinical
scenario.

66.2% (n ¼ 86) 32.3% (n ¼ 42) 1.5% (n ¼ 2) 0% (n ¼ 0) 0% (n ¼ 0)

The simulation experience made me
more confident in my ability to care
for patients in challenging
situations.

45.4% (n ¼ 59) 43.1% (n ¼ 56) 8.5% (n ¼ 11) 3.1% (n ¼ 4) 0% (n ¼ 0)

Data presented as raw numbers and percentages of the sample. Percentages rounded to the nearest tenth.

Note: RN ¼ registered nurse.
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