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I n 2000, the Institute of
Medicine (IOM) published a
call for action in the seminal
work To Err Is Human:

Building a Safer Health System.
Within this call for action was the
recommendation that health care
organizations incorporate safety
principles and systems to im -
prove patient safety. The safety
principles included promoting
effective teamwork and creating
learning environments. Simu -
lation is increasingly used in the
health care industry as a patient
safety tool (Gaba, 2004; Patterson,
Geis, Falcone, LeMaster, & Wears,
2013; Ziv, Small, & Wolpe, 2000).
Simulation scenarios provide
opportunities for health care pro-

fessionals to practice evidence-
based communication and team
coordination skills.

Interdisciplinary teamwork
has become essential because of
the growing complexity of health
care systems that requires teams of
experts to adapt to avoid error and
enhance safety (Burke, Salas,
Wilson-Donnelly, & Priest, 2004).
A team of experts does not auto-
matically create an expert team
(Burke et al., 2004). Nurses, physi-
cians, and other health care pro-
fessionals need preparation to
fully comprehend the importance

of teamwork and to develop skills,
knowledge, and attitudes regard-
ing communication, backup be -
havior, and cross-monitoring to
coordinate efforts toward a shared
goal (Weaver, 2011).

Literature Review

Sammer, Lykens, Singh, Mains,
and Lackan (2010) generated a
conceptual framework to guide
health care leaders in fostering a
culture of patient safety. Essential
constructs of the framework
included leadership, teamwork,
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In situ simulation is an education strategy that promotes patient safety and
enhances interdisciplinary teamwork. When a patient is experiencing an acute
health status change or a rapidly emerging condition, teamwork is necessary to
adequately and appropriately provide treatment. A unit-based quality improve-
ment project was designed to enhance these skills. In situ simulation was used
as the training venue for nurses and physicians to practice the techniques rec-
ommended in the evidence-based team-building model, TeamSTEPPS®.
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Objectives:

1. Discuss the importance of interdisciplinary teamwork in the clinical set-
ting.

2. Describe the impact in situ training for emergency situations may have on
RNs’ and urology residents’ perceptions of team performance.

Instructions for Continuing Nursing Education Contact Hours and Statements of Disclosure appear on page 46.
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evidence-based practice, com-
munication, and establishment
of a just culture that promotes
learning and is patient-centered.
Teamwork is a vital element of
organizations striving for high
reliability, wherein the actions of
nurses, physicians, and other
health care professionals must be
coordinated to achieve safe
patient care (Baker, Day, & Salas,
2006). 

Development of team learn-
ing and support of caregivers at
the point of care are paramount
for organizations promoting a
culture of safety (Roberts, Yu, &
van Stralen, 2004). Ideally, teams
that work together across disci-
plines are trained together to
optimize patient care (IOM,
2000). Although this joint train-
ing approach is a basic tenet, the
preferred mechanism for learn-
ing – and even the ideal curricu-
lum – is largely unknown.
Nonetheless, nurses and physi-
cians need to communicate and
collaborate as an interdiscipli-
nary team, including the use of
evidence-based communication
skills (Greiner & Knebel, 2003). 

Respectful communication
serves as a foundation for estab-
lishing partnerships between
persons by engaging them in an
information exchange that devel-
ops mutual understanding, shar -
ed knowledge, and consensus,
and also leads to identifiable
action (Schiavo, 2007). In gener-
al, nurses and physicians differ
in their communication styles.
According to Leonard, Graham,
and Bonacum (2004), nurses tend
to describe the patient’s response
to illness in the broad perspec-
tive using narrative language
while physicians seem to prefer
concise and direct statements.
Effective team performance and
positive patient outcomes rely on
communication that bridges these
style differences and creates a
shared mental model about the
patient’s situation. 

It is essential that nurses
effectively exchange information
with other health care providers

when critical changes occur in
the condition of patients to
ensure quality patient outcomes
and safety (Miller, Riley, & Davis,
2009). In a study designed to
assess for nursing behaviors
deemed necessary for optimal
interdisciplinary team function-
ing and communication, Miller
et al. (2009) reported that key
nursing behaviors were not con-
sistently observed during simula-
tion scenarios based on real
patient situations. 

Team training for core skills
and behaviors has been de -
scribed as a tool to achieve high
reliability in health care (Frankel,
Leonard, & Denham, 2006). The
U.S. Agency for Healthcare
Research and Quality (AHRQ)
(2008a) developed the training
program TeamSTEPPS® to im -
prove team performance in
health care through the key prin-
ciples of leadership, situation
monitoring, mutual support, and
communication. In a systematic
review of the literature on the use
of in situ simulation for continu-
ing education, Rosen, Hunt,
Pronovost, Federowicz, and
Weaver (2012) reported that
TeamSTEPPS® was one of the
established programs used for
teamwork training. Communi -
cation techniques recommended
by AHRQ (2008b) include a) situ-
ation, background, assessment,
and recommendation (SBAR)
technique, a structured approach
when relaying critical patient
information; b) call-out, assigning
tasks, and providing status re -
ports verbally to the entire
response team; and c) check-back
– instructions are repeated by the
receiver to ensure accurate
under standing. In addition, the
“CUS” words “I am Concerned,”
“I am Uncomfortable,” and “This
is a Safety issue” (p. 24) can
effectively communicate the seri-
ousness of a situation to the
receiver. 

Hobgood et al. (2010) con-
ducted a randomized controlled
trial of four team-training modal-
ities: didactic lecture, lecture

with audience response, role-
play, and human patient simula-
tion with nursing and medical
student teams. The investigators
found no significant difference in
outcomes to support that one
educational modality was better
than another. Each different
training group demonstrated sig-
nificant improvement in their
attitudes and knowledge of team-
work. Following a review of 29
articles, Rosen et al. (2012)
reported that in situ simulation
has demonstrated a positive im -
pact on learning. Simulation
tools range from simple models
and mannequins to high-tech
procedural and realistic interac-
tive patient simulators (Ziv et al.,
2000). 

Simulation training, most
commonly in a high-fidelity sim-
ulation center, has been identi-
fied as an accepted way to im -
prove team performance (Baker
et al., 2006). Simulation can also
be used in actual clinical work
units to provide additional op -
portunity to practice and embed
teamwork skills. In situ simula-
tion offers the distinctive ability
to explore the complexities of
clinical and interpersonal dy -
namics simultaneously (Guise et
al., 2010). Simulation also pro-
vides an environment for inter-
disciplinary teams to learn from
action reviews of near-miss situa-
tions, adverse events, or mistakes
made by the team (Ziv et al.,
2000). 

Local Problem
In 2009, several registered

nurses (RNs) and urology resi-
dents participated in patient sce-
narios focused on responding to
emergent patient conditions,
including sepsis and hemor-
rhage, at a high-fidelity simula-
tion training center (Klipfel et al.,
2011). The unit-based safety
team members recognized that
the knowledge and team-build-
ing skills learned during training
needed to be reinforced. In an
effort to build and sustain an
enhanced commitment to team-
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work and communication into
the everyday realities of the clin-
ical setting, the safety team chose
the education strategy of in situ
simulation. Cases were chosen
from interdisciplinary after-action
reviews, and urology resident
input was sought. In a previous
program using didactic, one-on-
one strategies, nurses reported an
increase in confidence and skill
in recognizing and responding to
a declining patient status
(Jacobson et al., 2010). 

Methods 

Quality Improvement
Questions 

The quality improvement
(QI) project was designed to
determine the impact of partici-
pation in an in situ training
emergency scenario on RNs’ and
urology residents’ perceptions of
team performance. Specific aims
included three of note.
• Can in situ simulation train-

ing improve the interdisci-
plinary team performance of
nurses and physicians in
their response to a simulated
patient experiencing an
acute status change (urosep-
sis) or emergent condition
(cardiopulmonary arrest)?

• Can in situ simulation be fea-
sibly implemented on an
inpatient general surgical
unit with interdisciplinary
team membership and satis-
factory trainee reaction? 

• Can in situ simulation serve
as a mechanism for practic-
ing evidence-based commu-
nication skills between nurs-
es and urology residents?

Ethical Issues
The focus of this QI project

was to improve the interdiscipli-
nary communication and team-
work on one general surgical
unit, and thus, was determined
to be exempt by the health care
facility’s institutional review
board. Participation was volun-
tary, and data were de-identified

and aggregated. The video was
stored on a private file on a
shared computer drive accessible
only to safety team members. The
clinical needs of currently hospi-
talized patients were carefully
considered in all training exercis-
es. The training did not interrupt
the normal patient flow or affect
patient staffing. It was under-
stood by all staff involved that
the simulation would be stopped
if an actual patient emergency
occurred on the unit during the
training. Unit emergency equip-
ment was not used so that the
equipment was available for any
real patient emergency. Identical,
duplicate equipment (see Table
1) was available through the
department of nursing, and
delivery was arranged by a nurse
education specialist. 

Instruments 
Two instruments were used

to measure project outcomes.
The Mayo High Performance
Teamwork Scale consisted of 16
critical behaviors considered
valuable in effectively managing

crisis situations (Malec et al.,
2007). The scale was developed
using a psychometric testing
approach. Malec et al. (2007)
reported that this scale demon-
strated “internal consistency and
construct validity by Rasch
analysis (person reliability =
0.77; person separation = 1.85;
item reliability = 0.96; item sepa-
ration = 5.04) and traditional
psychometric (Cronbach’s alpha
= 0.85) indicators” (p. 4). The
Mayo High Performance Team -
work Scale provided a method
for participants to rate the per-
formance of the team following
the training scenarios. Trending
the ratings for each behavior can
delineate the effectiveness of the
simulation activity for the pro-
gram planners and for direct
process improvements. In terms
of benefit to individuals, comple-
tion of the scale can increase
awareness of skills inherent in
high-performing teams and pro-
vide feedback on strengths and
weaknesses. 

Participants were also sur-
veyed about their reaction to the
training. The 10-question post-
satisfaction survey was devel-
oped by the quality improvement
project team leader to seek feed-
back about the scenario realism,
feelings of usefulness about the
training, and feelings about the
effectiveness of the training as a
tool to practice teamwork and
communication skills. The pur-
pose of the survey was to evalu-
ate the staff members’ percep-
tions regarding the development
of skills in managing emergent
patient situations. The survey
used a numerical scale ranging
from 1 = strongly disagree to 5 =
strongly agree.

Simulation Development
The nursing team developed

scenarios of de-identified patient
cases with help from the clinical
nurse specialist. Using the Plan,
Do, Study, Act (PDSA) process
improvement method (Institute
for Healthcare Improvement
[IHI], 2011), the team tested three

SERIES

Table 1. 
Equipment Used in the

Simulation

• Handheld digital recorder
• Tripod
• Basic mannequin
• Backboard
• AED cart (training)
• Emergency respiratory 

equipment (training)
– Blue respiratory bag adult

and child masks
– Resuscitation bag with mask

• Portable suction and tubing
• Pulse oximeter
• Temperature probe
• IV pumps
• IV fluids
• Noninvasive blood pressure cuff
• Urinary catheter
• Hospital bed

Notes: AED = automatic external
defibrillator; IV = intravenous.
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simulated medical emergencies
on a general surgical patient care
unit. The first iteration of the
simulation design was limited to
staff RNs. Following three PDSA
cycles, the interdisciplinary team
analyzed the suggestions of the
RNs and physicians, in situ sim-
ulation evaluations, and litera-
ture review results. These data
were used only to design the
training program. Enhancements
made to the process included a)
integration of the nursing bed-
side handoff using SBAR, b)
addition of urology residents as
participants, c) incorporation of
protected participation time for
RNs and urology residents, d) use
of scenarios of patients with
acute clinical deterioration, and
e) communication pathways
(pager and telephone) routinely
used by urology residents and
nurses to exchange information
that were written into the sce-
nario. Effective communication
was required to identify the
needed action. After the in situ
simulation scenario process was
well-defined, six training cycles
with urology residents and RN
teams were completed. The in
situ simulation process incorpo-
rated the major categories of
briefing, training scenarios, and
debriefing. The TeamSTEPPS®

guide (AHRQ, 2008b) was used
to facilitate development of the
three phases of the in situ simu-
lation.

Participants
An interdisciplinary partici-

pant roster was developed on the
basis of real-world availability of

staff (e.g., the charge nurse). The
four participant roles were
charge nurse, on-coming nurse,
off-going nurse, and on-call urol-
ogy resident. Nursing staff within
the first or second year of inde-
pendent practice, a charge nurse
with varying years of experience,
and postgraduate urology resi-
dents were selected on the basis
of convenience of schedule. As
the resident rotation changed, a
new resident and nursing group
participated in a training experi-
ence. The roles of simulation
team members were also defined
(see Table 2). The four members
of the simulation team were the
person doing the videotaping,
the training scenario facilitator,
the person whose voice was the
patient’s voice, and the facilitator
of orientation and debriefing.

Simulation Implementation 
Briefing. An unoccupied hos-

pital room was set up by the unit
safety team on the morning of the
training. Equipment was available
through the department of nurs-
ing, and delivery was arranged by
a nurse education specialist (see
Table 1). The in situ simulation
experience began with a brief
didactic session for all partici-
pants, discussion of TeamSTEPPS®

teamwork principles, and com-
pletion of the teamwork rating
scale. Participants were encour-
aged to practice the skills of lead-
ership, situation monitoring,
mutual support, and communica-
tion (AHRQ, 2008b) during the
training scenario and were told
that the training focus was on
communication and team work

skills. Participants were also
informed that the events in the
patient care room would be
videotaped for educational and
QI purposes. Orien tation to the
unoccupied patient care room,
the low-fidelity training man-
nequin, the patient voice, the
phone, use of the speaker setting,
the resident pager number, and
phone numbers to simulate a call
for all other needs, such as the
rapid response team and labora-
tories, were provided to partici-
pants. Calls made by the training
participants were an swered by
the facilitator of briefing and
debriefing on the portable phone.
After room orientation, the RNs
were given information about
their assigned patient and as
much time as they needed to
read and review the patient’s
clinical information. After this
briefing, the resident stayed on
the hospital unit and was avail-
able by the physician service
pager number. 

Scenarios. The primary dete-
riorating patient situation con-
cerned a case of evolving urosep-
sis after cystectomy. The second-
ary emergent experience was an
unresponsive patient in car-
diopulmonary arrest (see sce-
nario in Table 3). The scenario
started as two RNs conducted a
change-of-shift bedside report in
the patient room. Video record-
ing began with bedside handoff.
Members of the in situ simula-
tion team followed and directed
the scenario as needed. The sim-
ulation facilitator prompted sta-
tus changes, such as vital signs
that required nursing response,
and communication with team
members. Information was de -
signed to initiate communication
by the nurse with other nursing
staff, to page the service, or to
simulate a call to activate the
rapid response team. 

Debriefing. Participants re -
turned to the unit conference
room for debriefing of the train-
ing scenario led by the video
recorder (see Table 4). During
debriefing, the communication
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Table 2.
Simulation Participants and Team Member Responsibilities

Participants In Situ Simulation Team Members and Responsibilities

Charge nurse Voice of the patient 

On-coming nurse Team member responsible for videotaping 

Off-going nurse Team member responsible for prompting, giving
information, and directing the scenario as needed

Urology resident Team member responsible for orienting and debriefing 
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strategies introduced in the short
didactic session were discussed,
and video clips were shown to
highlight where the team per-
formed well or areas that high-
lighted improvement opportuni-
ties. This process was designed
to promote transparent thinking
and team communication. Parti -
ci pants were encouraged to
reflect on their experience, iden-
tify lessons learned, and give
feedback for improved team per-
formance. Most importantly, dis-
cussion centered on what team
principles could be applied to
patient care scenarios on the
unit.

Results 

Before and after the simula-
tion experiences, participants
were asked to conservatively rate
the 16 qualities of team perform-
ance using the Mayo High
Performance Teamwork Scale’s
three-point rating system: 0 =
rare to never; 1 = inconsistent;
and 2 = consistent (Malec et al.,
2007). 

A total of 23 staff consisting
of 18 RNs and five urology resi-
dents completed the QI project
activities. Mean scores were cal-
culated for each of the 16 items
on the Mayo High Performance
Teamwork Scale (Malec et al.,
2007) and pre- and post-scores
were compared. The mean score
of the Mayo High Performance
Teamwork Scale increased by 0.7
or greater for questions 5 (mem-
bers verbally communicate their
activities), 9 (situation awareness
is maintained when conflicts are
addressed), 12 (statements to
avoid error or ask for clarification
are accepted in a positive light),
and 15 (team persists in obtain-
ing a response to questions or
concerns to avoid error). There
was improvement in the mean
scores of high-performance team-
work behaviors for the other
questions except for questions 8
(active involvement by all team
members), 10 (during an emer-
gent event, roles are shifted as
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Table 3. 
Scenario Description

Scenario

At change of shift, the on-coming RN reviews patient plan of care.

A 70-year-old man with a history of hypertension and hyperlipidemia and a
diagnosis of bladder cancer had a cystoprostatectomy with neobladder 
formation five days ago. Most recent VS: temperature, 36.7° C; heart rate, 87
BPM; blood pressure, 115/76 mmHg; respiration rate, 16/min; oxygen satura-
tion, 97% on room air. Weight, 83.5 kg, up 0.5 kg from admission. Laboratory
tests: hemoglobin, 10.1 g/dL; hematocrit, 29.9%; RBC, 13.5´106/L; WBC,
6.8´109/L; sodium, 136 mEq/L; potassium, 3.5 mEq/L; bicarbonate, 20 mEq/L;
creatinine, 1.1 mg/dL; BUN, 26 mg/dL. 

Medications: Lisinopril, heparin, acetaminophen, oxycodone, and simvastatin.

Nurse-to-Nurse Bedside Handoff

The patient reports feeling tired and chilled. 
The RN should assess patient’s VS.
The narrator provides the new set of VS: temperature, 39.0° C; heart rate, 72
BPM; blood pressure, 103/61 mmHg; MAP, 75 mmHg; respiration rate,
20/minute. 

The RN should page the physician and use SBAR to communicate the patient
status. 
Acetaminophen is given, and blood for laboratory analysis is drawn as ordered
by physician.

Ongoing Assessment

The narrator describes that an hour has passed. The RN should reassess VS.

VS are temperature, 39.0° C; heart rate, 74 BPM; blood pressure, 99/55
mmHg; MAP, 70 mmHg; respiration rate, 28/minute; oxygen saturation, 76% on
4L/nasal cannula. Laboratory tests: hemoglobin, 9.5 g/dL; hematocrit, 27.6%;
RBC, 13.6´106/L; WBC, 23.3´109/L; sodium, 134 mEq/L; potassium, 3.3 mEq/L;
bicarbonate, 15 mEq/L; calcium, 4.71 mg/dL; creatinine, 1.8 mg/dL; BUN, 35
mg/dL.

The patient begins to report dyspnea. 

The RN should ask for help, call the physician, and simulate a call to the RRT.
The RN should use SBAR to communicate patient status. The simulated call
from the RN to the RRT would be answered by the simulation facilitator carry-
ing the portable phone. 

Scenario ends. The participants and scenario team members return to 
conference room for debriefing session. 

During the debriefing session, another staff member runs into the room yelling
that a patient needs help and is on the bathroom floor. The RN and physician 
participants respond and find the mannequin slumped on the toilet and 
nonresponsive. Participants are instructed to respond as if the mannequin were
a real person. A simulated call for a medical emergency is placed to the 
simulation facilitator. Participants must bring the reserved emergency 
equipment and initiate CPR. 

The scenario ends. The debriefing session resumes.

Notes: BPM = beats per minute; BUN = blood urea nitrogen; CPR = cardiopul-
monary resuscitation; MAP = mean arterial pressure; RBC = red blood cell count;
RN = registered nurse; RRT = rapid response team; SBAR = situation, background,
assessment, and recommendation; VS = vital signs; WBC = white blood cell count.
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necessary), and 11 (members
asked for clarity of directions as
needed) where the pre- and post-
training mean scores were simi-
lar. These data suggested that the
aims of this QI project were met.
For aim #1, the in situ simulation
training improved the interdisci-
plinary team performance of nurs-
es and physicians in a training
exercise of a simulated patient
experiencing an acute status
change and emergent condition. In
regard to aim #3, the in situ simu-
lation training provided a mecha-
nism for nurses and urology resi-
dents to practice evidence-based
communication skills. 

In addition, after the simula-
tion experience, participants
were invited to complete the 10-
question survey to assess their
reactions to the in situ simulation
experience. Mean score for all 10
questions in the post-ranking sat-
isfaction survey ranged from 4.04
to 4.78 (on a scale of one to five)
(see Figure 1). Each participant
agreed or strongly agreed that the
training was useful, the scenario
was realistic, and the debriefing
enhanced learning. In addition,
83% agreed or strongly agreed
that the training prompted realis-
tic responses, with 87% agreeing
or strongly agreeing that the in
situ experience improved their
confidence in emergency code
situations. All participants also
agreed or strongly agreed that the
training was effective for practic-
ing handoffs using SBAR and
believed the training’s effective-
ness was enhanced by the sponta-
neous nature of the scenario.
These data suggested the quality
improvement aim #2 was met. In
situ simulation was feasibly
implemented on an inpatient gen-
eral surgical unit with interdisci-
plinary team membership and
satisfactory participant reaction
was achieved. Participants’ com-
ments included the following: 
• “Builds confidence in our

team, more trust that we can
work well together. This was
helpful as some principles of
teamwork need to be recog-

Table 4. 
Debriefing Discussion Points

• Did participants demonstrate correct use of SBAR communication structure
in the handoff among team members? 

• What teamwork principles and communication strategies were demonstrat-
ed by the RNs and urology resident (e.g., leadership, situation monitoring,
mutual support, communication)?

• What principles and communication strategies could be improved?

• Feedback from the RNs and urology resident regarding what went well and
what should be changed in future simulation scenarios.

Notes: RN = registered nurse; SBAR = situation, background, assessment, and
recommendation.

Figure 1.
Training Evaluation

M
ea

n 
S

co
re

4.70 4.26

4.22

4.65

4.78 4.17

4.65

4.65

4.04

4.61

5.0

4.0

3.0

2.0

1.0

0.0
Q#1 Q#2 Q#3 Q#4 Q#5 Q#6 Q#7 Q#8 Q#9 Q#10

Questions

Q#1 Overall, this training was useful.
Q#2 This training prompted realistic responses from me.
Q#3 The patient scenario was realistic.
Q#4 The post-simulation debriefing enhanced my learning.
Q#5 It makes sense to use simulation training to discuss teamwork principles.
Q#6 This training improved my confidence with code situations.
Q#7 This training was effective for practicing SBAR handoff.
Q#8 This training was an effective way to introduce high-reliability teamwork

behaviors and principles.
Q#9 This training increased my efficiency with location and application of

emergency equipment.
Q#10 The spontaneous nature of this simulation training increased its

effectiveness.

Note: SBAR = situation, background, assessment, and recommendation.

Legend
Figure 1. Simulation Training Evaluation Results. A score of 1 indicates strongly disagree; 2,
disagree; 3, neutral; 4, agree; and 5, strongly agree. SBAR indicates situation, background,
assessment, and recommendation.
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nized from simulation – not
just discussion.” 

• “It was great to have a physi-
cian involved to get an inter-
disciplinary view. Good for
recognizing what you can do
to help the team work more
effectively.” 

• “[It was] great interacting
with nursing staff. Clinical
scenarios were realistic with
real vitals, labs, etc.” 

• “Good to talk over scenarios
and analyze critically.” 

• “[It was] great to watch the
videos immediately.”

• “Would be extremely useful
for all nursing, resident, and
allied staff.”

Discussion 

In situ simulation training
experiences provided the interdis-
ciplinary team the opportunity to
practice the skills of high-perform-
ing teams and to reflect on and
evaluate their own performance.
The interdisciplinary team per-
formance of nurses and urology
residents was enhanced by
responding to a simulated patient
having an acute status change and
emergent condition, as suggested
by improved scores on the Mayo
High Performance Teamwork
Scale (Malec et al., 2007). The
improvements in questioning and
in speaking up during the training
experience were encouraging
because these actions create a
shared mental model among team
members, and therefore, are criti-
cal to enhancing patient safety. In
situ simulation training was feasi-
bly implemented with satisfactory
trainee reaction on an inpatient
general surgical unit with interdis-
ciplinary team membership. The
in situ simulation training served
as a mechanism for practicing evi-
dence-based communication skills
among the nurses and residents.

The positive impact on team
performance with one surgical
specialty supports the value in
expanding the in situ training
experience to two other surgical
specialties that have patients on
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the nursing unit. To improve the
safety of patient care, nurse lead-
ers must continually develop
“cohesive, structured relation-
ships within interdisciplinary
teams” (Miller et al., 2009, p.
248). However, teams in health
care lack stability of membership
and consistent leadership; these
observations represent major bar-
riers to achieving highly reliable
care (Miller et al., 2009). In addi-
tion, the dynamic nature of unit
staffing creates endless possibili-
ties for team composition on a
daily basis. The present scenario
design limits the number of par-
ticipants to four in an effort to
provide each an active role in the
emergent situation. Because the
scenarios are conducted once per
change of resident rotation, it will
take two or three years before all
of the unit’s nursing staff have the
opportunity to participate. 

The nature of in situ training
increases the feasibility of repli-
cating the training in an ongoing
manner with other specialty
groups. Training may be best
implemented in small groups
because the team can practice
repetitively until its members
observe that behaviors have
become normalized in their work
unit (Musson & Helmreich, 2004).
Anecdotally, the safety team
developed confidence and effi-
ciency in facilitating the training
over the course of the training
cycles. They became comfortable
with participating in the peer-to-
peer human factors of teamwork
and communication discussions,
which further add value as they
practice in the work unit when
these situations unfold with real
patients. The basic elements of
the training could be used with
scenario modifications according
to differing clinical conditions.
With respect to time required for

the training, this in situ model
ranged from 100 to 115 minutes.
The unit’s safety team will con-
tinue to use this format to
improve communication and
teamwork on the basis of the
actual patient scenarios on the
unit, with focus on applying
learning prospectively to similar
real clinical scenarios. 

Summary 

The education strategy of in
situ simulation training has been
effective in building interdiscipli-
nary teamwork and nursing staff
confidence in managing emer-
gency situations on our surgical
unit. The initial success has pro-
vided the evidence to support
expanding the training to addi-
tional surgical specialty physi-
cians on the nursing unit. 

Simulation holds great prom-
ise for training individuals and
teams of diverse health care pro-
fessionals in the current work-
force and in the workforce of the
future. In health care environ-
ments, implementation of effec-
tive teamwork strategies requires
that team training is not the sole
element; however, it must be
instituted interdependently with
a fair and just culture and visible,
engaged leadership (Frankel et al.,
2006). 
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