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SUMMARY 

 

 Providing high-quality clinical experiences to prepare students for the 

complexities of the current health-care system has become a challenge for nurse 

educators. Additionally, there are concerns that the current model of clinical practice 

is suboptimal. Consequently, nursing programs have explored the partial replacement 

of traditional in-hospital clinical experiences with a simulated clinical experience. 

Despite research demonstrating numerous benefits to students following participation 

in simulation activities, insufficient research conducted within Québec exists to 

convince the governing bodies (Ordre des infirmières et des infirmiers du Québec, 

OIIQ; Ministère de L’Éducation supérieur, de la Recherche, de la Science et de la 

Technologie) to fully embrace simulation as part of nurse training. The purpose of 

this study was to examine the use of a simulated clinical experience (SCE) as a 

viable, partial pedagogical substitute for traditional clinical experience by examining 

the effects of a SCE on CEGEP nursing students’ perceptions of self-efficacy 

(confidence), and their ability to achieve course objectives. The findings will 

contribute new information to the current body of research in simulation. The specific 

case of obstetrical practice was examined.  

 

 Based on two sections of the Nursing III-Health and Illness (180-30K-AB) 

course, the sample was comprised of 65 students (thirty-one students from section 

0001 and thirty-four students from section 0002) whose mean age was 24.8 years. 

With two sections of the course available, the opportunity for comparison was 

possible. A triangulation mixed method design was used. An adapted version of 

Ravert’s (2004) Nursing Skills for Evaluation tool was utilized to collect data 

regarding students’ perceptions of confidence related to the nursing skills required for 

care of mothers and their newborns. Students’ performance and achievement of 

course objectives was measured through an Objective Structured Clinical 

Examination (OSCE) consisting of three marked stations designed to test the 

theoretical and clinical aspects of course content. The OSCE was administered at the 
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end of the semester following completion of the traditional clinical experience. 

Students’ qualitative comments on the post-test survey, along with journal entries 

served to support the quantitative scale evaluation. 

 

 Two of the twelve days (15 hours) allocated for obstetrical clinical experience 

were replaced by a SCE (17%) over the course of the semester. Students participated 

in various simulation activities developed to address a range of cognitive, 

psychomotor and critical thinking skills. Scenarios incorporating the use of human 

patient simulators, and designed using the Jeffries Framework (2005), exposed 

students to the care of families and infants during the perinatal period to both reflect 

and build upon class and course content in achievement of course objectives and 

program competencies. Active participation in all simulation activities exposed 

students to Bandura’s four main sources of experience (mastery experiences, 

vicarious experiences, social persuasion, and physiologic/emotional responses) to 

enhance the development of students’ self-efficacy. 

 

 Results of the pre-test and post-test summative scores revealed a statistically 

significant increase in student confidence in performing skills related to maternal and 

newborn care (p< .0001) following participation in the SCE. Confidence pre-test and 

post-test scores were not affected by the students’ section. Skills related to the care of 

the post-partum mother following vaginal or Caesarean section delivery showed the 

greatest change in confidence ratings. OSCE results showed a mean total class score 

(both sections) of 57.4 (70.0 %) with normal distribution. Mean scores were 56.5 

(68.9%) for section 0001 and 58.3 (71.1%) for section 0002. Total scores were 

similar between sections (p=0.342) based on pairwise comparison. Analysis of OSCE 

scores as compared to students’ final course grade revealed similar distributions. 

Finally, qualitative analysis identified how students’ perceived the SCE. Students 

cited gains in knowledge, development of psychomotor skills and improved clinical 

judgement following participation in simulation activities. These were attributed to 

the “hands on” practice obtained from working in small groups, a safe and authentic 
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learning environment and one in which students could make mistakes and correct 

errors as having the greatest impact on learning through simulation. 

 



 

 

 

RÉSUMÉ 

 

 Il est de plus en plus difficile pour les éducatrices et éducateurs en soins 

infirmiers de fournir une expérience clinique adéquate dû à la complexité de notre 

système de santé actuel. De plus, ces derniers soulèvent des préoccupations 

concernant le modèle actuel relié à la pratique clinique qui pourrait s’avérer sous-

optimal. Par conséquent, les divers programmes de soins infirmiers ont exploré la 

possibilité de remplacer partiellement  les expériences cliniques hospitalières par des 

expériences cliniques de simulation. Malgré l’existence de résultats, les recherches 

démontrent les bénéfices apportés aux étudiants grâce aux activités de simulation. 

Néanmoins, de nombreuses recherches ont été réalisées  au Québec afin de 

convaincre les corps administratifs, entre autre : L’Ordre des infirmières et des 

infirmiers du Québec (OIIQ). Le  Ministère de L’Éducation Supérieur, de la 

Recherche, de la Science et de la Technologie, d’adopter ces outils de simulation dans 

les programmes de formation en soins infirmiers. L’objectif de cette étude est 

d’établir la viabilité concernant l’utilisation de ces expériences cliniques simulées 

(ECS) comme outils de remplacement à l’expérience clinique en milieu hospitalier. 

Ceci nous permettra d’examiner les effets de l’ECS sur la perception des étudiants de 

soins infirmiers du CEGEP, leur auto-efficacité (confiance en soi) et leur habileté à 

atteindre les objectifs académiques requis. Ces recherches permettront ainsi 

d’acquérir de nouvelles données dans le domaine de la simulation. Cette présente 

recherche s’est penchée sur les soins infirmiers prodigués en obstétrique. 

 

 Basé sur les deux sections du cours Nursing III-Health and Illness (180-30K-

AB), la population étudiée comportait 65 étudiants (trente-et-un étudiants de la 

section 0001 and trente-quatre étudiants de la section 0002), d’un âge moyen de 24.8 

ans. L’analyse des deux sections distinctes offrit la possibilité d’une étude 

comparative. Nous avons utilisé une méthode de triangulation mixte et en plus nous 

avons aussi utilisé une version adaptée de l’outil ‘’Nursing Skills for Evaluation’’ par 

Ravert (2004). Ceci nous permis d’amasser des données sur le niveau de confiance 

des étudiants concernant les compétences requises dans le traitement de mères et des 

nouveaux nés. L’habileté des étudiants à remplir les objectifs académiques fut 

évaluée à l’aide d’un « Objective Structured Clinical Examination » (OSCE). 

L’OSCE se composait de trois stations permettant d’évaluer le contenu théorique et 

clinique du cours. Il fut administré à la fin du semestre clinique en obstétrique. 

L’évaluation quantitative contenait un volet qualitatifs et des compte rendus (journal) 

des étudiants. 

 



7 

 Deux des douze jours du semestre (15 heures) allouées à l’expérience clinique 

furent remplacées par un  ECS (17%). Les étudiants  participèrent  à une variété 

d’activités afin d’évaluer leurs capacités cognitives, critiques et psychomotrices. 

Différent scénarios firent appel à l’utilisation du simulateur humain et utilisant le 

Jeffries Framework (2005) qui exposa les étudiants aux soins de la famille et aux 

soins des enfants durant la période périnatale. Ceci eu pour but d'enrichir le contenu 

du cours et d’atteindre les objectifs académiques fixés. La participation des étudiants 

aux activités de simulation les exposèrent aux quatre sources d’expérience de 

Bandura qui sont : la maîtrise de l’expérience, l’expérience délégué, la persuasion 

sociale et la réponse physiologique et émotionnelle; ayant comme résultat 

l’amélioration du développement d’auto-efficacité. 

 

 Les résultats cumulatifs d’avant et d’après tests révélèrent une différence 

statistiquement significative dans l’amélioration du niveau de confiance des étudiants 

et en leur habiletés par rapport aux soins maternelles et du nouveau- né (p < .0001) 

suite à la participation au ECS. Les niveaux de confiance reliés aux résultats d’avant 

et d’après test ne furent pas affectés par l'appartenance des étudiants aux différentes 

sections. Les compétences reliées aux soins des mères post-partum suite à un 

accouchement vaginale ou par césarien démontèrent un plus grand changement de 

confiance. Les résultats  démontèrent une moyenne de 57.4 (70.0 %) (section  

combinée) et avec une distribution normale. Le score moyen de la section 0001 est de 

56.5 (68.9%) et de 58.3 (71.1%) pour la section 0002. Les scores furent similaires 

dans les deux sections (p = 0.342) étant basé sur une comparaison par paires. 

L'analyse des scores de l’OSCE révèlent une distribution similaire. Finalement, une 

analyse quantitative établit la perception des étudiants envers le ECS. Ces derniers 

mentionnèrent avoir fait des gains en connaissance, en développement psychomoteur 

et une nette amélioration dans leur jugement clinique à la suite des activités de 

simulations. Ces résultats furent attribués à la pratique appliquée obtenue via des 

groupes de petite taille, un environnement d’apprentissage sûr, authentique et dans 

lequel les étudiants  eurent la possibilité de faire des erreurs et ainsi les corriger. 

 



 

 

 

TABLE OF CONTENTS  

 

SUMMARY ................................................................................................................. 3 

RÉSUMÉ ...................................................................................................................... 6 

LIST OF TABLES .................................................................................................... 11 

LIST OF FIGURES .................................................................................................. 12 

LIST OF ABBREVIATIONS, INITIALISMS AND ACRONYMS ..................... 13 

ACKNOWLEDGEMENTS ...................................................................................... 14 

DEDICATION ........................................................................................................... 15 

CHAPTER ONE:  PROBLEM STATEMENT ...................................................... 16 

1.         Introduction ..................................................................................................... 16 

2.         Educational Context  ....................................................................................... 18 

CHAPTER TWO:  CONCEPTUAL FRAMEWORK .......................................... 21 

1.         Simulation Framework: Pamela R. Jeffries .................................................... 21 

             1.1 Educational Practices ............................................................................... 21 

             1.2 Teacher Factors ........................................................................................ 22 

             1.3 Student Factors ......................................................................................... 22 

             1.4 Simulation Design Characteristics ........................................................... 22 

                    1.4.1 Objectives ....................................................................................... 22 

                    1.4.2 Fidelity ........................................................................................... 22 

                    1.4.3 Complexity ..................................................................................... 23 

                    1.4.4 Cues ................................................................................................ 23 

                    1.4.5 Debriefing ...................................................................................... 23 

             1.5 Outcomes ................................................................................................. 23 

2.          Bandura’s Social Cognitive Theory ............................................................... 24 

3.          Experiential Learning: Benner and Dewey .................................................... 26 

CHAPTER THREE:  LITERATURE REVIEW ................................................... 28  

1.         Introduction ..................................................................................................... 28 

2.         Self-Efficacy ................................................................................................... 31 

3.         Critical Thinking ............................................................................................. 33 

4.         Knowledge and Performance .......................................................................... 36 



9 

5.         The Simulated Clinical Experience ................................................................. 38 

6.         Summation ...................................................................................................... 41 

CHAPTER FOUR:  METHODOLOGY ................................................................ 43 

1.        Research Design ............................................................................................... 43 

2.        Participants ....................................................................................................... 44 

3.        Instrumentation ................................................................................................ 44 

           3.1 Data Collection: Part One .......................................................................... 44 

           3.2 Data Collection: Part Two .......................................................................... 46 

           3.3 Data Collection: Part Three ........................................................................ 47 

4.        Procedure.......................................................................................................... 47 

           4.1 The Simulated Clinical Experience (SCE) ................................................. 47 

           4.2 The Objective Structured Clinical Examination (OSCE) .......................... 49 

5.        DATA ANALYSIS .......................................................................................... 51 

           5.1 Quantitative Analysis ................................................................................. 51 

           5.2 Qualitative Analysis ................................................................................... 52 

CHAPTER FIVE: PRESENTATION OF RESULTS ........................................... 53 

1.        Characteristics of the Sample ........................................................................... 53 

2.        Quantitative Analysis of Data .......................................................................... 54 

           2.1 Pre-test and Post-test Surveys .................................................................... 54 

           2.2 Objective Structured Clinical Examination (OSCE) Scenario Scores ....... 55 

           2.3 Chi Square Analysis ................................................................................... 58 

           2.4 Pearson r Correlation Coefficient............................................................... 58 

3.        Qualitative Analysis of Data ............................................................................ 59 

           3.1 Post-test Survey .......................................................................................... 59 

                 3.1.1 Student Perceptions following the Simulated Clinical Experience .. 59 

                          3.1.1.1 Knowledge Construction ....................................................... 59 

                          3.1.1.2 Psychomotor Skills ............................................................... 61 

                          3.1.1.3 Clinical Judgement ................................................................ 61 

                 3.1.2 Influential Components of the Simulated Clinical Experience ......... 62 

                          3.1.2.1 Small Groups ......................................................................... 62 

                          3.1.2.2 Immediate Feedback ............................................................. 63 

                          3.1.2.3 Safe Environment .................................................................. 63 

            3.2 Student Journals ........................................................................................ 64 



10 

                  3.2.1 Realism ............................................................................................. 64 

CHAPTER SIX: DISCUSSION ............................................................................... 69 

1.        Introduction ...................................................................................................... 69 

2.        Research Question 1 ......................................................................................... 70 

           2.1 Do SCEs increase the self-efficacy of second year nursing students 

entering the obstetrical clinical setting?   ........................................................ 70 

3.        Research Question 2 ......................................................................................... 72 

3.1 What aspects of the SCE affect students’ perceptions of self-efficacy?....72 

4.        Research Question 3 ......................................................................................... 75 

4.1 Does partial substitution of traditional clinical experiences with a SCE 

allow students to meet course objectives?  ...................................................... 75 

5.        Limitations and Future Considerations ............................................................ 78 

6.        Conclusion ....................................................................................................... 80 

BIBLIOGRAPHICAL REFERENCES .................................................................. 82 

APPENDIX A – Nursing III: Health and Illness 180-30K-AB Course Objectives ... 88 

APPENDIX B – John Abbott College Nursing 180.AO Program Competencies ..... 94 

APPENDIX C – Self-Efficacy for Nursing Skills Evaluation Tool ........................ 102 

APPENDIX D – Objective Structured Clinical Examination Scenarios ................. 107 

APPENDIX E – Simulated Clinical Experience: Simulation Scenarios ................. 126 

APPENDIX F – SPSS and Microsoft Excel Statistical Analysis ............................ 139 

APPENDIX G – Ethics Form .................................................................................. 149 

APPENDIX H – Ethics Certificate: Pearsall (nee Husselton)   ............................... 157 

 

 



 

 

 

LIST OF TABLES 

 

Table 1           OSCE Scores for Individual Scenarios for all Subjects ....................... 56 

Table 2           Mean Total OSCE Scores for each Class Section (0001, 0002) .......... 57 

 



 

 

 

LIST OF FIGURES 

 

Figure 1           Pre-Questionnaire Self-Efficacy Total Scores ...................................  55 

Figure 2           Post-Questionnaire Self-Efficacy Total Scores .................................. 55 

Figure 3           OSCE Total Scores: Mean and Student Distribution ......................... 56 

Figure 4           Mean Scores for OSCE Scenarios by Exam Groups .......................... 57 

Figure 5           Histogram of Students’ Scores: OSCE and Final Course Grade ........ 58 

 



 

 

 

LIST OF ABBREVIATIONS, INITIALISMS AND ACRONYMS 

 

ANOVA    Analysis of Variance 

 

AT             Administrative Technician 

 

CEGEP     College d’Enseignement General et Professionnel 

 

DEC          Diplôme d’Ḗtudes Collègiales 

 

DEC-BN   CEGEP-University Integrated Nursing Program 

 

HPS           Human Patient Simulators (Simulation) 

 

MUHC      McGill University Health Center  

 

NCLEX     National Council Licensure Examination 

 

OIIQ         Ordre des Infirmiéres et des Infirmiers du Québec 

 

OSCE        Objective Structured Clinical Examination 

 

SCE           Simulated Clinical Experience 

 

SPSS         Statistical Package for the Social Sciences (SPSS Inc., version 22, 2013) 

 



 

 

 

ACKNOWLEDGEMENTS 

 

 My journey throughout the Master Teacher Program has been long, insightful 

and not without its challenges. It has allowed me to develop professionally as an 

educator and shown me that it is not the destination that is important but the 

experiences and friendships that are made along the way.   

 I would like to express my sincere gratitude to the entire Nursing Faculty of 

John Abbott College for their support and commitment to my project. It is a joy and a 

pleasure to work with such a dedicated team of professionals.   

 To Jeanne Kunz (Administrative Technician) and Sandy Lecouffe (Lab 

Technician); your participation and input were indispensable.  

 A special thank you to three invaluable colleagues: Cynthia Van Vliet, Erica 

Schneider and Maria Perron. Your expert knowledge, educational experiences and 

passion for obstetrical nursing were key to the successful outcome of this project.  

 I would like to thank Dave Ellis and Eve Bowder, representatives of Gaumard 

Scientific for providing me with the additional new born simulators necessary for the 

OSCE testing. 

 I would also like to express my gratitude to my supervisor, Dianne Bateman, 

for her support and guidance throughout the research component of the Master 

Teacher Program. Her technical and editorial advice was essential to the completion 

of this paper and has taught me many lessons on the workings of academic research. 

 Last, but not least, I would like to thank the John Abbott College Nursing 

Classes of 2016 and 2017 for their eager participation and sincere efforts in helping 

me to achieve my goals! 



 

 

 

DEDICATION 

 

This Master’s Paper is dedicated to my husband, David, whose unfailing love and 

support made it all possible in the first place 

  



 

 

 

CHAPTER ONE 

 

 PROBLEM STATEMENT 

 

1.       INTRODUCTION 

 

 An increasingly complex health care system including advances in medical 

technology, more complicated disease states and higher patient acuity
1
 is requiring 

more competencies of today’s graduating nurses. Employers are expecting that new 

nurses are ready to function in technologically sophisticated environments and with 

patients who now present with greater co-morbidities
2
. In addition, faculty shortages, 

hospitals restricting (or limiting) both student activity and numbers on the units due 

to patient safety initiatives, and diminishing numbers and availability of appropriate 

clinical placements are challenging nurse educators to ensure adequate clinical 

experiences for students (Harder, 2015; Hayden, Smiley, Alexander, Kardong-Edgren 

& Jeffries, 2014; Jeffries 2005). Limited patient contact and shortened hospital stays 

have reduced the exposure students are receiving to various disease processes and 

patient care situations. 

 

  Further, the conventional model for clinical practice (one instructor 

supervising 8-12 students who each care for 1-2 patients) dates back to the 1930’s 

and many faculty continue to teach by this same means (Ironside, 2001). However, 

research suggests that this current model of clinical placement is suboptimal. 

Polifroni, Packard, Shah and MacAvoy (1995) found that only 44% of the students’ 

time in the clinical setting was spent providing direct patient care. They further noted 

that only 25% of the students’ time was spent in the presence of the clinical instructor 

and co-assigned nurse combined suggesting that 75% of the students’ time was 

                                                           
1
 Acuity is a medical definition for “the level of severity of an illness” 

2
 Co-morbidities are the presence of one or more additional disorders (or diseases) co-occurring with a 

primary disease or disorder. 
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without guidance. In addition, busy nursing units left the clinical instructor 

responsible for the care needs of the patient rather than the learning needs of the 

student. As such, little opportunity was available for clinical instructors to assist 

students with clinical judgement skills. Ironside and McNelis (2010) showed that 

70% of faculty spent the majority of their time observing students performing 

psychomotor skills. 10% of faculty reported that they spent the majority of their time 

questioning students to assess their grasp of their patients’ clinical status and only 

13% of faculty reported spending the majority of their time assisting students to 

synthesize clinical information or assessment findings. Students reported that they did 

not have enough individual time with the clinical instructor (Hartigan-Rogers, 

Cobbett, Amirault & Muise-Davis, 2007). Further aggravating the poor learning 

context  was sleep deprivation due to late nights of studying followed by early 

morning clinical shifts, inflexible clinical schedules (Norman, Buerhaus, Donelan, 

McCloskey & Dittus, 2005), and lack of consistency among clinical faculty (Hickey, 

2010). Most students desired a more satisfying clinical learning environment than 

what they currently experienced (Papathanasiou, Tsaras & Sarafis, 2014).  

 

 Hence, to ensure that graduate nurses are professionally prepared to face the 

complex health care system, new educational approaches must be considered. One 

such approach to meeting these educational challenges involves using a Simulated 

Clinical Experience (SCE) incorporating low, medium and high fidelity simulation.  

However, despite the growing body of evidence demonstrating the benefits to 

students following participation in simulation activities, many educational institutions 

remain unconvinced to replace traditional clinical experiences with simulation 

experiences (Harder, 2015).  
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2.  EDUCATIONAL CONTEXT 

 

John Abbott College, one of the 5 English language CEGEPs (Collège 

d’enseignement général et professionnel) in Québec is located in Sainte- Anne- de-

Bellevue on the West Island of Montreal. Since John Abbott welcomed its first 

students in 1971, enrolment has continued to increase with current student numbers 

of more than 5,700 students in the day division and about 2,000 students in the 

Continuing Education Division. John Abbott College offers two types of programs: 

two-year pre-university programs that prepare students for entry into university, and 

three-year career or professional programs designed to lead directly to the work force 

(johnabbottqcca.2016b). The professional Nursing Program is designed to meet the 

Nursing competencies as outlined by the Ministère de l’Éducation supérieur, de la 

Recherche, de la Science et de la Technologie and prepare students to meet the 

demands of an increasingly complex health care system. It currently offers courses 

towards the 3 year DEC ((Diplôme d’études collégiales) and DEC-BN (CEGEP-

University Integrated Nursing Program) within the Day Division Program as well as a 

Professional Integration program for internationally educated nurses and a refresher 

program for registered practical nurses through the Continuing Education Division 

(johnabbottqcca.2016a).  

 

The mission of John Abbott College states it is to provide an excellent 

education for students within a stimulating learning environment. It is dedicated to 

the development of students’ abilities to formulate and articulate informed intellectual 

and ethical decisions with the development of skills necessary to respond to the 

requirements of employers and society. John Abbott College has a commitment to 

innovative pedagogy. The college’s strategic plan states its commitment to student 

success through enhanced learning opportunities and environments, as well as 

supporting diverse learning opportunities, pedagogical approaches and environments 

that promote the development of critical thinking both inside and outside the 

classroom.  
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Commensurate with this, John Abbott College invested substantial resources 

and continued support towards the Nursing curriculum for the development of a 

Simulation Center (including five life-size Human Patient Simulators) within the new 

Health Sciences Building in the fall of 2013. This was partially motivated by various 

studies reporting benefits of student participation in simulation as part of their 

curriculum (Bremner, Aduddell, Bennett, & VanGeest, 2006; Parr & Sweeney, 2006; 

Rhodes & Curran, 2005). Since then, members of the nursing faculty have gradually 

integrated the use of simulation into classroom and laboratory teaching.  

 

In the fall term of 2014, given the availability of the above noted 

infrastructure as well as motivated by the lack of clinical space availability within 

regional hospitals to host nursing student placements, a pilot project was initiated to 

substitute a Simulated Clinical Experience (SCE) in lieu of traditional clinical 

obstetrical setting hours. In their second year of study, students spent two of their 

twelve allocated clinical days in the simulation center (17% of their clinical time). 

Simulation activities incorporating human patient simulators (HPS) were designed to 

introduce students to the care of families and infants during the perinatal period. Such 

activities both reflect and build upon class and course content in achievement of 

course and program competencies. Scenarios were designed using the framework 

developed by Pamela R. Jeffries (2005) (See Chapter Two: Conceptual Framework 

for details). Student feedback following participation in the SCE in fall of 2014 was 

overwhelmingly positive as students felt that the SCE enabled them to:  

 

1. Consolidate classroom content;  

2. Gain greater perspective on patient management from admission through  

discharge;  

3. Be exposed to high-risk scenarios that students rarely have the opportunity to see 

in their clinical placements;  

4. Enhance critical thinking skills; 
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5. Develop increased confidence with many aspects of maternal and newborn care 

(especially in regards to assessment and teaching). 

 

 Students further noted that the SCE allowed them to practice and make 

mistakes in a safe, non-threatening environment.  Some problems were raised in that 

students reported difficulty communicating with the simulator and this, on occasion, 

impacted their performance. Nonetheless, as a whole the students’ weekly journals 

indicated they perceived the SCE to be an enjoyable and effective learning tool. In 

addition, students’ comments in their course evaluations included requests for more 

simulation, particularly in combination with the classroom. They noted that the SCE 

reinforced their learning and prepared them better to meet the challenges they face in 

the clinical setting. Many of the above stated positive perceptions have been voiced in 

prior studies by Bremner et al., 2006; Parr & Sweeney, 2006; Rhodes & Curran, 

2005; McCallum, 2007; and McCaughey & Traynor, 2010. Due to the success of the 

pilot project, Nursing Faculty members voted in favor of continuing the use of the 

SCE as partial substitution for traditional clinical hours for the winter term 2015 

semester in the areas of Surgery and Psychiatry. Again, additional pragmatic reasons 

motivated this: that is, the amalgamation of the Royal Victoria Hospital, Montreal 

Children’s Hospital and Shriner’s Hospital into the new McGill University Health 

Center (MUHC) which would further reduce availability of clinical experience sites 

for nursing students. 



 

 

 

CHAPTER TWO 

 

CONCEPTUAL FRAMEWORK 

 

1.   SIMULATION FRAMEWORK: PAMELA R. JEFFRIES 

 

  Jeffries (2005) presents a simulation framework (developed based on 

theoretical and empirical literature) that can be used by teachers to design, implement 

and evaluate simulations used for nursing education. The model is composed of five 

major components:  educational practices, teacher factors, student factors, simulation 

design characteristics and outcomes, of which inter-relationships among the 

components is essential if educational objectives and outcomes are to be met.  

 

1.1 Educational Practices 

 

The model promotes an active learning environment where students’ are 

engaged in the learning process with appropriate time on task (only a few key 

concepts at each session) allowing them to make connections between concepts and 

principles. Also important is the provision of immediate feedback such that students 

gain valuable insight into their performance, the decisions they made, the outcomes 

of their actions and how it contributed to the desired learning outcomes. Essential to 

this process is the presence of a faculty member to answer questions, guide/support 

learning, and promote discussion not only enhancing faculty-student bonding but 

promoting achievement of objectives. Collaborative learning among student 

colleagues mimics real life and also allows for diverse learning styles. 
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1.2 Teacher Factors  

 

The teacher is a key variable to the learning experiences of simulation 

activities.  Instruction during simulation scenarios is student-centered, with the 

teacher acting as a facilitator, providing learner support as needed, and debriefing at 

the conclusion.  

 

1.3 Student Factors 

  

The student is expected to be responsible (to a certain degree) for their 

learning, self-directed and motivated. 

 

1.4 Simulation Design Characteristics 

 

Simulation scenarios must be designed appropriate to student level and skill, 

and support learning objectives. According to Jeffries (2005), simulation design 

includes five characteristics: objectives (includes planning), fidelity (realism), 

complexity, cues, and debriefing. 

 

1.4.1  Objectives 

Clearly written objectives, reflective of the learner’s knowledge and 

experience are essential. Achievement of objectives requires careful planning such 

that attention is paid to simulation time frames, monitoring, and in particular role 

specifications and how they contribute to theoretical concepts.  

 

1.4.2 Fidelity 

Clinical simulations need to be authentic, mimicking reality as closely as 

possible. Initial information should be given to students about the scenario with 

additional details revealed as the scenario unfolds and students should be encouraged 

to explore ideas and ask questions freely.  
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1.4.3 Complexity 

Simulation design can range from simple to complex. For example, simple 

scenarios can be constructed with low levels of uncertainty, such that information is 

easily obtainable and relationships and decision variables easily discernible. More 

complex scenarios include patients with co-morbidities, relationships not so easily 

identified, and contain irrelevant information. 

 

1.4.4 Cues 

 Cues may be designed by faculty to assist students in progressing through 

each stage of the scenario. Information may be provided by the instructor either to 

avoid the student becoming “stranded” or in response to questions asked by students 

which may result in additional cues or progression to the next stage of the scenario. 

 

1.4.5 Debriefing  

Finally, debriefing, an integral tool to the learning process, occurs at the end 

of the simulation in which students and teacher discuss the process, outcomes and 

relationship of the scenario to clinical practice. This component encourages reflective 

learning, critical thinking and allows students to link theory to practice.  

 

1.5 Outcomes 

 

The outcomes typically associated with simulation activities include effects to 

students’ knowledge and skill performance, critical thinking and self-confidence and 

will be discussed in detail in the literature review (Chapter Three). 
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2.  BANDURA’S SOCIAL COGNITIVE THEORY 

 

Essential to nurses’ ability and performance is their self-efficacy. This 

construct and its relationship to motivation and success are best described within the 

theoretical framework of Bandura’s Social Cognitive Theory. Bandura, (1986) 

defines self-efficacy as, “people’s judgments of their capabilities to organize and 

execute courses of action required to attain designated types of performances”, (p. 

391). He concludes that self-efficacy beliefs touch every aspect of people’s lives. 

According to Social Cognitive Theory, how people feel, think, behave and motivate 

themselves are determined by their self-efficacy beliefs which are influenced through 

cognitive, motivational, affective and selective processes. Key to self-efficacy theory 

is that what people do is based more on what they believe they are capable of than on 

what is objectively true (Bandura, 1997). Individuals who perceive themselves to be 

highly capable see difficult tasks as challenges which foster interest and deep 

involvement with the task. They set challenging goals, and maintain strong 

perseverance.  They recover quickly from failures and attribute the failure to lack of 

effort or a knowledge deficit which is viewed as acquirable.  Highly efficacious 

individuals approach threatening situations with a sense of control optimizing 

personal achievements, reducing stress and the risk of depression. 

 

Bandura (1997) posits that self-efficacy is not absolute, but rather a specific 

view that an individual holds regarding his or her performance or competence 

regarding a specific activity (e.g. Mathematics versus History), or different levels of 

task demands within a given activity (e.g. driving in the country versus driving in the 

city). In addition, self-efficacy is not a fixed trait but one that can be developed, 

changed, and enhanced over time as new experiences and knowledge is acquired. 

Moreover, self-efficacy is more than just the possession of skills and cognitive 

ability; it is the will and determination to make use of these skills (even in situations 

of extreme challenges) requiring the use of cognitive, affective and self-regulatory 

skills. 
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Bandura (1994) believes that self-efficacy is developed through four main 

sources of experience. The first way an individual may gain a sense of self-efficacy is 

through mastery experiences (the most influential source). Successful experiences 

build a healthy sense of self-efficacy whereas failures undermine it, particularly when 

they occur before a sense of self-efficacy has been firmly established. Self-efficacy 

theorists emphasize skill development as a method of raising competence through the 

use of authentic mastery experiences. 

 

The second way experiences may strengthen an individual’s self-beliefs is 

through vicarious or observational experiences provided by social models. When a 

student observes a social model (e.g. classmate or friend) they believe to be similar to 

oneself in terms of capabilities succeed at a given task, they are more likely to believe 

they too possess the ability to succeed at similar challenges.  Bandura notes however 

that perceived self-efficacy is highly related to the perceived similarity to the model; 

greater similarity is equated with a more persuasive force regarding the models’ 

successes and failures. Bandura (1986; 1997) also argues that vicarious experiences 

are not as strong as mastery experiences for generating beliefs of self-efficacy. 

However, when individuals are uncertain regarding their own abilities or are lacking 

experience with a given task, they become particularly sensitive to it. As clinical 

placements become increasingly limited, students may become more sensitive to 

vicarious experiences offered through alternate pedagogical methods. 

 

 Social persuasion is a third way individuals may strengthen beliefs in their 

ability to succeed. Self-efficacy beliefs are enhanced through the verbal persuasions 

individuals’ receive from others as they communicate confidence in an individual’s 

capabilities. These messages can be crucial in encouraging one to exert the additional 

effort and persistence required to be successful, ultimately enhancing skill 

development and personal self-efficacy (Pajares, 2006). 
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The fourth way involves the individual’s somatic or emotional states 

regarding the ability to judge their capabilities. Physiological and emotional states 

such as anxiety, stress and fear may negatively affect self-efficacy. It is however not 

the intensity of the emotion that is key, but one’s interpretation of it. Self-efficacious 

individuals view emotions as energizing, whereas individuals with self- doubt may 

find it debilitating (Pajares, 2006). Such feelings may be interpreted by students as 

faulty indicators of the likelihood of failure. 

 

Bandura (1986) equates high self-efficacy with improved performance. As 

such, incorporating pedagogical approaches in teaching and learning that enhance 

self-efficacy should undoubtedly enhance clinical competence. 

 

3.  EXPERIENTIAL LEARNING: BENNER AND DEWEY 

 

Advocates of experiential learning stress that immediate personal experience 

is the focal point for learning which gives subjective and personal meaning to 

concepts, while simultaneously providing the opportunity for testing the validity of 

thoughts and the outcome of actions during the learning experience (Kolb, 1984). 

Simulation enables experiential learning; the primary principle of simulation as a 

teaching and learning tool (Kolb, 1984; Cioffi, 2001). Benner (1984) introduces her 

theory of “novice to expert”, emphasizing that experience is a pre-requisite to 

becoming an expert. She studied nurses as they develop over time noting that skill 

acquisition related to critical thinking, clinical reasoning, and the ability to problem 

solve and make sound clinical judgments develops over time through experience. 

Benner (1984) states that student nurses pass through five levels of proficiency when 

acquiring clinical judgment skills; they move from novice, advanced beginner, 

competent, proficient, to expert. She believes that the knowledge refinement and 

repetitive action that occur with clinical experience assists the novice to move from 

rule-based, context–free to a more analytical, rational and deliberate process of 

critical thinking. Dewey adds the developmental nature of experiential learning as a 
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feedback process that transforms concrete experiences into “higher-order purposeful 

action”, (Kolb, 1984, p. 22). In other words, learning occurs best when individuals 

are able to observe the consequences of their actions. He believes that past 

experiences modify the quality of all future experiences stating that, “every 

experience enacted and undergone, modifies the one who acts and undergoes, while 

this modification affects, whether we wish it or not, the quality of subsequent 

experiences”, (Dewey, 1997, p. 35). As such, the confidence that develops from 

knowledge and experience gained through simulation activities should enhance 

clinical performance.  



 

 

 

CHAPTER THREE 

 

LITERATURE REVIEW 

 

1.  INTRODUCTION 

 

As educational institutions prepare professional nurses for careers within a 

complex health care arena, traditional teaching methods such as lecture and 

demonstration are giving way to diverse and innovative methods of delivery (Jeffries, 

2005; Bland & Sutton, 2006). The catalysts to the change in pedagogical delivery 

methods include the need to develop students’ critical thinking skills, to provide real 

world clinical experiences without risk to patient safety, and to diminish stress and 

anxiety faced by nursing students in new or unfamiliar situations (Bremner et al., 

2006). With this goal in sight, the adoption of Human Patient Simulation (HPS) in 

nursing education has occurred over the past ten years. Several studies have endorsed 

HPS as a valid teaching/learning strategy and have suggested that HPS may have 

advantages over other traditional methods including improving students’ comfort and 

confidence in clinical practice, developing skills in critical thinking and clinical 

judgment, knowledge construction, and enhanced performance (Alinier, Hunt, & 

Gordon, 2004; Alinier, Hunt, Gordon, & Harwood, 2006; Cant & Cooper, 2010; 

Nehring & Lashley, 2004). In addition, simulation as an innovative adjunct to more 

traditional teaching has been well received by students. Students exposed to 

simulation felt that their learning needs were met, and experienced an increase in 

confidence and competence (Alinier et al., 2006; Alinier et al., 2004; Bland & Sutton, 

2006; Cioffi, Purcal, & Arundell, 2005; Mole & McLafferty, 2004; Schoening, 

Sittner, & Todd, 2006).  

  

Human Patient Simulation can range from low to high levels of realism or 

fidelity. High Fidelity Simulation (HFS) is greatly dependent on state-of-the-art 

technologies, and has become a popular form of HPS education for health care 
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professionals across a variety of disciplines and levels. HPS includes use of life-size, 

computer driven manikins controlled by the teaching instructor to offer nursing 

students proxy experiences to numerous patient care scenarios involving different 

pathologies and treatment outcomes. Advocates for HFS/HPS claim it provides an 

excellent foundation to the development of knowledge, clinical skills, critical 

thinking abilities and confidence (Bremner et al., 2006; Kaddoura, 2010). 

Anatomically correct manikins substituting for real humans allow nursing students to 

practice psychomotor skills and the observation of the physiological responses to 

treatment interventions. Benefits to the HPS experience are numerous. For example, 

simulations provide students with an active learning environment in which they are 

able to observe the effects of the decisions they make without causing patient harm. 

HPS offers nursing students a tangible learning experience regarding disease 

processes and commensurate intervention protocols, as students are able to progress 

from admission to discharge more quickly. Furthermore, HPS incorporating a variety 

of clinical scenarios offers a standardized learning environment geared towards 

specific educational objectives, ensuring that all students have equal and similar 

experiences. Many argue that traditional clinical settings cannot guarantee the same 

comprehensive and consistent learning environment as HPS to nursing students 

(Gates, Parr, & Hughen, 2012). 

 

Given the novelty of HPS, numerous studies investigating the effect of 

simulation in nursing education have been conducted, mostly within college or 

university nursing programs world-wide with a large portion being done in the United 

States. This would be congruent with the students at John Abbott College, who 

complete their DEC in nursing preparing them to continue with university studies at 

the baccalaureate level. In addition, studies are also being done with graduate 

diploma students and educational training for nurses working within specified fields 

such as obstetrics with the goal of improving care delivery to vulnerable populations 

(Cioffi et al., 2005; Christian & Krumwiede, 2013). 
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Research related to the impact of simulation on learner’s self-efficacy 

predominantly incorporates the theoretical framework of Bandura’s Social Cognitive 

Theory. As previously stated, Bandura describes self-efficacy as one’s belief in one’s 

ability to execute a specific task successfully. He equates self-confidence with 

improved performance and as such, positive feelings of self-efficacy should translate 

into clinical practice by affecting nursing care behaviors (Bambini, Washburn, & 

Perkins, 2009). Such behaviors would include improved skills in critical thinking and 

clinical reasoning, overall enhancing clinical performance. Proponents of experiential 

learning emphasize the importance of experiential and co-operative learning activities 

as important to the learning process. HPS incorporates the principles of experiential 

learning providing students with real life scenarios that offer opportunities for 

repetitive practice in a safe environment (Alinier et al, 2004). 

 

Both qualitative and quantitative research methods have been used. More 

specifically, experimental or quasi experimental approaches have investigated the 

effect of HPS on student’s clinical competence, knowledge acquisition, self-efficacy 

and skills related to critical thinking, reasoning and judgement. Three main themes 

recurring throughout the literature related to nursing education and the uses of 

HPS/HFS include:  

 

1. Self-efficacy (Bambini et al., 2009; Bremner et al., 2006; Christian & 

Krumwiede, 2013; Hope, Garside, & Prescott, 2011; Khalaila, 2014; Pike & 

O’Donnell, 2010; Schoening et al., 2006)  

2. Critical Thinking Skills (Cioffi, Purcal, & Arundell, 2005; Nehring and Lashley, 

2004; Nehring, Lashley, & Ellis, 2002; Parr & Sweeney, 2006; Rhodes & Curran, 

2005),  

3. Knowledge and Performance (Akhu-Zaheya, Mharaibeh, & Alostaz, 2013; 

Alinier et al., 2004; Alinier et al., 2006; Gates et al., 2012; Kirkman, 2013; Liaw, 

Scherpbier, Rethans, & Klainin-Yobas, 2012; Miller, 2014;  Schinnick & Woo, 

2014). 
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The following sections will provide a summary of these research topics in 

relation to nursing education. 

 

2.  SELF-EFFICACY 

 

In order to provide safe and effective patient care, a nurse’s confidence in his 

or her abilities is essential. When students lack confidence, have self-doubt, or fear of 

failure in their ability to complete a nursing skill, their distressed state directs 

attention away from the patient (White, 2003). Students must be able to focus on the 

patient in order to provide competent care. White (2003) stated that self-confidence is 

essential to the nurse’s ability to understand the clinical picture and make clinical 

decisions; conversely, lack of self-confidence may interfere with the nursing students’ 

ability to obtain new knowledge and deal with difficult situations (Lundberg, 2008). 

Many aspects of the initial clinical experiences are anxiety producing for nursing 

students and as such, may hinder learning (Kleehammer, Hart, & Fogel Keck, 1990).  

 

There is research evidence that the use of high fidelity simulation (HFS) in 

nursing education increases student’s self-efficacy. Gore, Hunt, Parker, and Raines 

(2011) showed that participation in simulated experiences by beginning nursing 

students reduces anxiety thereby enhancing learning and promoting self-confidence.  

Similarly, Bambini et al. (2009) evaluated the impact of simulated clinical 

experiences on the self-efficacy of nursing students entering their first clinical course. 

Their quasi-experimental repeated measures design followed 112 undergraduate 

baccalaureate nursing students in their first semester of clinical placement. Their 

results indicated that students experienced a statistically significant increase in overall 

self-efficacy , as well as increased confidence related to specific nursing skills such 

as: assessing vital signs (p<0.01), breasts (p<0.01), the fundus (p<0.001), and with 

providing patient education (p<0.001). Students self-reported improved 

communication skills with patients and significant others as well as improved 

confidence in psychomotor skills and patient interactions. Further, students noted 
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improved skills in clinical judgment with regards to prioritizing assessments skills, 

when and how to intervene, and how to better identify abnormal findings. The 

authors concluded that a quality clinical simulation experience can aid students’ 

development of self-efficacy in providing patient care. 

 

Schoening et al. (2006) offer support for these findings from a study 

conducted with a convenience sample of 60 junior year baccalaureate nursing 

students exposed to a pre-term obstetrical labour simulated clinical experience (SCE). 

Students were required to demonstrate critical thinking, good communication, to 

perform multiple technical skills, and apply the nursing process as the scenario 

unfolded. Results indicated that in addition to meeting the objectives of the SCE, 

students felt that the simulated clinical experience was an effective means of 

increasing their confidence in the clinical setting due to hand-on practice, teamwork, 

communication, and decision-making skills acquired in the nonthreatening simulation 

environment. The authors indicated that simulation may help to better prepare 

graduates for the real world of nursing. 

 

Bremner et al. (2006) studied the effect of Human Patient Simulation (HPS) 

technology as an educational method for novice nursing students. Fifty-six 

undergraduate baccalaureate nursing students conducted a head to toe assessment 

using the HPS. Results indicated that the majority of students rated the experience 

from good to excellent (95%), felt that simulation should be a mandatory component 

of the education process (68%), and felt the experience increased their confidence 

with physical assessment skills (61%). Slightly less than half (42%) of the students 

stated some relief from the stress and anxiety associated with the first day of a new 

clinical experience. Qualitative analysis indicated that students perceived benefits to 

this educational methodology in preparation to their clinical experience. They felt that 

the HPS allowed active learning and enabled them to build confidence. The 

researchers concluded that the use of HPS is a potentially valuable tool to meet these 

goals especially with novice nursing students. 
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Pike and O’Donnell (2010) conducted a study aimed at exploring the impact 

of clinical simulation on the self-efficacy beliefs of pre-registration nurses. They used 

a pre-and post-test design to measure learner self-efficacy before and after a clinical 

simulation activity. Principle findings from the interview process included the 

importance of active mastery experiences and the need for authenticity within the 

clinical simulation in the development of self-efficacy beliefs. However, in order to 

make scenarios more realistic, faculty must often recruit actors, incorporate props, 

utilize other faculty in role-playing scenarios and require students to use their 

imaginations (Nehring et al., 2002).  

 

Christian and Krumwiede (2013) explored the impact of simulation on self-

efficacy beliefs of practicing nurses dealing with high-risk emergencies such as pre-

eclampsia and eclampsia. Responses from pretest and post-test questionnaires were 

obtained from 49 nurses working at a birthing center in a regional medical center in 

the Midwest United States. The results indicated a significantly increased level of 

self-efficacy related to the management of preeclampsia and eclampsia, but more 

importantly the level of elf-efficacy was sustained over time. The researchers 

concluded that HFS training can play an integral role in reducing morbidity and 

mortality rates associated with high-risk situations such as preeclampsia and 

eclampsia that occur infrequently by preparing nurses to better manage these 

challenges when faced with them in the clinical environment.  

 

3.  CRITICAL THINKING 

 

The need for critical thinking in nursing has become a more prominent issue 

in nursing education with the expansion in their role associated with the complexities 

of a rapidly changing health-care environment (Simpson & Courtney, 2002). There is 

little argument about the importance of critical thinking in undergraduate nursing 

education yet consensus regarding its meaning and application is lacking. Paul (1993) 

defines critical thinking as the cognitive process of analyzing, synthesizing, and 
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evaluating information one collects through observation, experience, reflection, or 

communication. Scheffer and Rubenfeld (2000) note that early nursing specific 

definitions of critical thinking focused only on the intellectual or cognitive skills 

associated with critical thinking. Tanner (2006) adds that affective components are a 

necessity to any definition of critical thinking as a relational dimension to the caring 

component of nursing practice.  

 

Hence, Scheffer and Rubenfeld (2000) conducted research to define critical 

thinking in nursing. Using a Delphi technique with five rounds of input 

(incorporating an international panel of expert nurses from nine countries) between 

1995 and 1998, a consensus definition of critical thinking in nursing was achieved. 

The panel concluded that critical thinking in nursing is essential to quality patient 

care and professional accountability and includes both affective and cognitive 

components. The researchers concluded that critical thinkers in nursing exhibit ten 

habits of the mind (affective components) including: confidence, contextual 

perspective, creativity, flexibility, inquisitiveness, intellectual integrity, intuition, 

open-mindedness, perseverance, and reflection. In addition, critical thinkers in 

nursing have the skills (cognitive components) of analyzing, applying standards, 

discriminating, information seeking, logical reasoning, predicting and transforming 

knowledge, (Scheffer & Rubenfeld, 2000, p. 357). 

 

Critical thinking, clinical reasoning, and clinical judgment are terms often 

used in nursing education yet the distinction between their meanings can be 

ambiguous. As noted previously by Paul (1993) critical thinking in nursing involves 

the cognitive skills of analyzing, synthesizing and evaluating information. Rhodes 

and Curran (2005) add that clinical reasoning further involves the ability to use these 

facts by providing meaning to them such that one obtains a meaningful whole. They 

state that both critical thinking and clinical reasoning are necessary to form sound 

clinical judgment allowing one to then act appropriately on the basis of those 

conclusions. 
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Rhodes and Curran (2005) developed a simulation for senior nursing students 

with the goal of improving critical thinking and clinical judgment skills related to 

complex nursing situations. They believe that both these traits are necessary to 

making sound clinical judgment so that appropriate conclusions and actions can be 

made. The scenario dealt with the management of a client in hemorrhagic shock. 

Students were required to assess changes in the patient’s condition, analyze and 

interpret laboratory results, communicate findings to the physician, receive orders and 

implement care requiring many technical skills (drawing blood, foley catheter 

insertion, IV initiation, and blood transfusion). Students reported the experience as 

positive and one that would be beneficial to students at all levels. They further noted 

the need for and use of critical thinking skills as the scenario unfolded. The 

researchers concluded that simulation as a teaching and learning tool is beneficial for 

nursing students to enhance critical thinking and clinical judgment skills related to 

patient care. They note that active participation by students in a variety of clinical 

scenarios can improve students’ ability to make proper clinical decisions.  

 

These findings are supported by Parr and Sweeny (2006) who found that 

students felt Human Patient Simulation challenged their critical thinking and decision 

making skills. Further, Nehring et al. (2002) note that human patient simulators assist 

in the development of knowledge, technical skill and critical thinking ability in 

nursing education and further add that scenarios can be designed specifically for the 

students’ level of knowledge which builds confidence. Cioffi et al., (2005) showed 

that midwifery students who participated in HPS collected more data, reached clinical 

decisions more rapidly and reported higher levels of confidence throughout the 

decision making process. Nehring and Lashley (2004) report the results of an 

international survey where respondents commented that HPS enhanced critical 

thinking skills, allowed for application of theory to practice, made for an easier 

transition to the clinical setting and provided a safe environment to gain experience.  
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4.  KNOWLEDGE AND PERFORMANCE 

 

The use of simulation in nursing education allows for experiential learning in 

a safe environment (Cioffi, 2001). As such, research has been conducted to determine 

the effect of simulation training on gains in nursing students’ knowledge and 

performance. In addition, Gates et al., (2012), showed that students who participated 

in high-fidelity simulation scored significantly higher on examinations of course 

content then students who did not. More specifically, Akhu-Zaheya et al. (2013) 

showed that students who participated in high-fidelity simulation achieved higher 

scores in acquired and retained knowledge related to Basic Life Support (BLS) 

training. In addition, students in the experimental group (learning through HFS) 

reported significantly higher levels of self-efficacy than did the control group. Miller 

(2014) showed that students who participated in eight to sixteen hours of simulated 

maternal newborn care each week of their clinical experience had no statistically 

significant difference (using an independent t-test, p<0.05) in knowledge scores 

related to maternal-child concepts than students who completed the traditional 

clinical experience based on a standardized nationally normed examination of 

maternal-newborn concepts; suggesting no negative impact on knowledge 

construction of students who participate in simulation. In addition, 10% more 

students in the simulation group scored above the national average on the exam. The 

researchers note that these results support the use of simulation in introducing 

students to concepts of maternal-newborn care. 

 

Much research has shown improved scores in knowledge, performance and 

self-efficacy through participation in simulation activities however, any relationships 

between these variables remains unclear. Schinnick and Woo (2014) looked at the 

relationship between knowledge and self-efficacy scores in 161 nursing students 

across three schools. The researchers reported that although there were significant 

increases in scores in both knowledge and self-efficacy between experimental 

(students exposed to HFS) and control groups (students not exposed to HFS) there 
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was no correlation between self-efficacy and knowledge.  The researchers concluded 

that self-efficacy was not a good predictor of good knowledge scores. Liaw, et al. 

(2012) showed that the experimental group performed significantly better than the 

control group in knowledge (P<0.001), and performance (P<.001) when measuring 

third year nursing students’ clinical performance in assessing and managing a 

deteriorating patient in a simulated environment. However, there was no significant 

difference in pre-test/post-test scores for self-confidence between the two groups. In 

addition, the researchers further noted that, similar to Shinnick and Woo (2014), there 

was no significant correlation between self-confidence and clinical performance and 

between knowledge and clinical performance suggesting that a simulation based 

assessment may lead to over estimation of self-confidence ultimately leading to error 

in the clinical setting.  Kirkman (2013) showed a significant difference in students’ 

ability to transfer what they learned through exposure to HFS into the traditional 

clinical setting indicating that HFS is an effective teaching and learning method.  

 

Alinier et al. (2004) conducted a study to evaluate the effect of simulation on 

nursing students’ competence and confidence. Consecutive cohorts were tested and 

retested 6 months apart using an Objective Structured Clinical Examination (OSCE).  

Sixty-seven students participated in the first two cohorts of their study, 38 students in 

the control group and 29 students from the experimental group. Results showed that 

the experimental group (students’ who had simulation training) had a greater 

improvement in performance than the control group (students’ who did not have 

simulation training) (13.4 % compared with 6.7%). An independent sample t-test of 

individual student OSCE scores indicated that the difference in improvement between 

the two groups was highly significant (p<0.05). Results of the confidence 

questionnaire revealed no difference between the two groups. However, the authors 

suggest that the older age and greater healthcare experience of the control group may 

have biased these results.  Similar findings were reported by Alinier et al. (2006), 

who tested 99 second year Diploma of Higher Education in nursing program students 

in the UK using a 15- station Objective Structural Clinical Examination. A 
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pretest/post-test design was used with students randomly assigned to experimental 

(simulation training) and control groups (no simulation training). The improvement 

for the control group was 7.18 percentage points (95% CI 5.33-9.05) and the 

experimental group was 14.18 percentage points (95% CI 12.52-15.85). An 

independent sample t-test showed that a difference of 7.0 percentage points was 

highly statistically significant between the mean scores of both groups. On the other 

hand, students’ perceptions of stress and confidence yielded little difference between 

the two groups. The findings noted both groups being unsure as to how much stress 

was created or how confident they were working in a highly technological 

environment. 

 

5.  THE SIMULATED CLINICAL EXPERIENCE 

 

Nehring (2008) notes that in 2006, sixteen state boards of nursing gave 

approval for simulation as a substitute for traditional clinical experience. Hayden, 

Smiley and Gross (2014) report the results of a descriptive survey completed to 

obtain information regarding the current regulations associated with the substitution 

of traditional clinical hours with simulation. Findings show that there are an 

increasing number of jurisdictions (Boards of Nursing) that now have regulations 

related to the use of simulation as substitution for traditional clinical hours than a 

decade ago.  

 

Currently, formal regulations or guidance documents exist in 14 U.S Boards 

of Nursing (BON), and 22 Registered Nurse (RN) Boards of Nursing have allocated 

time for simulation as a substitute for clinical experience. Gates et al. (2012) also 

notes that the California Board of Registered Nurses allows up to 25 % of student 

clinical learning to occur in simulation laboratories. Colorado and Florida also allow 

up to 25% of clinical time to be replaced with simulation while many other BON 

state that simulation experiences may be used with discretion in order to meet 

educational objectives or on a case by case basis (Hayden et al., 2014b). 



39 

 

Within Canada, Nova Scotia, Ontario and Québec currently have no 

regulations or restrictions regarding replacement of traditional clinical hours with 

simulation while Alberta, British Columbia, Manitoba and Saskatchewan do not 

currently allow simulation to replace clinical hours. The UK has a regulatory 

agreement that simulation learning may replace clinical hours (Hope et al., 2011). In 

addition, the Nursing and Midwifery Council (2010) believes that, “although most 

practice learning is required to be undertaken in direct care of clients, up to 300 hours 

of practice learning may be undertaken through simulation, allowing students to learn 

or practice skills in a safe situation that imitates reality”, (p. 9). These findings 

suggest that, particularly within the Canadian Provinces, further investigation into the 

substitution of traditional clinical hours with simulation is warranted.  

  

Meyer, Connors, Hou and Gajewski (2011) investigated the effect of   

simulation on junior nursing students’ clinical performance when 25% of their 

pediatric clinical hours were replaced with simulation. Results indicated that the 

simulation experience enhanced clinical performance as those who participated in 

simulation both achieved higher performance scores and maintained performance as 

compared to those who had not. Sportsman, Schumacker, and Hamilton (2011) report 

no significant differences in exit test scores or graduating Grade Point Average 

(GPA) of nursing students who participated in simulation throughout their education 

as compared to those who did not. Schlairet and Fenster (2012) found no differences 

in critical thinking or nursing knowledge standardized assessments on nursing 

students who received no simulation, 30%, 50%, or 70% simulation in place of 

clinical experiences in a nursing fundamentals course. The researchers also report that 

the group who received 30% simulation had significantly lower clinical judgement 

scores at the end of the program than the students in the other three groups. They note    

small sample size as a contributing factor to this outcome. 

 

Hayden, Smiley, Alexander, Kardong-Edgren and Jeffries (2014) report the 

results of the National Council of State Boards of Nursing (NCSBN) who conducted 
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a national, multisite, longitudinal study on the use of simulation as a substitute for 

traditional clinical hours. The study involved 666 pre-licensure nursing students 

across ten schools of nursing throughout the U.S. The aims of the study were to 

measure students’ knowledge, competency and critical thinking, transfer of learning 

from the simulation laboratory to the clinical setting, as well as students’ perceptions 

of how well their learning needs were met.  

  

Overall results indicated that there were no statistically significant differences 

among the three groups regarding nursing knowledge as measured at the end of the 

program, clinical competency, or readiness for practice. Further, pass rates on the 

National Council Licensure Examination (NCLEX) showed that all three groups were 

statistically equivalent. Following entry into the workforce (up to six months of 

practice), data indicated that nurse managers gave all new graduates (irrespective of 

the study group) similar rating regarding critical thinking, clinical competency and 

overall readiness for practice. Students in both simulation groups reported that their 

learning needs were met.  

 

The researchers concluded that educational outcomes were equivalent when 

up to 50% of traditional clinical hours are replaced with a simulated clinical 

experience under conditions similar to those described in the study. The authors 

suggest that these conditions include faculty members that have formal training in 

simulation pedagogy, an adequate number of faculty available to support student 

learners, faculty with subject specific expertise to conduct debriefing, and the creation 

of a realistic environment. Further, they believe that high-quality simulation requires 

the incorporation of best-practices into the program as outlined by the International 

Association for Clinical Simulation and Learning (2013) including: terminology, 

professional integrity of the participant, participant objectives, facilitation, facilitator, 

and the debriefing  process.  
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6.  SUMMATION 

 

Research incorporating human patient simulation has shown gains in nursing 

students’ perceptions of self-efficacy (both overall and in relation to individual 

nursing skills), nursing knowledge, critical thinking and performance yet little 

support for a correlation between self-efficacy and knowledge, and between self-

efficacy and performance. Further, students report that participation in simulation is a 

positive and beneficial experience at any educational level and provides for an easier 

transition to the clinical setting. However, in addition to issues noted by students 

related to communication and working in a highly technologically advanced 

environment, simulation laboratories are expensive to implement and maintain, 

require specifically designed facilities, technical support, and expert faculty to create 

realistic scenarios and program the simulator (Tuoriniemi & Schott-Baer, 2008).  

 

Despite these issues however, HPS provides students with authentic 

opportunities to acquire the necessary skills to provide safe and effective care; 

essential in today’s health care delivery system. Further, the ability to practice with 

human patient simulators repeatedly in a safe environment may enable students to 

achieve confidence and competency in nursing practice. Most educators continue to 

agree that although simulation is an innovative teaching and learning method it can 

never replace caring for live patients and the fast-paced hospital setting that currently 

provides students with experiences necessary for the achievement of course 

objectives and program competencies, yet despite this, results from the NCSBN 2014 

study indicate that replacing up to half of traditional clinical hours with simulation 

produces similar end of program results. 

  

Hence, given the current difficulties finding appropriate clinical experiences 

to prepare students for clinical practice, further exploration is warranted. John Abbott 

College began substituting simulation for clinical hours as of the 2014-2015 

academic year and to date is the only English CEGEP instituting this pedagogical 
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strategy. However, as previously indicated, the majority of research supporting the 

use of simulation and the substitution of traditional clinical hours with simulation is 

primarily US based. Hence, the aim of this research project was to further explore the 

impact of a simulated clinical experience on CEGEP nursing students’ self-efficacy 

beliefs, and additionally, to assess their ability to meet course objectives (Appendix 

A) and program competencies (Appendix B) as outlined by the Ministère de 

l’Education supérieur, de la Recherche, de la Science et do la Technologie in order to 

build a foundation for the continued use of such innovative approaches in the 

education of Québec nurses. 



 

 

 

CHAPTER FOUR 

 

METHODOLOGY 

 

1. RESEARCH  DESIGN 

 

 This study used a triangulation mixed method design to examine the effects of 

a Simulated Clinical Experience (SCE) on 1) nursing students’ perceptions of self-

efficacy and on 2) their ability to achieve course objectives. The construct of self-

efficacy was operationalized by measuring students’ confidence levels in performing 

nursing skills required for the care of post-partum mothers and their infants (e.g. 

assessing the mother’s uterus, assessing lochia, obtaining newborn vital signs). 

   

Pre-test and post-test surveys were used to assess students’ perceptions of 

self-efficacy before and after participation in the SCE. These surveys included 

quantitative scale evaluation questions. Additional quantitative data was obtained 

from students’ performance on an OSCE which took place during the scheduled 

Obstetrics lab following completion of the clinical experience.  Qualitative data was 

collected from an open-ended question incorporated into the post-test survey as well 

as from students’ journal comments related to their perceptions of the SCE.  

 

This information provided specific insight about how and to what extent the 

SCE affected students’ self-efficacy and obstetric knowledge; more specifically, it 

addressed three primary research questions: 

1) Do simulated clinical experiences increase the self-efficacy of second year 

nursing students entering the obstetrical clinical setting? 

2) What aspects of the simulated clinical experience affect students’ perceptions 

of self-efficacy? 

3) Does partial substitution of traditional clinical experience with a simulated 

clinical experience allow students’ to meet course objectives? 
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 For the purpose of this research paper the term self-confidence is used 

interchangeably with self-efficacy as it is more familiar and more commonly used by 

most educators. 

   

2.  PARTICIPANTS 

 

 Participants in this study included a convenience sample of 68 nursing 

students (n=57 Female, n=11 Male) enrolled in the fall semester of their second year 

of nursing studies (Nursing III: Health and Illness, 180-30K-AB) at John Abbott 

College as they completed their clinical rotation in obstetrics. The mean age of the 

participants, who had diverse cultural backgrounds and variable life experiences, was 

24.8 years with a range of 18-55 years. The majority of participants entered the 

nursing program directly from high school; however, a small number were seeking a 

career change and/or looking to enhance employment opportunities.  

  

 All students were informed of the purpose of the study, as well as the methods 

of evaluation and time duration. Students were invited to participate on a voluntary 

basis and were informed that they could withdraw from the study at any time. 

Students were informed that participation or non-participation in the study would not 

impact their grade in the course.  

 

3.   INSTRUMENTATION 

 

3.1       Data Collection: Part One 

 

 Two surveys in the form of pre-test and post-test surveys were used to 

determine the effect of a SCE on students’ perceived level of self-efficacy related to 

nursing skills required for the care of post-partum mothers and their infants 

(Appendix C). These surveys were adapted and used with permission from Ravert’s  



45 

 

Self-Efficacy for Nursing Skills Evaluation tool (Ravert, 2004) which contains 24 

items derived from a general list of Nursing Skills made available by the Brigham 

Young University College of Nursing (Cronbach’s alpha .88). Bandura notes, there is 

no all-purpose method to measure self-efficacy and any scale of perceived self-

efficacy must be designed specifically to the domain of functioning one is interested 

in measuring (1997; 2006). Hence, revisions were made to Ravert’s Self-Efficacy for 

Nursing Skills Evaluation tool such that the final surveys contained 25 items 

reflective of the nursing skills deemed essential to successful achievement of course 

objectives in the Obstetrical component of the   Nursing III: Health and Illness (180-

30K-AB) course. Structured questions in both surveys’ were similar in content to 

allow for comparison and analysis.  The post-test survey included one open-ended 

question to obtain more insight into the students’ responses to the structured 

questions. Content validity was confirmed by three faculty members with expertise in 

obstetrics or education. 

 

  The Self-Efficacy for Nursing Skills Evaluation tool incorporates a 5-point 

Likert scale (5 = extremely confident, 4 = very confident, 3 = moderately confident, 2 

= slightly confident, and 1 = not at all confident). Instructions included on the surveys 

informed participants that the researcher was interested in how confident students’ 

feel they are in doing the nursing skills indicated on the list. Examples of specific 

nursing skills were listed and participants were asked to check the column indicating 

how confident they are that they can do the skill, rather than how well they can 

perform the skill. Formats of this nature have been used in several self-efficacy 

instruments (Wassem, Beckham, & Dudley, 2001). The responses on the Self-

Efficacy for Nursing Skills Evaluation tool are numerical. Subsequent to completion, 

summing the responses yielded a total score for the Self-Efficacy for Nursing Skills 

Evaluation with higher score indicative of higher levels of self-efficacy or confidence 

in performing the nursing skill.  
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3.2      Data Collection: Part Two 

 

 An Objective Structured Clinical Examination (OSCE) consisting of three 

stations (1. Mrs. Kaur: Post-partum Assessment; 2. Mrs. Matthews; Breastfeeding 

Teaching; 3. Baby Thomson: New Born Assessment) was used to grade students’ 

performance and achievement of course objectives (Appendix D). The Objective 

Structured Clinical Examination (OSCE), first developed in the University of Dundee 

in 1975 is recognized in most health care professions as a valid and reliable tool for 

assessing the practical skills of health care students (Sloan, Donnelly, Schwartz, & 

Strodel, 1995). This method of assessment consists of several stations through which 

students rotate during a specific time period. Each station is designed to test the 

achievement of a particular clinical skill or theoretical knowledge (either invigilated 

by an examiner or through short answer questions completed by paper and pen) 

associated with course or program objectives. A specified time is set for each station 

and students must wait for a signal before rotating to the next station.  

 

By the completion of the OSCE, all students have passed through each station 

and have been marked based on previously set criteria. Detailed marking grids and 

appropriate preparation and briefing of examiners prior to the assessment helps to 

ensure objective judgements.  This type of assessment requires considerable time, 

planning, and additional resources. However, it is a flexible method of assessment 

and can be custom designed to the needs of the users (Alinier, 2003). Three OSCE 

scenarios along with marking grids were developed by the researcher. Content 

validity was determined by faculty members with expertise in obstetrics and/or 

education, and who are knowledgeable of the expectations (knowledge and skills) 

required to obtain a satisfactory standing in the clinical component of the course.  
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3.3       Data Collection: Part Three 

   

 Data was further collected from one reflective journal that was submitted 

electronically following the simulation experience. No guided question was used: i.e. 

students were instructed to comment openly on their simulation experience. Students’ 

journals were submitted using the same number assigned from the questionnaire in 

order to enhance qualitative data analysis and assure anonymity.      

  

4. PROCEDURE 

 

4.1 The Simulated Clinical Experience 

 

 At the start of the first day of the SCE, all students involved in the study 

selected a blank envelope containing a numbered pre-test questionnaire. Students 

were given time to complete the questionnaire, and instructed to return it to the 

envelope and submit it immediately to the Nursing Department’s Administrative 

Technician (AT). Students were told to remember their assigned number as it would 

be necessary for completion of the post-test survey and for submission of their 

journal. The AT recorded the students’ name and assigned number in a password 

protected file (to maintain anonymity) in order to verify that pre-test and post-test 

surveys could be matched should the student forget his/her number over the course of 

the two day experience. Near the end of the second day of the SCE, students were 

asked to complete the post-test survey using their assigned number, deposit it back in 

the blank envelope and once again submit it immediately to the AT.     
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 All students participated in the SCE which consisted of 2 of 12 days required 

for clinical experience in Obstetrics which meant that 17% of traditional clinical 

hours were replaced by simulation. Students were required to wear their uniforms and 

conduct themselves in a professional manner in order to create a believable working 

environment that produces a sense of engagement and develops students’’ full 

potential (Shuck, Albornoz, & Winberg, 2007). 

 

  The 7.5 hour SCE day (including lunch and break) involved students in 

various simulation activities developed to address a range of cognitive, psychomotor 

and critical thinking skills. Scenarios incorporating the use of human patient 

simulators (HPS), and designed using the Jeffries Framework (2005), exposed 

students to the care of families and infants during the perinatal period to both reflect 

and build upon class and course content in achievement of course objectives and 

program competencies (Appendix E: 1. Tanya Brown, 2. Baby Jessica, 3. Francine 

Blondin).  As such, the planned scenarios mimicked the clinical setting as closely as 

possible, included clearly stated objectives, problem solving and reporting (charting) 

opportunities, simulation fidelity appropriate for second year students’ achievement 

of objectives, appropriate cuing opportunities, and structured debriefing following 

scenario completion. Scenario content emphasized assessment, planning, 

implementation and evaluation of care related to the postpartum mother and her 

infant. Consideration to family context as well as the client’s developmental, cultural 

and ethnic background was interwoven throughout the various learning activities. In 

addition, the process and application of teaching related to various maternal and 

newborn care needs was a central component of the learning experience  

  

Active participation in all simulation activities exposed students to Bandura’s 

four main sources of experience (mastery experiences, vicarious experiences, social 

persuasion, and physiologic/emotional responses) to enhance the development of 

students’ self-efficacy. Discussion and teamwork were encouraged throughout all 

simulation activities. Preparation for these learning activities included completion of 



49 

 

assigned readings and activities from the Simulation Learning System (electronic 

library of clinical simulation scenarios and learning resources) students purchased 

along with their required textbooks at the beginning of the semester and  consisted of 

pre-simulation exercises, quizzes, and multi-media resources designed to enhance 

learning outcomes (Elsevier, 2011). Research notes the need for students to prepare 

for their clinical experience whether it is simulated or not as multiple exposure and 

processing of knowledge is necessary before it becomes part of “who they are as a 

nurse”, (Gates et al., 2012, p. 14).   

 

4.2  The Objective Structured Clinical Examination (OSCE)  

 

 At the end of the semester, following completion of the clinical experience, 

students participated in an OSCE as a part of the final obstetrics lab of the semester. 

The OSCE was an integral component of this research and as such, close attention 

was paid to the design of the OSCE scenarios to ensure that topics chosen for testing 

were an adequate and comprehensive reflection of course objectives. Three scenarios 

were developed by the researcher that tested knowledge and skills related to 

postpartum and newborn care needs and required application of the nursing process 

(Assessment, Planning, Intervention, and Evaluation) with teaching as a central 

component. Three nursing faculty with 5 to 10 years of teaching experience within 

the obstetrical component of the 30K course were involved in validation of the OSCE 

content. 

 

 To complete testing within the required time period, 18 OSCE stations were 

required. Therefore, 3 separate nursing laboratories comprising 2 identical circuits of 

3 stations (each circuit was composed of the 3 OSCE scenarios, 6 stations total per 

room) were set up requiring 18 examiners in total.  Variables included the 

standardized patients required for the post-partum assessment and breast-feeding 

teaching stations. Actors were provided with role expectations in advance and any 
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ambiguities were clarified prior to the examination. The new born assessment station 

was evaluated through use of a manikin. 

 

 To enable all faculty members to consistently mark students’ performance, 

OSCE instructions and marking grids were detailed with a precise set of criteria (as 

determined by obstetrical faculty). Additionally, examiners were allocated to one 

marking station only (post-partum assessment, new born assessment or breast-feeding 

teaching.  Marking grids were provided to examiners in advance for their review and 

any discrepancies were clarified. Additionally, prior to the start of the OSCE, the 6 

examiners for each of the 3 scenarios met to verify a common understanding of the 

performance criteria. John Abbott College’s (JAC) nursing faculty has over 9 years of 

experience with the use of the OSCE as a summative method of evaluation. Up until 

the recent changes to the provincial licensing examination made by the Ordre des 

infirmières et des infirmiers du Québec (OIIQ) in 2014, JAC nursing faculty used this 

method of assessment for its Comprehensive Assessment Examination in order to 

better prepare graduating students for the licensing process. This previous experience 

was beneficial to ensure that the scores of the individual raters were reliable.  

 

 Prior to the exam, students were randomly assigned to one of four exam 

groups. During the exam, students rotated through the three stations. Each station 

lasted nine minutes in duration followed by a one minute gap to allow students to 

move to the next station. Total exam time was 30 minutes per group and hence the 

time required to complete testing was 120 minutes.  

 

 Students’ performances on each station were given a numerical value and a 

summative score for the three stations was calculated. A maximum score of 82 marks 

was attainable. The OSCE results were used to evaluate student performance and 

achievement of course objectives related to obstetrical content. A mark of 49/82 

(60%), (similar to academic course requirements) agreed upon by faculty, would be 

considered satisfactory standing.  
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5. DATA ANALYSIS 

 

 Summative scores on pre-test and post-test surveys were calculated to 

determine students’ perceptions of self-efficacy related to performing skills necessary 

in the care of post-partum mothers and their infants. Microsoft Excel (2010) 

spreadsheets were used to tabulate and analyze individual items on the questionnaire 

to identify changes in self-efficacy of specific nursing skills and to perform Chi 

square calculations. Data was statistically analyzed using the IBM Statistical Package 

for the Social Sciences (SPSS) version 22 (SPSS Inc., 2013) (Appendix F). Box plots 

and histograms from both sources were used to illustrate the data. 

 

5.1 Quantitative Analysis 

 

 A T-test for non-independent samples was used to compare the subject 

group’s pre-test and post-test summative scores to determine if there was a 

statistically significant change in students’ perceived level of self-efficacy in 

performing skills required for maternal-newborn care after participation in the 

simulated clinical experience. Further, a pairwise T-test was used to compare scores 

between the student sections (0001 and 0002).  Statistical significance for this 

outcome was established at an alpha = .05: the standard acceptable probability level 

used by educational researchers (Gay, Mills & Airasian, 2012). The Pearson r 

correlation coefficient was used to test the relationship between the variables of self-

efficacy and performance (self-efficacy scores and OSCE scores).  

  

 The Objective Structured Clinical Examination (OSCE) was comprised of 

three clinical scenarios. Summative numerical scores were calculated for each clinical 

scenario, with the combined scenarios scores representing the OSCE score for each 

student. Analysis of variance (ANOVA) tests were used to compare each of the 

scenarios and OSCE scores between 1) the four subject testing groups and 2) the 

student sections (0001 and 0002, with and without prior clinical placement, 
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respectively). The ANOVA tests were used to identify if differences existed between 

subject test groups and student sections. The Chi square value was calculated to 

compare the grade distribution between OSCE scores and academic (course) grades 

as ethical concerns regarding student anonymity did not permit a correlation.  

 

5.2 Qualitative Analysis 

 

 Content analysis procedures were used to analyze qualitative data obtained 

from the open-ended question on the post-test questionnaire and from students’ 

comments in journal entries. Line-by-line analysis was used to group and compare 

data based upon organized themes that emerged from students’ comments (for 

examples, key phrases participants use to describe their feelings and frequently 

repeated responses).  



 

 

 

CHAPTER FIVE 

PRESENTATION OF RESULTS 

 

1. CHARACTERISTICS OF THE SAMPLE  

 

 The convenience sample was comprised of students from both sections of the 

Nursing III: Health and Illness (180-30K-AB) course (Section 0001: 33 students; 

Section 0002: 35 students). Of the 68 possible subjects, all consented to participate. 

Sixty five students participated in the Simulated Clinical Experience (SCE).  Three 

students withdrew from the nursing program prior to entry into the clinical 

component of the course rendering the final sample size to 65 students (31 students 

from section 0001 and 34 students from section 0002). Fifty eight students 

participated in the OSCE following the completion of their clinical component (or 

clinical experience placement). Two students chose not to participate due to an 

incomplete standing in final evaluation of the clinical component of the course, while 

five students were absent on the day of testing. The final sample included 57 female 

and 11 male participants. Students from this sample have been exposed to various 

simulation activities in both of their first and second semester courses as well as a 

Simulated Clinical Experience in the surgery component of the second semester 

course. However, the maternal-child SCE was new to the students.  

 

  The clinical component of the Nursing III: Health and Illness (180-30K-

AB)course is composed of 180 hours (12 weeks @ 2 x 7.5 hr days/week) of student 

placement within a hospital clinical setting under supervision of a JAC Nursing 

Faculty instructor. These hours are divided between two clinical areas: Obstetrics (6 

weeks) and Medicine (6 weeks). Students in section 0002 completed the first clinical 

rotation in Obstetrics followed by Medicine while students in section 0001 completed 

the first clinical rotation in Medicine followed by Obstetrics. The SCE was included 

only within the Obstetrics rotation for 15 hours of the Obstetrical clinical time. 
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2. QUANTITATIVE ANALYSIS OF DATA 

 

2.1 Pre-test and Post-test Surveys 

 

  T-test analysis of the pre-test and post-test summative scores revealed a 

statistically significant increase in student confidence in performing skills related to 

maternal and newborn care answering research question 1) Do simulated clinical 

experiences increase the self-efficacy of second year nursing students entering the 

obstetrical clinical setting? The overall Confidence scores on the post-test survey 

(100.52) were significantly higher than on the pre-test survey (81.83) following the 

students` participation in the SCE (p ˂ .0001) (Figures 1 and 2).Confidence pre-test 

and post-test scores were not affected by the students’ section (0001 and 0002, 

p=0.75 and p=0.396, respectively). Additional ANOVA tests (with Bonferroni 

adjustments for multiple comparisons) of individual items on the surveys were 

conducted. The results indicated that students experienced a statistically significant 

increase in post-test Confidence rating for 24 of the 25 skill areas addressed in the 

survey (mean difference in skill areas ranged from 0.197 to 1.475, p<.001). The 

greatest change in confidence ratings occurred in skills required for care of the 

postpartum mother, for example: inserting a urinary catheter, performing uterine 

fundal massage, assessment of the uterine fundus, episiotomy or laceration, and 

managing post-operative care of a patient following caesarean section delivery. 

“Monitoring Intake and Output” (Q10), a skill taught in the first year of nursing 

training showed a non-significant pre-post difference in students’ confidence levels 

(p<.057) (Appendix F).  
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Figure 1- Pre-Questionnaire Self-Efficacy Total Scores 

 

 

Figure 2- Post-Questionnaire Self-Efficacy Total Scores 

 

2.2 Objective Structured Clinical Examination (OSCE) Scenario Scores 

 

 Fifty-eight (58) students completed the OSCE composed of three scenarios:  

a) Mrs. Kaur (Postpartum Assessment; 25 marks), b) Baby Thomson (New Born 

Assessment; 35 marks), c) Mrs. Matthews (Breastfeeding Teaching; 22 marks), for a 

combined OSCE total score of 82. The mean scores (mean, %) for the three scenarios 

were 17.9 (71.4 %), 25.5 (72.9%), and 14.1 (63.9 %) respectively (Table 1). The 

mean total score for the class (both sections) was 57.4 (70.0 %), higher than the  60% 
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required for a satisfactory standing, normally distributed (Figure 3) and answering 

research question 3) Does partial substitution of traditional clinical experience with a 

simulated experience allow students’ to meet course objectives? Mean scores were 

56.5 (68.9%) for section 0001 and 58.3 (71.1%) for section 0002 (Table 2). Total 

scores were similar between sections (p=0.342) based on pairwise comparison. 

 

Table 1 

 OSCE Scores for Individual Scenarios for all Subjects 

 N Min Max Mean SD 

Mrs. Kaur (Postpartum Assessment) 58 12.0 25.0 17.9 2.9 

Baby Thomson (New Born Assessment) 58 15.0 32.0 25.5 4.1 

Mrs. Matthews (Breastfeeding Teaching) 58 7.0 20.0 14.1 3.2 

 

 

Figure 3- OSCE Total Scores: Mean and Student Distribution 
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Table 2 

Mean Total OSCE Scores for each Class Section (0001, 0002) 

Rotation Mean SD N 

First Half (Section 0002) 58.3 7.1 30 

Second Half (Section 0001) 56.5 7.2 28 

Total 57.4 7.1 58 

 

 The three OSCE scenario stations could accommodate up to 18 students at 

any one time.  Hence, students were randomly divided into four groups to conduct the 

OSCE testing. OSCE individual scenario scores revealed no significant difference 

between exam groups (Figure 4 and Appendix F). The new born assessment station 

scored the highest result (25.3/35, 72.3%), followed by the post-partum assessment 

(17.9/25, 71.6%), and breastfeeding teaching (14.0/22, 63.7%) stations.  

 

Figure 4- Mean Scores for OSCE Scenarios by Exam Group  
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2.3       Chi Square Analysis 

 

 To assess whether OSCE evaluations were similar to students’ final academic 

course standing, a Chi square analysis was completed. Results found the grade 

distributions to be similar (X
2 

= 5.7965, p=0.2148) (Figure 5 and Appendix F) 

providing additional evidence to support students’ achievement of course objectives 

as sought in research question 3.  

 

 

Figure 5- Histogram of Students’ Scores: OSCE and Final Course Grade 

 

2.4      Pearson r Correlation Coefficient 

 

 Finally, a Pearson r correlation coefficient was completed in order to ascertain 

if there was any relationship between the variables of confidence and performance. 

Results revealed no significant relationship between the variables (Pearson 

Correlation = -.083, p= .533; Appendix F). 
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3. QUALITATIVE ANALYSIS OF DATA 

 

3.1 Post-test Survey  

 

 Qualitative data obtained from the open-ended question on the post-test 

survey suggested that students found the Simulated Clinical Experience (SCE) to be a 

very valuable learning experience. Students were asked to comment (and include 

examples if possible) on whether or not they believed that participation in the SCE 

enhanced their ability to perform in the obstetrical clinical setting answering research 

question 2) What aspects of the simulated clinical experience affect students’ 

perceptions of self-efficacy?” Student responses were individually reviewed by the 

researcher and based upon the patterns that emerged (recurring and key phrases that 

students used to describe their feelings; responses that seemed to match) conceptual 

categories were formed (Gay et al, 2012). Analysis of students’ comments provided 

1) insight into how the SCE impacted students confidence related to nursing skills 

necessary to the care of mothers and their newborns, and 2) identified the components 

of the SCE that had the greatest impact on their learning.  

 

3.1.1 Student Perceptions following the Simulated Clinical Experience  

 Three common themes were identified from the students’ written 

comments: knowledge construction, development of psychomotor skills, and 

improved clinical judgement.  

 

3.1.1.1 Knowledge Construction. Students’ stated that the SCE both clarified and 

reinforced course content taught in the classroom, enhancing their ability to apply it 

in the clinical setting. One student reported:  

“This experience really helped me understand all those little details that were not 

quite clear to me before” 
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 It allowed them to make connections between related data, and “put all the 

pieces together” for a deeper understanding of course material making them feel 

better equipped to deal with maternal and newborn needs in the real clinical setting. 

Students’ typified how they felt about their simulation experience:  

“The benefits I took from this Sim experience was that it helped create connections 

between significant data collection” 

“It helped to review textbook knowledge and apply it to hands on skills which made 

the knowledge easier to retain” 

 “I feel like I would be ready to go to the obstetrical unit and actually do well on the 

things I’ve accomplished today” 

 

 Further, students commented that the SCE served as a great review, such 

that it helped identify topics (concepts and principles) requiring further study, and  

helped them to discover knowledge and or skills they thought they knew but really 

did not, a finding not previously noted in the piolet study. One student in the second 

rotation commented: 

“It was a great review and I found out those things (knowledge) I thought I knew, I 

didn’t really know. Many things (topics) were covered in great detail and not covered 

as part of my rotation” 

 

 Finally, students noted that participation in the SCE helped to expand their 

knowledge base due to exposure to content not seen in the clinical area. Students’ 

noted that: 

“During the simulation experience we get exposed to different scenarios that don’t 

come up in the clinical setting; for instance, when a mom is having a lot of bleeding. 

We have gained experience as to how to react and handle it better and with more 

confidence than if we were never exposed” 

“Today we learned a lot about things that we don’t always have the opportunity to do 

in the clinical setting, for example: reconstitution of medications, harder situations 
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like the TTN (Transient Tachypnea of the Newborn), dressing changes and urinary 

catheter insertion. This was very helpful”  

 

3.1.1.2 Psychomotor Skills. An overwhelming outcome of this study was the 

number of students’ who reported that the “hands on” experience gained from the 

SCE helped them improve their confidence with many skills related to maternal-

newborn care. Students’ felt they were better prepared (“knowing what to look for”) 

to assess the newborn particularly with regards to heart rate and respiratory rate, and 

with completion of the 8-point (BUBBLESS) post-partum check and looked forward 

to applying these skills in clinical the following week. These were identified by:  

“I’ve learnt so much. I didn’t even know how to do a proper basic newborn 

assessment, but after simulation, I know now and feel so much better. I know I’ll feel 

more confident walking into clinical next week”  

“I was able to practice taking the baby’s heart rate which was very helpful” 

“I feel more confident doing a postpartum assessment now and will definitely bring 

this confidence to the clinical setting and provide my patient with a higher level of 

care”. 

 

 Further, the SCE provided additional opportunities to practice newly 

acquired skills thereby decreasing the stress associated with them before having to 

perform in the clinical area. A student in the first rotation wrote: 

“Actually getting to do a postpartum and newborn assessment with common 

complications that we may get in the clinical area is amazing as it helped with the 

stress related feelings associated with having to deal with them” 

 

3.1.1.3 Clinical Judgement. Students’ indicated that the SCE improved their 

confidence and prepared them for what to expect in the clinical setting. Their 

comments reflected the benefits of exposure to simulation scenarios in teaching the 

importance of gathering complete data prior to any interventions, how and when to 

intervene, and to prioritize patient care needs. In addition, students felt more 
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confident with the decisions they made following participation in simulation 

activities. The students described their perceptions of the learning that occurred: 

“The sim improved more my knowledge on how to intervene. It also helped me to 

gather more data before giving or making any judgements about my patient’s 

complaints or problems” 

“It (the simulation experience) has helped to instill my knowledge and not doubt 

myself when teaching or making an assessment on my patient” 

“I learned to make a connection between all the data in the patient’s kardex and that 

before I do any interventions I must assess all my data before making a final decision 

on my next move” 

 

3.1.2 Influential Components of the Simulated Clinical Experience 

 Students’ comments identified three specific components of the SCE that 

impacted their learning: small groups, immediate feedback, and a safe environment. 

 

3.1.2.1 Small Groups. Students reported the benefits of  working in small groups 

and how it optimized their learning as they were able to work with student peers, 

share insight, ask questions and generate discussions which enhanced their problem 

solving and critical thinking skills. Typical responses included: 

“Being five in a group is much more advantageous than our labs because I was 

really able to get answers to my questions which was not possible during lab. I feel 

shy to ask questions in large groups because I feel like they (the questions) might be 

stupid”  

“Everyone was able to share insights and ask questions about topics such as C-

section delivery” 

 

 They further commented that this approach allowed “one-on-one” time with 

the teacher, such that students could ask questions and get immediate clarification 

which enhanced learning. A student in the first rotation commented: 
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“I like that it was a small group because it was a lot easier for the teacher to attend 

to each student’s needs. For me it is a lot easier to concentrate when there aren’t as 

many people around me”  

 

3.1.2.2 Immediate Feedback. Students’ noted that receiving immediate feedback 

(either during or following completion of scenarios) allowed them to make the 

appropriate corrections to their actions and as such, reinforced learning and increased 

their confidence. Following the practical application of a new skill, one student 

wrote:  

“Today I got to insert a foley catheter with full attention by the teacher. Now I feel 

more confident because I know my mistakes and next time when I ‘ll be inserting one 

on a real patient I’ll have better knowledge of how to perform it”  

 

3.1.2.3 Safe Environment. Students reported that the SCE gave them a realistic idea 

of the expectations in the clinical setting but allowed them to make mistakes without 

causing harm to patients.  The decreased stress associated with this type of learning 

environment made learning more enjoyable, put students more at ease when 

participating in simulation scenarios, and ultimately made them feel less nervous and 

more confident about returning to the clinical area the following week. When 

preparing the patient for a Caesarean section delivery, students described their 

experience: 

“Knowing that if I made a mistake that no one would be hurt decreased my stress 

level while inserting a foley catheter. Therefore, I could focus on what I was doing, 

and was able to learn from mistakes and really learn”  

“When I was setting up the IV, I was not worried about making a mistake which 

made it easier for me to learn”  
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 However, some students did note that having to perform in front of student 

colleagues can be stressful, as you may still continue to feel as though you are being 

judged. One student noted: 

“It does get stressful and embarrassing at times because it can feel like people are 

judging you, but overall it was a great learning experience” 

 

  Finally, many students commented that the SCE provided exposure to more 

complicated situations than they would  (or could ) experience in the real clinical 

setting which enhanced their critical thinking and decision making skills and made 

them feel better prepared to face similar situations in the future. In the words of two 

students: 

“It (the simulation experience) allows us to practice emergent situations which I find 

a huge asset to critical thinking”  

“I believe that simulation allows students to experience many of the very critical 

cases in nursing that we are supposed to know, but usually never get the chance to 

witness during clinical” 

 

3.2 Student Journals 

 

 Comments from student journals supported the qualitative data obtained 

from the post-test survey particularly regarding making students feel more confident 

and eager to apply what they had learned in the clinical area the following week. 

Journal entries also provided additional descriptive information related to the students 

simulation experience. Much of the students’ comments were directed towards the 

realism component of the SCE. 

 

3.2.1 Realism 

  Some students noted that they experience stress, nervousness and lack 

confidence when entering a new clinical area. They further noted that laboratory 

learning activities, meant to introduce new skills and prepare students for entry into 
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the clinical setting  often contain too much information, do not have enough depth, 

are overwhelming, and do not allow enough time for practice. Students suggested that 

these types of traditional learning activities although beneficial, do not really prepare 

students well enough for entry into a new clinical area, particularly specialty areas 

(e.g. Obstetrics).   This was recognized in the following excerpt:   

“The thing was that our labs the week before did not prepare us at all for the real 

world. They gave us the basic information in the amount of time they had to give it to 

us. Those labs were more overwhelming than anything, as well as we were all so new 

to this field that two day of labs were definitely not enough to make us feel 

comfortable”  

 

 As such, the realistic environment of the SCE helped prepare them for the 

actual clinical setting by exposing them to realistic and stressful situations in a non-

threatening environment which better prepared them to deal with this stress response 

in the future. One student’s perceptions included: 

“The only way to build skills necessary to perform well during an emergency is to 

have students do more simulations. This helps us to better control our stress 

responses, allowing us to perform at a level of heightened arousal without going into 

a panic”  

 

 Journal entries suggested that students found the scenarios well designed 

according to their current ability level, yet challenging enough to stimulate learning. 

One student commented that the scenarios “played on our strengths and strengthened 

our weaknesses”.  This student described the emotional aspect of the simulation 

experience: 

“It challenged us with having our baby go cyanotic and develop fluid in the lungs. 

There was also this horrible sound coming from the little newborn baby (manikin). 

We had to figure out what to do. It made us think, it made us consider the very real 

possibility of that happening to us, and now we’d be as prepared for it as a student 

nurse should be” 
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 Student comments suggested that the process of the simulation experience 

“linked” all the material together, enhancing their understanding and supporting the 

development of critical thinking skills.   One student referred to this as a “cementing” 

process. Several students wrote: 

“I liked how we had a combination of simulation scenarios, debriefing, discussion 

and written work that all linked together” 

“I was also glad that it helped us exercise our critical thinking/giving rationales and 

also our skills”  

 

 Additionally, students enjoyed having to integrate previous knowledge. 

This was recognized as follows:    

 “I liked how we had the opportunity to practice not only 30K practical skills, but 

also the skills we learned in previous semesters” 

 

  Students’ noted that the ability to experience patient care situations from 

start to finish provided them with the feeling of knowing “what to do next” thus 

improving their skills in anticipating possible complications  allowing them to deal 

with them earlier in the patient care process. One student explained: 

“It really helped to clarify the process from start to finish, as if a patient were under 

your care from the moment they entered the hospital till they were discharged. Often 

in clinical we only see bits and pieces of the puzzle and rarely the entire thing 

unfolds. It was insightful and helpful, it served to orient and sensitize us to the reality 

of the process”  
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 Further comments suggested the value of a “student friendly” environment 

created during the SCE, such that students have the ability to work with peers and 

never “feel alone” improving skills in communication and teamwork. Three students’ 

described their experiences: 

“I thought it was amazing to be put in real scenarios, but I never felt alone. It was 

great having the back up of my peers if I were to forget something or freeze in the 

moment”  

“I liked the fact that working with the group you could ask other students for their 

opinions and their help when needed” 

“I’ve learned a lot about the importance of communicating and working as a team” 

 

 Many students also commented on how this enhanced their communication 

skills with patients and their families. A student noted: 

“Working with the mannequins in general, throughout the nursing semesters, has 

gotten me more comfortable with talking to actual patients” 

 

 Some students commented that the patience, guidance and, knowledge, as 

well as the organization by the facilitator, were beneficial to the learning process. 

These sentiments were reflected in the following comments: 

“She (the teacher) explained everything thoroughly and that made me feel a lot more 

at ease for doing it in clinical. I am extremely happy with how this went and I can’t 

wait for more” 

“I also appreciated the teacher’s passion in teaching because she has guided us 

throughout the two day simulation experience” 

“She (the teacher) is patient, kind and extremely supportive. She was open to all our 

questions and concerns. I would love to do it again” 
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 They also enjoyed having input into the daily objectives of their simulation 

experience and requested more simulation in the nursing program. Two journal 

entries noted: 

“First of all I love how we got to choose what we went over. It really helped us focus 

on the aspects we were struggling with and improve our skills” 

 

 Occasional student comments in the reflective journals (as in the post-test 

survey) continued to note the feelings of self-consciousness and anxiety, as well as 

being judged, associated with having to perform in from of student colleagues and the 

teacher during the SCE.  These comments also appeared in some journal entries of 

students who participated in the piolet study. One student felt: 

 “I don’t like being put on the spot or having to do things on my own in front of a 

group. It makes me anxious and I don’t perform well”  

 

 Finally, students also included comments regarding the actual week of their 

participation in the SCE (i.e. earlier or later in the rotation). Some students noted they 

preferred to have the SCE early in the rotation in order to have ample time to apply 

what they learned in the clinical setting. A student in rotation one wrote: 

“I’m really glad I had Sim in my first week. It gave me an idea of what I was going to 

get at clinical and made me feel better prepared”  



 

 

 

CHAPTER SIX 

DISCUSSION 

 

1. INTRODUCTION 

 

 Diminishing availability of appropriate clinical placements coupled with the 

acuity and complexities of patient care is compelling nurse educators to devise 

innovative learning experiences to ensure that graduating nurses are ready to face the 

challenges of the real world of nursing. Several  studies  have demonstrated that the 

use of human patient simulation (HPS) within a simulated clinical experience (SCE)  

is an effective method  for nursing students to acquire knowledge, develop critical 

thinking skills,  and enhance performance, comfort and confidence in the clinical 

setting  (Alinier et al, 2006; Bambini et al, 2009; Bremner et al, 2006;  Hayden et al., 

2014a; Hope et al, 2011; Khalaila, 2014; Liaw et al, 2012; Meyer et al., 2011;  Parr & 

Sweeney, 2006; Rhodes & Curran, 2005; Schoening et al, 2006; Shinnick & Woo, 

2014). Despite this evidence, resistance to the inclusion of the SCE exists within 

colleges and nursing professional certification bodies, as the traditional in-hospital 

placement is still perceived as the only valid mode for clinical training (Harder, 2015; 

Hayden et al., 2014b). However, the goal of SCE is not to replace in-hospital clinical 

experience but to offer complementary skill learning and practice environments to 

augment nursing students’ competencies as well as their confidence (or self-efficacy) 

as health care providers.  

 

 The major purpose of this research study was to determine if a SCE increased 

CEGEP nursing students’ perceptions of self-efficacy related to the skills necessary 

for care of mothers and infants in the obstetrical clinical area and, to determine if 

partial substitution of traditional in-hospital clinical hours with a SCE allowed 

students to achieve course objectives. The SCE exposed students to a variety of 
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patient care scenarios (e.g. post-partum and newborn care needs, breastfeeding, 

preparation and postpartum care of the patient requiring Caesarean Section delivery) 

including one critical event.  In general, results indicated that students’ experienced a 

significant increase in confidence (self-efficacy) regarding their ability to care for 

patients during the perinatal period. Additionally, OSCE results indicated that 

students were able to achieve course objectives in both skill and knowledge 

competencies. The following text will provide a closer interpretation of the results 

vis-à-vis the research questions. 

 

2. RESEARCH QUESTION 1 

 

2.1 Do SCEs increase the self-efficacy of second year nursing students 

entering the obstetrical clinical setting?   

 

 Many aspects of students’ in-hospital clinical experience are anxiety 

provoking, particularly those related to entering a new clinical setting. Students often 

fear that they will make mistakes which can lead to decreased confidence and 

compromise learning (Horsley, 2012; Kleehammer, Hart and Keck, 1990). High 

levels of anxiety can negatively impact patient care (caring efficacy) (King, 2010; 

Khalaila, 2014) as it interrupts students’ abilities related to critical thinking and 

decision making (King, 2010). Performance of nursing skills is inhibited because 

attention is directed away from the patient as students must first deal with their own 

feelings of anxiety (King, 2010; White, 2003). Additionally, high anxiety states can 

be interpreted by students as likelihood for failure and an inability to perform in the 

clinical setting (Bandura, 1977; Pajares, 2006).  

 

 In this study students reported being less anxious because they were learning 

in a simulated environment. A statistically significant increase was noted in students’ 

overall confidence levels regarding performance of nursing skills required for the care 

of mothers and infants in the obstetrical setting. All items on the survey showed 

significance particularly those associated with the care of postpartum mothers 
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following vaginal or Cesarean Section delivery which are new skills introduced in the 

obstetrical component of the Nursing III: Health and Illness (180-30K-AB) course. 

The only item that did not was a skill (monitoring intake and output) students’ had 

learned in their first year of study. This is consistent with other studies that have 

observed gains in students’ self-confidence following participation in simulation 

activities (Bambini et al., 2009; Bremner, et al.,  2006; Christian & Krumwiede, 

2013; Hope et al., 2011; Khalaila, 2014; Pike, & O’Donnell, 2010; Schoening et al., 

2006). Hence, simulated environments offer students opportunities to learn without 

the anxiety that naturally occurs when dealing with live patients (Gore et al., 2011). 

Additionally, simulation provides students with opportunities to experience success 

with performing unfamiliar (or newly acquired) nursing skills (psychomotor as well 

as technical) in an environment where risk to patient safety is minimized and 

mistakes can be made without negative consequences. This in turn promotes 

knowledge and skill acquisition, improved confidence and competence in the clinical 

area (Meyer et al, 2011).  

 

 Knowledge, technical skills and critical thinking are essential components of 

nursing education. Students who lack self-confidence may experience difficulty 

acquiring necessary knowledge and skills, as well as developing the ability to manage 

difficult situations in the clinical setting impacting patient outcomes (Lundberg, 

2008). As such, it is the responsibility of nurse educators to promote the development 

of confidence within their students by providing pedagogical strategies that support a 

confidence building environment. The SCE as an adjunct to teaching and learning 

enables experiential learning. Students are active rather than passive recipients which 

enable them to practise, make mistakes, and correct errors (Dewey, 1997) without the 

fear of harming patients through both “mastery” as well as “vicarious” experiences 

optimizing knowledge gains and enhancing confidence when providing patient care 

during their clinical practice (Bandura, 1986; Christian & Krumwiede, 2013; Hope et 

al., 2011; Kirkman, 2013).  
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3. RESEARCH QUESTION 2 

 

3.1 What aspects of the SCE affect students’ perceptions of self-efficacy?   

 

 Students’ qualitative comments reflected how the gains in knowledge, and 

improved technical skills, as well as enhanced critical thinking and problem solving, 

following their participation in the SCE, made them feel more confident to return to 

the clinical setting the following week. They described how the simulation activities 

promoted a deeper understanding of course content and helped to make connections 

between related concepts. They remarked on the advantages of being able to 

experience patient care situations from start to finish as it offered a more 

comprehensive understanding of the needs of patients over time which allowed them 

to anticipate possible complications and feel more comfortable to face them in the 

future.  Additionally, students noted that the realistic design of the  simulation 

scenarios  allowed them to gain experience  completing both new born and post-

partum assessments, practice new skills (e.g. inserting a urinary catheter) as well as 

apply knowledge (and skills) from previous semesters. Finally, the SCE helped them 

to not only identify their practice weaknesses and make corrective adjustments but 

exposed them to content and experience not seen in clinical practice. Thus, learning 

in a simulated environment supports knowledge and skill acquisition and reduces the 

theory to practice gap (Akhu-Zaheya et al., 2013; Gates et al., 2012; Liaw et al., 

2012). It provides students with opportunities that promote the development of 

critical thinking   and problem solving skills through exposure to the care needs of 

various disease states (Gates et al., 2012)  and through exposure to the high level 

scenarios that are restricted in the clinical setting due to patient safety initiatives (Parr 

& Sweeney, 2006). 

 

 The importance of “realism” or authenticity of simulation scenarios 

particularly if they are to enhance the transfer of learning to the clinical setting (Pike 

& O’Donnell, 2010) cannot be over emphasized. This is especially important when 

recommending that a portion of students’ traditional clinical hours be replaced with a 
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simulation experience (Alinier et al., 2006; Kirkman, 2013; NMC, 2007).  Simulation 

environments must be perceived as authentic by learners (Handley & Dodge, 2013; 

Pike & O’Donnell, 2010). Without authenticity the student nurse cannot associate the 

simulation setting to real-life (Pike & O’Donnell, 2010). Simulation environments 

must mimic reality as closely as possible, in order to create what Bandura (1986) 

describes as “mastery experiences”. This involves designing simulation experiences 

that integrate technical (psychomotor skills) and non-technical skills (interpersonal, 

social, communication) as well as including unpredictable patients and events (Lave, 

1991; Pike & O’Donnell, 2010).  Together these components offer a purposeful 

learning opportunity requiring students to incorporate critical thinking skills in their 

practice (Harder, 2009). 

 

 During the SCE, the current study participants were exposed to a variety of 

scenarios which mimicked the clinical setting as closely as possible. An environment 

including attention to social and cultural contexts was created. Appropriate props (as 

seen on hospital units) were available and in each scenario students encountered one 

unexpected event (e.g. an infant with respiratory distress). Students in this study 

reported that they found the simulation scenarios realistic, designed to their current 

ability level and challenging enough to promote learning, thereby increasing their 

confidence to return to the clinical setting the following week. Therefore, a properly 

designed simulation scenario creates a contextual environment that promotes 

authentic learning (Harder, 2009; Lave, 1991) allowing students to transfer learning 

and apply knowledge and skills within the clinical setting (Bland, Topping, & Wood, 

2011; Harder, 2009).  

 

 Learning in a simulated environment affords students benefits not available in 

the clinical setting; for example, the ability to work in small groups. Simulation 

training occurs in small groups and places the student at the focus of the learning 

experience (Hope et al., 2011).This is advantageous as some students are unable to 

ask questions in a large group situation. Additionally, small groups allow students to 
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feel supported by enabling them to ask their friends if they don’t know something 

(Hope et al., 2011). The “verbal persuasions” students receive from each other during 

simulation activities plays a significant role in encouraging students through difficult 

situations thereby enhancing their skill development and self-confidence (Banduara, 

1984; Pajares, 2006). Additionally, small groups allow for immediate and regular 

feedback which helps to ensure that objectives are met (Alinier, et al., 2006; Pajares, 

2006).  

   

 Students in this study frequently commented on how they benefited from 

working in small groups. They described how groups of five to six allowed them to 

share experiences, ask questions and learn from their peers. Further, they were able to 

discuss patient care approaches and determine the best course of action as a group 

ultimately enhancing their confidence with the decisions they made. As such, 

simulated environments support the team approach to problem solving, helps build 

confidence and are reflective of the real world of nursing (Hope et al., 2011).   

 

 Learning in a “safe environment” was also frequently cited in the qualitative 

feedback from students. Teaching through simulation offers students not only the 

opportunity to practice and makes mistakes in a low risk and safe environment but to 

correct errors without undue discomfort to patients (Bremner et al., 2006; Hope et al., 

2011).  Additionally, simulated environments enhance the learning process by 

allowing practice without untoward effects to patients (Bremner et al., 2006; 

Robertson, 2006).  In an increasingly complex health care system we can no longer 

justify using patients as “guinea pigs” to acquire clinical competence (Gaba, 2004).   

 

 Students expressed that the SCE allowed them to make mistakes without risk 

to patient safety in a supportive environment. Emotion and learning are symbiotic in 

setting the stage for learning to take place as a sense of vulnerability and fear can 

impede the value of the learning experience. Hence, learning in a simulated 
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environment allows students to feel safe to interact, experiment and explore new 

concepts and constructs optimizing learning outcomes (Shuck et al., 2007).  

 

 Although there are benefits to learning in a simulated environment, a common 

finding in the literature is that students find the initial simulation experience to be 

intimidating and embarrassing (Hope et al., 2011). Additionally, they also feel self-

conscious talking to a manikin and have difficulty treating the simulator like a real 

patient (Bremner, et al., 2006; Hope, et al., 2011; Rhodes & Curran, 2005). Some 

students in this study (as well as the pilot study) commented in their journals that 

despite being told they were not being judged; they felt self-conscious with having to 

perform in front of their classmates during simulation scenarios. Further, they also 

noted that it was difficult at times relating to the manikin which may have stifled their 

communication and impacted their performance. As such, learning through 

simulation needs to be integrated throughout the entire nursing curriculum as regular 

exposure to the manikins diminishes these initial threatening feelings and eventually 

allows students to offer support, maintain dignity and demonstrate caring (Hope et al, 

2011). Additionally, the simulated environment offers a more appropriate setting that 

provides students with opportunities to practice communication skills related to 

sensitive situations or topics (Pike & O’Donnell, 2010).  

 

4. RESEARCH QUESTION 3 

 

4.1 Does partial substitution of traditional clinical experiences with a SCE 

allow students to meet course objectives? 

 

 Successful achievement of course objectives (both academic and clinical 

requirements) is necessary for continued advancement through the nursing program, 

and to adequately prepare students for licensing examinations and entry into practice 

following graduation. This requires students to develop the required content 

knowledge, critical thinking and problem solving skills along with technical skills to 

ensure clinical competency. It is the responsibility of nurse educators to incorporate 
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sound pedagogical approaches to promote these outcomes. The replacement of 

traditional clinical experiences with simulated experiences has been shown to be an 

effective strategy for the achievement of these goals, particularly due to the shortages 

in clinical placement availability and concerns regarding the current model of clinical 

placement practice (Hartigan-Rogers et al., 2007; Ironside & McNelis, 2010; 

Polifroni et al., 1995).  

 

 The literature documents comparable results in examination scores, grade 

point averages, and knowledge, critical thinking and clinical performance assessment 

scores when varying percentages (25-70%) of students’ traditional clinical 

experiences were replaced by simulation experiences (Meyer et al., 2011; Nehring, 

Lashley & Ellis, 2002; Schlairet & Fenster, 2012; Sportsman, Schumacker & 

Hamilton, 2011). In addition, the 2014 NCSBN National Simulation Study  added 

evidence that National Council Licensure Examination (NCLEX) pass rates were 

similar whether students had 25% or 50%  of their traditional clinical hours replaced 

with simulation (Hayden et al., 2014a).  

 

 One of the main reasons for doing this study was to determine if the time 

spent in the simulation exercise interfered with the students’ achievement of course 

objectives which are reflected in students’ final course grades.  Assessment tasks for 

the Nursing III: Health and Illness (180-30K0AB) course included a review test (1%), 

4 quizzes related to obstetrical and medicine content (54%), a medication 

administration quiz (5%), a term paper (10%) a final exam (30%) and mid-term and 

final clinical evaluations (pass/fail). All tasks on the evaluation plan were linked to 

course objectives and program competencies as determined by nursing faculty.  

 

 As noted above, the clinical component of the Nursing III: Health and Illness 

(180-30K-AB) course is a pass/fail subjective evaluation by the clinical instructor. 

Therefore, in order to obtain an objective measurement, students’ in this study 

completed an OSCE examination at the end of the semester following completion of 
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the clinical experience (simulated and in-hospital experiences) to test their knowledge 

and skills required for nursing care in the perinatal setting. The OSCE was based 

upon course objectives.  Results of students’ OSCE performance showed a class 

score of 57.4/82 (70.0%) with a normal distribution. Scores for sections 0001 and 

0002 were similar. Comparison of students’ score distribution between the OSCE and 

final course grades were found to be similar. As such, given similar mean and score 

distributions we can conclude that the results of the OSCE are an accurate indication 

of students’ achievement of course objectives. Additionally, similar section scores 

suggest that the order of the SCE (before or after the medicine rotation) did not affect 

students’ knowledge and skill acquisition providing evidence that learning through 

simulation is beneficial at any point in the semester and is sustained over time 

(Hayden et al., 2014a).  Hence, these results demonstrate that learning in a simulated 

environment produces comparable outcomes and prepares students for clinical 

practice. As such the replacement of a traditional clinical experience with a simulated 

clinical experience is a viable option to nurse educators to ensure that students not 

only are equipped with the knowledge and skills necessary to achieve course 

objectives and program competencies but are prepared to assume their professional 

role. These findings are encouraging particularly as nursing programs continue to 

face challenges finding adequate clinical placements for students and justifying the 

large capital investments and maintenance costs of simulation centers (McCallum, 

2006; Tuoriniemi & Schott-Baer, 2008). 

 

 In summary, the sophistication of simulation has grown over the past 15 years 

and many nursing schools and faculties have begun building simulation centers and 

incorporating simulation throughout the nursing curriculum (Harder, 2009) as 

Nursing programs are being challenged to provide high quality clinical experiences 

for their students. This study sought to provide additional support by examining the 

question of whether simulated clinical experiences prepare students as well as 

traditional clinical (in hospital) experiences in relation to students’ perceptions of 

self-efficacy and the achievement of course objectives. The specific case of 
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obstetrical practice was examined. Results provide support that participation in a SCE 

improved students’ perceptions of self-efficacy related to the nursing skills required 

for the care of mothers and their newborns. Students commented that the ability to 

work in small groups in a safe environment and the authenticity of the scenarios 

supported their learning. Further, the gains in knowledge and skills from learning in a 

simulated environment supported students’ achievement of course objectives. Given 

this, this study provides encouraging evidence that learning in a simulated 

environment not only supports learning outcomes but offers benefits not available in 

the traditional clinical setting. 

 

5.  LIMITATIONS AND FUTURE CONSIDERATIONS 

 

 It is acknowledged that this study has a number of limitations. This study was 

conducted within a single institution with a convenience sample of students. Hence, 

the results limit generalizability to groups with similar characteristics. 

 

  The addition of a control group would have allowed for a definitive 

assessment of the effect of partial simulated clinical experience versus traditional 

clinical experience only on changes in confidence levels and achievement of course 

objectives. However, ethical considerations required the same educational 

experiences be offered to all students enrolled in the course, hence no control group 

was utilized.  Future considerations could include conducting a study comparing 

similar cohorts of nursing students from other CEGEP’s that do not currently have 

simulation in their program. 

 

 The study’s survey was adapted from Ravert’s Self-Efficacy for Nursing 

Skills Evaluations tool (Ravert, 2004) which has a Cronbach’s alpha = 0.88 for 

internal consistency estimates of reliability. Modifications were made by the 

researcher such that the final survey was an accurate reflection of the skills required 

to achieve course objectives (180-AO.-30K) related to nursing skills required for the 
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care of mothers and their newborns. Although the adapted survey had content 

validity, its reliability and construct validity was not established. Future testing of the 

psychometric properties of this survey to establish construct validity would be 

beneficial. 

  

 Only the primary researcher reviewed the qualitative data for recurrent 

themes. The study would have benefited from additional perspectives and the ability 

to compare and discuss findings. Future considerations would also include additional 

methods such as interviews to enhance the trustworthiness of the findings. This 

would allow greater insight into students’ perspectives of the SCE allowing 

improvement in pedagogical approaches and ultimately enhancing student 

experiences. 

 

 During the SCE all students were exposed to the same scenarios. Differences 

in student responses during the course of each scenario could not guarantee 

standardized experiences. As such, discussion topics during debriefing as well as 

students questions and comments were not consistent among the groups and hence 

learning (content specific) may have not been equal among the groups.  

 

 For practicality reasons, only three OSCE scenarios were used for testing.  

Future use of multiple scenarios may provide more valid and reliable findings. Also, 

the addition of two markers at each OSCE station would have allowed for inter-rater 

reliability. Additionally, future research would include developing assessment tools 

designed specifically for evaluating clinical performance following learning in a 

simulated environment.  

  

 Finally, students were randomly assigned to the week they attended the SCE. 

Although Meyer et al., (2011) showed that the timing of the simulation experience 

during the clinical rotation did not affect students’ overall performance; future 

research may be warranted to ensure the best learning outcomes for students.        
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6. CONCLUSION 

 

 This study examined the partial replacement of traditional clinical experiences 

with simulated clinical experiences within a Québec CEGEP Nursing program. 

Results indicated that students’ experienced a significant increase in confidence (self-

efficacy) related to the nursing skills required for the care of mothers and their 

newborns in the obstetrical clinical setting following participation in a simulated 

clinical experience. Students cited gains in knowledge, development of psychomotor 

skills and improved clinical judgement attributed to the “hands on” practice obtained 

from working in small groups in a safe and authentic learning environment as having 

the greatest impact on learning through simulation.   Following Bandura’s contention 

that self-efficacy is domain specific, this study demonstrated the feasibility of 

integrating simulation throughout the entire nursing curricula. Additionally, 

simulation was well received by students, promoting learning related to concepts and 

principles of maternal;-child nursing care and allowed students to achieve course 

objectives.  Though self-efficacy alone cannot predict clinical performance, enhanced 

self-efficacy in combination with sound curriculum content leads to optimal student 

learning. The assumption that the traditional clinical experience is the “gold standard” 

to nursing education (Jeffries, 2012) has being challenged as the growing body of 

evidence shows that combinations of simulation and clinical nursing experiences are 

best (Harder, 2015, Hartigan-Rogers et al, 2007; Hayden et al., 2014a;  Ironside, 

2001; Ironside et al, 2010; Norman et al, 2005; Papathanasiou et al, 2014). 

 

 However, it is important to note that a tool is only good if it is well used 

(Alinier et al., 2004). Attention to simulation design, creation of an authentic learning 

environment and appropriate use of simulation are essential to ensure effective 

learning. This requires formal training of faculty members in simulation pedagogy, 

subject matter experts to create realistic scenarios and conduct theory-based 

debriefing, adequate numbers of faculty to support student learners, technical support, 

and equipment and supplies necessary to create an authentic learning environment 
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(Hayden et al., 2014a) requiring significant investments in time and money 

(Tuoriniemi & Schott-Baer, 2008). It is hopeful that the results of this study will have 

an influential  effect not only towards the advancement of the current simulation 

program at John Abbott College but serve as a guide for other CEGEP nursing 

programs towards the  incorporation of a SCE into their nursing curricula for the 

continued education of Québec nurses.          
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NURSING 180.AO 

Nursing III: Health and Illness I 

180-30K-AB 

Course Objectives, Assessment Tasks and Program Competencies 

The 180-30K course continues to develop the competencies and concepts that 

were introduced in the first year of the program.  The student will be introduced to the 

care of families and infants during the perinatal period and will further develop 

abilities to provide nursing care to adults and their families in medical areas.  The 

student will provide teaching and appropriate referral for clients taking into 

consideration the family context as well as the client’s cultural and ethnic 

background.  An understanding of pathophysiology will be addressed in more depth 

with an emphasis on application of the knowledge of health and illness in both client 

populations.  Assessment, planning, implementation and evaluation of care will be 

focused, in particular, on the needs for oxygenation, nutrition, and elimination.  The 

process and application of client teaching will be a significant learning activity in 

both clinical stages.  The 30K course is composed of an introduction to obstetrical 

nursing, and a continuation of 1
st
 year medical experience.

 EXPECTED STUDENT OUTCOMES/ COURSE OBJECTIVES 

The following outcomes of learning activities are organized according to the 

John Abbott College Nursing conceptual framework.  By the end of the course, the 

student will demonstrate the following: 

CARING 

 Demonstrate professional caring and commitment

 Demonstrate awareness of standards of nursing care within the clinical setting

 Identify legal and ethical issues in the context of the client and the family

 Examine clinical situations for quality of care, and discuss alternative

solutions

 Demonstrate self-awareness by examining own clinical performance

 Establish a collaborative relationship with the client within the context of the

family

HEALTH 

 Promote healthy lifestyle choices in adult medical and perinatal settings

 Apply knowledge of strengths, resources and coping behaviours when

planning care for the client in the context of his/her family
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DEVELOPMENT 

 Applies knowledge of growth and development when providing care to clients

NURSING PROCESS 

 Collect and analyze data from texts, the client’s record and reports

 Assess medical and perinatal clients with an emphasis on the needs for

oxygenation, nutrition and elimination

 Apply knowledge from nursing, biology, pharmacology, human development,

psychology, and   sociology of families, diverse cultures and communities in

the clinical setting

 Plan, implement and evaluate nursing care to meet needs of clients in medical

and perinatal settings

 Demonstrate an ability to manage time for the care of two clients

NURSING ABILITIES 

TEACHING 

 Apply the teaching process in collaboration with the client, and in the

context of the family and significant others.

CARE GIVING 

 Provides physical and technical care measures competently and safely at

the third semester level

 Prepares and administers medications safely by oral, topical inhalation,

intramuscular, subcutaneous and peripheral intravenous routes

 Demonstrates ability to manage time for the care of 2 patients

COMMUNICATION 

 Establishes a therapeutic relationship and communicates in a caring and

collaborative manner with clients, family members and co-workers and

instructors

 Applies principles of therapeutic communication with the individual in the

context of the family

 Documents the nursing process and the response of the client and family

according to previously learned principles

ADVOCACY 

 Acts as a client advocate, within the context of the nursing care team

CRITICAL THINKING 

 Apply critical thinking skill to class and clinical situations

 Demonstrates critical thinking in applying the nursing process

 Questions nursing knowledge, practice and behaviours appropriately
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COLLABORATION 

 Works with the client in the context of the family to identify strengths and

resources

 Identifies the nurse’s role and consults with the health care team in the

clinical area

 Interacts helpfully and professionally with peers, teachers, and health team

members

 EVALUATION PLAN 

The following activities will contribute to the student’s grade: 

Date Evaluation Method Comments Mark 

September 3, 2015 Review Test To be done at 

Clinical 

1% 

September 14, 2015 Quiz 1 Short answer only 12% 

October 6, 2015 Quiz 2 Short answer and 

multiple choice 

15% 

November 2, 2015 Quiz 3 Short answer only 12% 

November 24, 2015 Quiz 4 Short answer and 

multiple choice 

15% 

September 14, 2015 Medication 

Administration Quiz 

(MAQ) 

(need 80% to pass) 5% 

Date- TBA 

Individual 

appointments with 

clinical teacher 

Midterm Clinical 

Evaluation 

Pass or “Needs 

Improvement (NI)” 

or Fail 

Pass/NI/Fail 

Oct 20, 2015 

(section1) Term Paper: Final 

copy 

Client Teaching 

Medicine 

10 %  
Oct 27, 2015 

(section2) 

Obstetrics 

November 2, 2015 MAQ Supplemental Pass/Fail 

(need 80% to pass) 

0% 

Date- TBA 

Individual 

appointments with 

clinical teacher  

Final Clinical 

Evaluation 

Pass/Fail Pass/Fail 

TBA in exam period Final Exam Medicine/OBS 30% 
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Linkage between course objectives and elements of the evaluation plan. 

 

Evaluation plan 

 

Course objectives and competencies  

Review test May include all 10D and 20G course competencies 

Quiz 1 (medicine section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG 

Quiz 1 (obstetrics section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG, 

QH 

Quiz 2 (medicine section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG 

Quiz 2 (obstetrics section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG, 

QH 

Quiz 3 (medicine section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG 

Quiz 3 (obstetrics section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG, 

QH 

Quiz 4 (medicine section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG 

Quiz 4 (obstetrics section) Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG, 

QH  

MAQ Q4.7, Q9, QE.9, QH.9 

MAQ supplemental Q4.7, Q9, QE.9, QH.9 

Term Paper (Med section) QA, QE (may include additional course competencies 

depending on topic chosen for patient teaching) 

Term Paper (OBS  section) QA, QH (may include additional course competencies 

depending on topic chosen for patient teaching) 

Clinical Obstetrics All 30k course competencies 

Clinical Medicine All 30k course competencies, except not QH (perinatal 

nursing) 

Final Exam  Q1, Q2, Q3, Q4, Q5, Q6, Q8, Q9, QA, QB, QE, QF, QG, 

QH 

 

 

Clinical Evaluation  Pass/Fail Basis (Satisfactory/Unsatisfactory) 

 

 Successful completion of the clinical experience is necessary to pass the course.  

Clinical assignments based on class and lab topics and their application to the clinical 

area are compulsory, and contribute to the Pass/Fail clinical grade. These assignments 

must be completed in adequate depth and detail to successfully meet the clinical 

requirements. Students are required to write a self-evaluation at midterm and at the 

end of the term. There is a midterm clinical evaluation and a final clinical evaluation. 

Students may receive a “needs improvement” at midterm and be at risk for failing. 

Improvement in clinical performance is required for the students to pass clinically at 

the end of the semester if the midterm evaluation is “needs improvement”. Clinical 

performance is reviewed at the end of the semester by the 30K teaching group as a 
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whole in order to determine if the clinical work is satisfactory or not. Absenteeism 

will be taken into consideration, and may affect the student’s evaluation. 

PROGRAM COMPETENCIES: 

Learning activities are planned in full or partial completion of the following 

competencies that are to be obtained by the end of the Nursing Program: 

01Q1   To develop an integrated perception of the human body and its functions 

01Q2   To deal with a client’s reactions and behaviours 

01Q3   To refer to a conceptual nursing framework to define one’s professional 

practice 

01Q4   To use assessment and nursing care procedures 

01Q5   To establish a helping communication with the client and significant others 

01Q6   To deal with social and cultural realities related to health matters 

 01Q8   To interpret a clinical situation by referring to health problems and other    

problems related to the field of nursing 

01Q9   To establish links between pharmacotherapy and a clinical situation 

01QA   To teach the client and his/her significant others 

01QB   To assist the person in the maintenance and improvement of their health 

01QC.5 To organize one’s workload 

01QD.1 To work collaboratively within a care team 

01QE    To intervene with hospitalized adults and elderly clients requiring 

medical/surgical nursing 

01QF.2 To assume responsibility for actions and decisions 

01QF.5 To become involved in maintaining and improving the quality of nursing care 

01QG   To apply emergency measures 

01QH   To intervene with clients requiring nursing care in a perinatal setting 
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JAC 180.AO NURSING PROGRAM COMPETENCIES 

01Q0 To analyse the work function 

Elements 

1. To characterize a nurse’s function and working conditions.

2. To explore the tasks pertaining to the work function.

3. To examine the abilities and behaviours required to perform the work function.

4. To study the legislation applicable to professional practice.

01Q1 To develop an integrated perception of the human body and its functions

Elements 

1. To discern the anatomy of the human body.

2. To recognize the human body as a group of systems.

3. To establish links between nutrition and the body’s functioning.

4. To consider the human body as an entity seeking equilibrium.

5. To understand the incidence of a biological imbalance on body functioning.

01Q2 To deal with a client’s reactions and behaviours 

Elements 

1. To establish initial contact with the client.

2. To describe the client’s reactions and behaviours.

3. To interpret the client’s reactions and behaviours.

4. To appraise the potential danger of a situation.

5. To react to risk situations.

6. To perform self-assessment.

01Q3 To refer to a conceptual nursing framework to define one’s professional 

practice 

Elements 

1. To base one’s own action on the foundations of professional practice.

2. To base nursing care activities on a conceptual model.

3. To apply the nursing process.

01Q4 To use assessment and nursing care procedures 

Elements 

1. To carry out the preliminary steps to the implementation of the procedure.

2. To proceed with a clinical examination of the client.

3. To monitor a client's physical condition.
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4. To assess a client’s cognitive and affective functions.

5. To assess a client’s ability to function autonomously.

6. To carry out Nursing / Medical care and treatment.

7. To administer medication by various routes.

8. To chart data.

01Q5 To establish a helping communication with the client and his/her 

significant others 

Elements 

1. To enter into relation with the client and his/her significant others.

2. To create an alliance with the client and his/her significant others.

3. To conduct an interview.

4. To interact within a helping relationship.

5. To support a client through a decision-making

process concerning his/her health.

6. To support a client experiencing bereavement or loss,

as well as his/her entourage.

7. To evaluate established relationships.

01Q6 To deal with social and cultural realities related to health matters

Elements 

1. To consider the social context surrounding ones own professional practice.

2. To take the client’s family context into consideration.

3. To take the client’s sociocultural characteristics into account.

4. To assess one’s own attitudes and behaviours

with regard to sociocultural diversity.

01Q7 To link immunological disorders and infections to physiological & and 

metabolic mechanisms 

Elements 

1. To specify the action of an aggressive agent on the human body.

2. To define the body’s reactions to the aggressor.

3. To describe the infectious or immunological disorder.

4. To relate the immunopathological disorder to the therapy.

5. To examine measures to prevent or control infection.
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01Q8 To interpret a clinical situation by referring to health problems and other 

problems related to the field of nursing 

Elements 

1. To describe the health problem.

2. To relate test results to the diagnosed health problem.

3. To relate the health problem to the therapy.

4. To identify nursing-related problems connected to the health situation.

5. To outline the nursing interventions.

01Q9 To establish links between pharmacotherapy and a clinical situation 

Elements 

1. To interpret a medical prescription for medication.

2. To relate clinical manifestations to the medication prescribed.

3. To anticipate the effects of the drug.

4. To specify conditions for drug administration.

5. To select measures to support medication.

6. To plan prescription follow-up.

01QATo teach the client and his/her significant others 

Elements 

1. To determine needs and expectations with respect to information and learning.

2. To provide information on health, nursing care and services.

3. To organize a teaching activity.

4. To provide teaching on an individual basis.

5. To teach a small group of people.

6. To evaluate the results of the activity.

7. To chart data.

01QB To assist clients in the maintenance and improvement of their health 

Elements 

1. To perform health care activities as part of a prevention program.

2. To promote a healthy lifestyle.

3. To make the client aware of various risk situations.

4. To support the client taking charge of his/her health.

5. To assess the client’s capacity to take charge of himself/herself

after returning to his/her natural environment.
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01QC To adapt to various work situations 

Elements 

1. To assume the emotional consequences inherent in carrying out duties.

2. To manage the stress inherent in professional practice.

3. To prevent professional burn-out.

4. To react to a crisis situation.

5. To organize one’s workload.

6. To adjust to changes in work environment.

7. To assume responsibility for one’s own professional development.

01QD To establish a cooperative relationship with members of the 

interdisciplinary team 

Elements 

1. To work collaboratively within a care team.

2. To coordinate nursing activities.

3. To work within the interdisciplinary team.

4. To intervene in conflictual work situations.

5. To carry out administrative duties.

6. To process information to ensure continuity of care and follow-up.

01QE To intervene with hospitalized adults and elderly clients requiring 

medical/surgical nursing 

Elements 

1. To seek information in order to ensure continuity of care.

2. To perform an initial or an ongoing assessment of a client.

3. To ensure clinical monitoring.

4. To outline the care needs.

5. To determine and adjust the therapeutic nursing plan.

6. To determine the nursing care and treatment plan.

7. To plan the implementation of the therapeutic nursing plan and the nursing care

and treatment plan 

8. To carry out the interventions:

-  to provide nursing / medical care and treatment

-  to assist the client with daily activities

-  and to provide information, advice or teaching

9. To administer medications.

10. To evaluate nursing interventions and outcomes.

11. To ensure continuity of care and follow-up.
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01QF To use the ethics and values of the profession to understand one’s own role 

Elements 

1. To comply with professional values.

2. To assume responsibility for actions and decisions.

3. To understand the moral dimensions of the role.

4. To consider various professional situations from an ethical point of view.

5. To become involved in maintaining and improving the quality of nursing care.

01QG To apply emergency measures 

Elements 

1. To initiate emergency intervention.

2. To perform cardiopulmonary resuscitation.

3. To provide first aid.

4. To report data regarding the situation.

5. To apply interdisciplinary care protocols.

01QH To intervene with clients requiring nursing care in a perinatal setting 

Elements 

1. To seek information in order to ensure continuity of care.

2. To perform an initial or an ongoing assessment of a client.

3. To ensure clinical monitoring.

4. To outline the care needs.

5. To determine and adjust the therapeutic nursing plan.

6. To determine the nursing care and treatment plan.

7. To plan the implementation of the therapeutic nursing plan and the nursing care

and treatment plan 

8. To carry out the interventions:

-  to provide nursing / medical care and treatment

-  to assist parents in performing their role.

9. To administer medications.

10. To evaluate nursing interventions and outcomes.

11. To ensure continuity of care and follow-up.

01QJ To intervene with children and adolescents requiring nursing care 

Elements 

1. To seek information in order to ensure continuity of care.

2. To perform an initial or an ongoing assessment of a client.

3. To ensure clinical monitoring.

4. To outline the care needs.

5. To determine and adjust the therapeutic nursing plan.

6. To determine the nursing care and treatment plan.

7. To plan the implementation of the therapeutic nursing plan and the nursing care

and treatment plan 

8. To carry out the interventions:

-  to provide nursing / medical care and treatment
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     -  to assist the client with daily activities 

     -  and to provide information, advice or teaching 

9. To administer medications.

10. To evaluate nursing interventions and outcomes.

11. To ensure continuity of care and follow-up.

01QK To intervene with client’s receiving medical/surgical nursing care in an 

ambulatory service 

Elements 

1. To perform or complete an initial assessment of the client.

2. To ensure clinical monitoring.

3. To outline or revise the care needs.

4. To determine and adjust the therapeutic nursing plan.

5. To determine the nursing care and treatment plan.

6. To carry out the interventions:

-  to provide nursing / medical care and treatment

-  to evaluate client's capacity for self-care

-  to provide information, advice or teaching

7. To evaluate nursing interventions and outcomes.

8. To ensure continuity of care and follow-up.

01QL To intervene with clients requiring mental health nursing care 

Elements 

1. To seek information in order to ensure continuity of care.

2. To perform an initial or an ongoing assessment of a client.

3. To ensure clinical monitoring.

4. To outline the care needs.

5. To determine and adjust the therapeutic nursing plan.

6. To determine the nursing care and treatment plan.

7. To plan the implementation of the therapeutic nursing plan and the nursing care

and  

treatment plan 

8. To carry out the interventions:

-  to provide nursing / medical care and treatment

-  to assist the client with daily activities

-  and to provide information, advice or teaching

9. To administer medications.

10. To evaluate nursing interventions and outcomes.

11. To ensure continuity of care and follow-up.
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01QM To intervene with adults and elderly clients experiencing loss of 

autonomy who require institutional nursing 

Elements 

1. To seek information in order to ensure continuity of care.

2. To perform an initial or an ongoing assessment of a client.

3. To ensure clinical monitoring.

4. To outline the care needs.

5. To determine and adjust the therapeutic nursing plan.

6. To determine the nursing care and treatment plan.

7. To plan the implementation of the therapeutic nursing plan and the nursing care

and  

treatment plan 

8. To carry out the interventions:

-  to provide nursing / medical care and treatment

-  to assist the client with daily activities

-  and to provide information, advice or teaching

9. To administer medications.

10. To evaluate nursing interventions and outcomes.

11. To ensure continuity of care and follow-up.



APPENDIX C 

Self-Efficacy for Nursing Skills Evaluation Tool 

Adapted (Ravert, 2004) 
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 Participant #_________ 

Pre-Questionnaire 

Self-Efficacy for Nursing Skills Evaluation 

DIRECTIONS: Individuals do many different things to help 

themselves perform well in different situations. I am interested 

in how confident you are in performing each of the following 

skills. For example for the skill: I can run a marathon, I would 

rank my confidence as very confident as I have trained for 6 

months but this is my first marathon. I am interested in your first 

reaction: do not spend a lot of time thinking about how well you 

do the skill- just how confident you are that you can do it. 

Please check the appropriate column indicating your level of 

confidence to perform the skill. 5
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1. Assessing Maternal Vital Signs (T, P, R, BP)

2. Assessing the patient’s breasts

3. Assessing  the uterine fundus

4. Assessing the client’s lochia

5. Assessing the client’s episiotomy or laceration

6. Performing uterine fundal massage

7. Inserting a urinary catheter

8. Changing a  basic dressing

9. Managing peripheral IV therapy

10. Monitoring intake and output

11. Reconstituting  Medications

12. Assessing Newborn Apical  Heart Rate

13. Assessing Newborn Respiratory Rate

14. Completing a Newborn Head to Toe Assessment

15. Collecting appropriate data related to your patient’s needs

from information provided in the patient’s chart or kardex 

16. Asking the patient significant questions to gather information

about any given problem 

17. Analyzing data and supporting  conclusions with knowledge

18. Making a final decision after information is gathered,

analyzed and possible interventions are evaluated 

19. Managing postpartum care
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20. Evaluating whether the clinical decision you made actually

made the patient better, worse or didn’t make a difference 

21. Managing postoperative care following Caesarean Section

22. Managing patient with urinary retention following a vaginal

delivery 

23. Completing patient teaching related to postpartum needs

24. Completing patient teaching related to newborn needs

25. Completing teaching related to breastfeeding

Self-Efficacy tool adapted with permission from P. Ravert (2004) dissertation project: Use of a human 

patient simulator with undergraduate nursing students: A prototype evaluation of critical thinking and 

self-efficacy. 
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Participant #_________ 

Post-Questionnaire 

Self-Efficacy for Nursing Skills Evaluation 

DIRECTIONS: Individuals do many different things to help 

themselves perform well in different situations. I am interested 

in how confident you are in performing each of the following 

skills. For example for the skill: I can run a marathon, I would 

rank my confidence as very confident as I have trained for 6 

months but this is my first marathon. I am interested in your 

first reaction: do not spend a lot of time thinking about how 

well you do the skill- just how confident you are that you can 

do it. Please check the appropriate column indicating your 

level of confidence to perform the skill. 5
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1. Assessing Maternal Vital Signs (T, P, R, BP)

2. Assessing the patient’s breasts

3. Assessing  the uterine fundus

4. Assessing the client’s lochia

5. Assessing the client’s episiotomy or laceration

6. Performing uterine fundal massage

7. Inserting a urinary catheter

8. Changing a  basic dressing

9. Managing peripheral IV therapy

10. Monitoring intake and output

11. Reconstituting  Medications

12. Assessing Newborn Apical  Heart Rate

13. Assessing Newborn Respiratory Rate

14. Completing a Newborn Head to Toe Assessment

15. Collecting appropriate data related to your patient’s needs

from information provided in the patient’s chart or kardex 

16. Asking the patient significant questions to gather

information about any given problem 

17. Analyzing data and supporting  conclusions with

knowledge 

18. Making a final decision after information is gathered,

analyzed and possible interventions are evaluated 

19. Managing postpartum care
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20. Evaluating whether the clinical decision you made actually

made the patient better, worse or didn’t make a difference 

21. Managing postoperative care following Caesarean Section

22. Managing patient with urinary retention following a

vaginal delivery 

23. Completing patient teaching related to postpartum needs

24. Completing patient teaching related to newborn needs

25. Completing teaching related to breastfeeding

1. Do you feel participation in the simulation experience has enhanced your

ability to perform in the obstetrical clinical setting? If so, explain why you

think so, using examples if possible. If not, what do you think hindered your

learning experience? Please give examples.

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

Self-Efficacy tool adapted with permission from P. Ravert (2004) dissertation project: Use of a human 

patient simulator with undergraduate nursing students: A prototype evaluation of critical thinking and 

self-efficacy. 



APPENDIX D 

Objective Structured Clinical Examination Scenarios 
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1. MRS. KAUR: INSTRUCTIONS FOR THE STUDENT

CLINICAL SETTING:  POSTPARTUM UNIT HOSPITAL ROOM 

NAME:   MRS. KAUR 

CLINICAL SITUATION: 

INSTRUCTIONS:  

You have 9 minutes to: 

Attention: 

Throughout the scenario, explain aloud to the examiner what you are 

assessing and any teaching you do.  

Mrs. Kaur, G1 T1 P0 A0 L1 is on the postpartum ward following a 

spontaneous vaginal delivery 12 hours ago. She gave birth to a 4240 

grams baby boy at 40 weeks gestation. She has a third degree tear.  It 

is 07hrs30 (7:30 am).  

1. Complete a post-partum assessment.
2. Provide appropriate teaching.
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MRS. KAUR: INSTRUCTIONS FOR THE ACTOR 

CLINICAL SETTING: POSTPARTUM UNIT HOSPITAL ROOM 

NAME:  MRS. KAUR 

CLINICAL SITUATION: 

INSTRUCTIONS: 

 

 

 

 

 

 

 Mrs. Kaur, G1 T1 P0 A0 L1 is on the postpartum ward following a spontaneous 

vaginal delivery 12 hours ago. She gave birth to a 4240 grams baby boy at 40 

weeks gestation. She has a third degree tear.  It is 07hrs30 (7:30 am).  

If the student asks you if you need to void before the exam, tell her/him, you just 

voided. 

1. When the student asks to examine your breasts, give him/ her card marked

“Breasts”.

2. When the student asks to examine your uterus (fundus), give him/her the

card marked “Uterine Fundus”

3. When the student asks you about your ability  to empty your bladder,

respond: “I have voided twice in large amounts”

4. When the student asks you if you have had a bowel movement, respond:

“Not Yet”

5. When the student asks about your lochia, give him/her the card marked

“Lochia”

6. When the student asks to examine your episiotomy/perineum/laceration,

give him/her the card marked “Perineum”. When the student asks about

your pain, tell him/her the pain is 4/10 at the site of the laceration/tear.

Ask what else you can do to decrease the pain and prevent

infection/promote healing. If the student asks you about the last time

you had medication for the pain, tell him/her you do not remember.

7. When the student looks for swelling on your legs, hand him/her the card

marked “Swelling”

8. When the student asks about your emotional state, respond: It was a long

labour and I feel tired but I am very happy with the experience. My husband

was present, he cut the cord and we got to spend some time together, just the

3 of us, right after the birth. It was wonderful and the nurses were great!
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MRS KAUR:  EXAMINER’S GRID 

STUDENT’S NAME: _______________________________________ 

The student will… 

1. Introduces self to patient /1 

2. Explain to patient what she is about to do.   /1 

3. Analyzes vital signs. When the student states he/she will take 

the Vital Signs, hand the student the card marked “Vital 

Signs”. Ask the student, “Are your patient’s vital signs 

normal? Student must state that all vital signs are within 

normal limits to receive the mark.  

/1 

4. Ensure that patient has emptied her bladder prior to examining 

fundus 

/1 

5. Put on gloves before assessing episiotomy and hemorrhoids /1 

6. Assess each of the following:       (1 mark each) 

1. Breasts (firmness) and nipples (intact/erect)

2. Uterine fundus (location; consistency)

3. Bladder function (amount; frequency)

4. Bowel function (passing gas or bowel movement)

5. Lochia (amount; color)

6. Episiotomy or laceration (perineum ;discomfort; condition

of repair if done)

7. Swelling (legs; edema)

8. Psychosocial (emotional state)

/8 

7. Verifies last dose of analgesic /1 

8. Teach about perineal cleansing        ( Includes 2 of the following) 

1. Wash hands before and after voiding

2. Wash perineum once per day with warm water and mild soap

3. Change pad with each void or defecation or at least 4 times per

day 

4. Assess amount and character of lochia with each pad change.

/2 

9. Teach about use of an ice pack (at first to decrease edema/swelling  

and to provide anaesthetic/analgesic effect) /1 

10. Teach about the use of the Peri-Bottle:  (Includes 2 of the 

following)  
1. Use peri-bottle with each void and pad change

2. Fill bottle to top with warm water and  squirt perineum as she

sits on the toilet seat

3. Use entire bottle

4. Blot dry with toilet paper when finished

/2 
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11. Teach use of Sitz Bath: (1 mark each) 

1. Encourages use of sitz bath 2-3 times per day for at least

15- 20 minutes

2. Explains set up or procedure

/2 

12. Teach about the use of topical applications:    (Includes any of 

the following) 

1. Use of anaesthetic cream/spray (Dermoplast/Benzocaine)

2. Use of  Witch Hazel (Tucks) pads, use of Magnesium

Sulphate ) for swelling

/1 

13. Teach about the signs and symptoms of infection: (Includes any 3 

of the following) 

1. Redness

2. Increased pain

3. Foul smelling discharge

4. Warmth

5. Increased swelling

6. Contact doctor immediately if you note any of these signs

/3 

   Total:          /25 
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MRS. KAUR: PROPS 

Requires Actor 

Name bracelet  

Hospital gown 

Hospital bed 

Blood pressure machine with thermometer 

Doll in bassinet at bedside 

Boxes of Gloves (small, medium, large)  

Instruction Cards labelled “Breasts”, Uterine Fundus”, “Lochia”, “Perineum”, 

“Swelling”, Vital Signs”  

Peri-Bottle 

Sitz-Bath 

Medication Sheet with orders 
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2. MRS. MATTHEWS:

INSTRUCTIONS FOR THE STUDENT 

CLINICAL SETTING:  POSTPARTUM UNIT HOSPITAL ROOM 

NAME:   MRS. MATTHEWS 

CLINICAL SITUATION: 

 

 

 

INSTRUCTIONS:  

You have 9 minutes to: 

Attention: 

Throughout the scenario, explain aloud to the examiner everything you are 

teaching.   

Mrs. Matthew’s gave birth to her first daughter at 38 4/7 weeks gestation by 

caesarean section. Mild tachypnea at birth required initial monitoring of the new 

born in the Intensive Care Nursery.  Baby Sara, now 12 hours old, has been 

brought to her mothers’ room to initiate breastfeeding as her respiratory status has 

improved. Mrs. Matthew’s is awake, her vital signs are stable, her lochia is 

moderate rubra (no clots), her dressing is clean dry and intact and she has a NS 

lock in her right arm. Mrs. Matthews states she does not have any pain. 

1. Provide appropriate breastfeeding teaching.
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MRS. MATTHEWS: INSTRUCTIONS FOR THE ACTOR 

CLINICAL SETTING: POSTPARTUM UNIT HOSPITAL ROOM 

NAME:  MRS. MATTHEWS 

CLINICAL SITUATION: 

 

 

 

INSTRUCTIONS: 

Mrs. Matthew’s has just given birth to her first daughter at 38 4/7 weeks gestation 

by caesarean section. Mild tachypnea at birth required initial monitoring of the new 

born in the Intensive Care Nursery.  Baby Sara, now 12 hours old, has been 

brought to her mothers’ room to initiate breastfeeding as her respiratory status has 

improved. Mrs. Matthews is awake and states she does not have any pain. . Mrs. 

Matthew’s is awake, her vital signs are stable, her lochia is moderate rubra (no 

clots), her dressing is clean dry and intact and she has a NS lock in her right arm. 

Mrs. Matthews states she does not have any pain. 

If the student does not ask: 

9. After 2 minutes, ask “What are the different positions I can use to

breastfeed my baby” if the student nurse has not mentioned this topic.

10. After 4 minutes, ask “How do I latch my baby at the breast?”

11. After 6 minutes, ask “Which position is best for breastfeeding since I have

had a caesarean section?” if the student has not mentioned this topic.
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 Responses to Questions 

1. If the student asks you if you have had any skin to skin contact with the baby:

State, “No. They took the baby right to the newborn nursery” 

2. If the student asks you is you have taken pre-natal classes:

State, “No. My husband and I work full time shift work and it was not possible to get 

to any pre-natal classes”. 

3. If the student asks you if you have read any books about breastfeeding, or if

you have any knowledge about breastfeeding: 

State, “I read a little bit about breastfeeding but I need more information about how to 

position and latch my baby at the breast”. 

4. If the student asks you if you have support for breastfeeding:

State, I have a good friend who lives close by who had a baby 2 months ago. She is 

breastfeeding her baby”. 

5. If the student asks you if there are any cultural issues related to breastfeeding:

State, “No.  I want to breastfeed my baby exclusively for 6 months”. 

If the student asks questions and you are not sure how to answer, direct any responses 

towards asking for teaching related to positioning and latching your baby at the 

breast. 
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MRS MATTHEWS: EXAMINER’S GRID 

STUDENT’S NAME: _______________________________________ 

The student will… 

1. Assess client’s experience with breastfeeding: Appropriate 

questions may include:              (includes 2 of the following. Use 

your own judgement here ) 
1. Did you have the opportunity for skin to skin contact 

immediately after birth? 

2. Is this an appropriate time to initiate breastfeeding? (i.e. 

was the baby fed recently? Does the baby show any signs 

of being hungry?  

3. Client’s current knowledge of breastfeeding (Did you take 

pre-natal classes? Have you read any books on 

breastfeeding? What do you know about breastfeeding, 

positions, latching?)  

4. Do you have family/friends for support? 

5. Are there any cultural expectations regarding 

breastfeeding? 

 

 

 

 

 

/2 

2. Give information regarding preparation before breastfeeding: 

   (includes 2 of the following) 

1. Ensure privacy 

2. Unwrap/undress infant 

3. Ensure comfortable position (sitting upright if in bed if 

possible, if in chair, feet on floor or bench, arms supported) 

4. Use of pillows to assist with positioning/comfort   

 

 

 

/2 

3. Mentions that there are 4 basic positions for breastfeeding:       

(includes 2 of the following) 

1. Cradle (Madonna) 

2. Cross-Cradle (Modified cradle) 

3. Football 

4. Side-lying 

 

 

/2 

4.  Suggest  the best position for breastfeeding when client has 

had a caesarean section birth: 

1. Football  

2. *May also say side lying but must point out that this 

position may be harder to obtain a good latch. 

  

 

 

 

 

      

 

 

/1 
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5. Provides basic teaching about how to properly position the 

infant at the breast: (for any position)                     (1 mark 

each )  

1. placed at the level of the breast

(supportive/breastfeeding pillow)

2. placed tummy to tummy with mother

3. ear, shoulder and hip are all in a line

/3 

6. Teach football position (1 mark each) 
1. baby on left arm if left breast, right arm if right breast

2. allow head to fall back on wrist/forearm (so it is slightly

extended)

3. baby underneath breast, chin touching breast, nose tilted

away from the breast, hips flexed

/3 

7. Teach how to latch baby to breast : (1 mark each) 

After positioning baby properly….. 

1. make a "C" with fingers: left hand if left breast/ right hand

if right breast

2. point the nipple in the direction of the infant’s hard palate/

center/ upwards in the infant’s mouth

3. tease baby's bottom lip (upper lip also acceptable) and chin

with areola

4. wait  for baby to open wide with tongue down

5. quickly bring baby to breast (do not bring breast to baby)

/5 

8. Provides teaching on how to ensure latch is good:  

(any 4 or the following) (1 mark each) 

1. Majority of areola is in the mouth

2. Lips should be flanged out

3. Observe for continuous sucking (baby does not fall off the

breast after one or two sucks)

4. Mouth open at 150 degree angle

5. Movement of areola is seen during sucking

6. Absence of “clicking” or smacking sound

7. Absence of pain (may state initial discomfort  that

resolves), a firm tug on the nipple is felt

8. Infant’s chin is pressed into the breast, the cheeks and nose

should be away from or lightly touching the breast

/4 

Total:          /22 
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MRS. MATTHEWS: PROPS 

Requires Actor 

Name bracelet  

Hospital gown 

Hospital bed 

Mannequin baby with bassinet 

Pillows (2), breastfeeding pillow 

Additional doll for teaching if student chooses to use (I have enough in my office) 
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3. BABY THOMSON:

INSTRUCTIONS FOR THE STUDENT 

CLINICAL SETTING:  NURSERY 

NAME: BABY THOMSON (FEMALE)  

REASON FOR HOSPITALIZATION:  NEWBORN 

CLINICAL SITUATION: 

INSTRUCTIONS: 

Attention: 

Throughout the scenario, explain aloud to the examiner what you are 

assessing.  

Baby Thomson was born 1 hour ago following an uncomplicated spontaneous 

vaginal delivery (SVD) at 39 weeks gestation. She is brought to the nursery for 

routine newborn assessment. APGAR score at birth was:  

1 minute 9 

5 minute 9 

10 minute 10 

You have 9 minutes to: 

1. Demonstrate a head to toe newborn assessment.
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BABY THOMSON: INSTRUCTIONS FOR THE EXAMINER 

(With Simulator) 

 

 
CLINICAL SETTING:  Nursery 

 

NAME: Baby Thompson (Female)    

 

REASON FOR HOSPITALIZATION: Newborn  

 

CLINICAL SITUATION: Routine Newborn Assessment  

 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
INSTRUCTIONS: 

 

 

 
 
 
 
 

Attention: 

Throughout the scenario, the student should explain aloud to you what they are 

assessing/what they are looking for. 

  

Baby Thompson was born 1 hour ago following an uncomplicated 

spontaneous vaginal delivery (SVD) at 39 weeks gestation. APGAR 

score was:  

1 minute 9 

5 minute 9 

10 minute 10 

 

 

The student has 9 minutes to: 

1. Perform a head to toe newborn assessment.  
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Examiner Instructions 

Instructions for Examiner: 

1. The student does not need to weigh the infant, only to state that they would

obtain the weight.

2. The student does not need to measure the head circumference or the length,

only tell you that they would complete both of these measurements.

3. When the student initiates Vital Signs:

a) Ask them how they would take the newborn’s temperature.

b) Tell them the newborn’s temperature is 36.6 degrees Celsius.

c) Tell them the HR is 140 beats per minute. They do not need to take the HR.

d) Tell them to take the RR of the infant.

With one minute remaining: 

Please ask the student: “During your assessment, the baby’s temperature dropped to 

36.1 degrees Celsius, what would be the best way to warm the baby at this time?”   

ANSWER: Place the infant skin to skin with her mother. 
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BABY THOMSON: EXAMINER’S GRID 

(With Simulator) 

STUDENT’S NAME:  _____________________________ 

 

The student will… 

1.  Note need to weigh infant  /1 

2. Note need to measure 

1. Head circumference 

2. Length 

                                                 (must state both to get the mark) 

 

/1 

3. Obtains newborn’s vital signs: 

1. States they will take the newborn’s temperature via the 

axilla (also accept: the first temperature rectally)         

(1 mark) 

2. States they will take the newborn’s heart rate      (1 mark) 

3. Takes Respirations  (must be accurate to get the mark) 

Simulator set for RR =48 (accept 46-50)          (1 mark) 

 

/3 

4.  Assess Integument  

Notes:                                                                       (1 mark each) 

1. color (pink, pale, jaundice, cyanosis, acrocyanosis) 

2. Integrity (smooth, dry, peeling, presence of skin lesions, 

or abrasions) 

3. Presence or absence of distinguishing marks (ecchymosis, 

bruising, milia, erythema toxicum, Telangiectactic 

Nevi/stork-bites, Nevus Flammeus/port-wine stain, Nevus 

Vascularis/strawberry mark, Mongolian spots, vernix, 

plantar creases, lanugo, meconium staining of cord) 

 

 

 

 

/3 

5. Assess Head 

Notes: 

1. Fontanels - Anterior and Posterior – soft, flat, open (1 

mark) 
Notes presence or absence of 2 of the following:    (1 mark each) 

1. Molding 

2. Caput Succadeneum 

3. Cephalhematoma 

 

 

/3 

6. Assess Eyes 

Notes 2 of the following:                                         (1 mark each) 

1. Placement (space between eyes each one-third the 

distance from outer(left) to outer (right) canthus 

2. Symmetry in size and shape 

3. Discharge (presence or absence) 

 

 

 

 

 

 

/2 
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7. Assess Ears 

Notes 1 of the following: (1 mark total) 

1. Placement (Upper attachment in line with outer canthus of

eye

2. Normal size for head

3. Patent or the student  may say they would assess if the

infant reacts to sound

/1 

8. Assess Mouth 

Notes 2 of the following: (1 mark each) 

1. Palate/Lips Intact

2. Buccal mucosa/gums dry or moist, pink, intact

3. Tongue mobility, movement, color, tongue tie

/2 

9. Assess Neck 

Notes 1 of the following: (1 mark total) 

1. Movement/Flexibility

2. Presence or absence of Webbing

3. Presence of Masses

/1 

10. Assess Chest 

Notes 3 the following:     (1 mark each) 

1. Shape (almost circular, barrel shaped)

2. Respiratory movements (symmetrical, easy breathing/ non

laboured, absence of nasal flaring, grunting, retractions)

3. Clavicles  (intact)

4. Ribs (intact, moves with respirations)

5. Breast tissue (presence or absence of engorged breasts)

6. Presence of Mucous

/3 

11. Assess Abdomen (GI)    (1 mark each) 

Notes 4 of the following: 

1. Soft

2. Movement with respirations (abdominal and chest

movement synchronous)

3. Presence of bowel sounds

4. Umbilical cord moist

5. Umbilical has 3 vessels

6. Clamp present

7. Anus ( placement ,patency)

8. First Meconium passed/not passed

/4 

12. Assess GU 

Notes 2 of the following:        (1 mark each) 

1. Presence or absence of Pseudo-menstruation/pink

discharge

2. Urinary meatus (open, mucoid discharge)

3. Appearance (red, swollen)

4. Voided/not voided

/2 
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13. Assess Reflexes                                                      (1 mark each) 

 Demonstrates 2 of the following: 

1. Rooting 

2. Sucking 

3. Grasp (Palmer/Plantar or both) 

4. Moro 

5. Babinski 

 

 

 

/2 

14. Assess Behaviour                                                    (1 mark total) 

Notes 1 of the following:  

1. Asleep 

2. Quiet 

3. Alert 

4. Crying 

 

 

/1 

15. Assess Extremities                                                  (1 mark each) 

Notes 5 of the following: 

1. Color 

2. Symmetry of motion (arms/legs) 

3. Muscle Tone (arms/legs) 

4. Range of motion (full, spontaneous) 

5. Number of fingers 

6. Number of toes 

7. Presence of webbing, syndactyly of fingers, toes or both 

8. Spine (straight, intact) 

9. Simian crease/line 

10. Sole of feet (well lined, wrinkled, few creases) 

 

 

 

 

 

 

/5 

 

 

Correct Response to question                                                                                  /1  

                                                                                                (TOTAL________/35) 
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Baby Thomson: PROPS 

Simulator with tablet  

Programmed Scenario (Normal newborn) 

Newborn Hal (female genitalia) 

Crib 

Receiving Blanket 

Diaper 

Arm band 

Foot band 

Neonatal Stethoscope 

Vital Sign Card: Temperature 36.6 degrees Celsius, Heart Rate 140 beats per 

minute 



APPENDIX E 

Simulated Clinical Experience: Simulation Scenarios 



127 

1. Scenario Name: Tanya Brown Postpartum Assessment and Care Simulation

Program Competencies and Elements: 

01Q1  To develop an integrated perception of the human body and its functions 

01Q3  To refer to a conceptual nursing framework to define one’s professional    

practice 

01Q4  To use assessment and nursing care procedures  

01QA  To teach the person, family and significant others 

01Q5 To establish a helping communication with the client and his/her significant 

others 

01QB To assist clients in the maintenance and improvement of their health  

      01QH To intervene with clients requiring nursing care in a perinatal setting 

Simulation Learning Objectives: 

Purpose: To provide students with an opportunity to perform a postpartum 

assessment, provide appropriate intervention(s) and necessary teaching.  

The participant will: 

1. Nursing Process: Identify knowledge applicable to client’s situation. Identify

and discuss the priority components when monitoring the client’s recovery

during the fourth stage of labour.

2. Nursing Process: Conduct a comprehensive postpartum assessment

incorporating BUBBLESS.

3. Nursing Process: Recognize abnormal findings and compare to norms.

4. Nursing Process: Prioritize and implement appropriate interventions. Discuss

methods to promote bladder function following SVD when patient is unable to

void.

5. Nursing Abilities: Communication: Provide individualized teaching and

counseling to promote the mother’s feelings of competence in self-management

and baby care. Topics may include STS contact, early initiation of

breastfeeding, care of perineal lacerations, and return to previous physiological

state.

6. Nursing Abilities: Communication:  Documents clearly and accurately using

appropriate terminology.

7. Critical Thinking: Demonstrates critical thinking in applying the nursing

process.

Pre-Simulation Preparation and Assignments 

Perry, S. E., Hockenberry, M. J., Lowdermilk, D. L., & Wilson, D. Maternal Child 

Nursing Care in Canada (1
st
 ed). Elsevier, Toronto: ON.

Chapter 21: Nursing Care During the Fourth Trimester  
Chapter 10: Group B Streptococcus (GBS), pg., 221 

Complete Pre-Simulation Exercises SLS MAT 20 (Maddy M) 
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Realism 

Date of Admission: 2015 07 14 (0230 hrs) 

Patient Name: Tanya Brown Reason for Admission: Active Labour at 38 

2/7 weeks gestation 

Gender: Female                                      Delivery: SVD of live male infant at 0805 hrs

Age: 29 yrs.                                            Obstetrical History: Gravida 1, uncomplicated 

Pregnancy, routine 

Height: 155 cm                                                                        pre-natal visits 

Pertinent Obstetrical History: GBS +, MMR+,    

 A+, HBsAG- 

                                                               Labs and Diagnostics: CBC, ABO-RH, Urine 

dipstick 

Social History: Lives with husband Kyle. 

Tanya is a school teacher and  

wishes to return to class at the 

beginning of the semester.

Anaesthesia: epidural 

Feeding: Breast 

Weight: 80 kg 

Allergies: NKA 

Medications: Tylenol 1000mg PO at 0930hrs, Naproxen 500mg PO 0930hrs 

Physician Orders: 

Transfer to postpartum unit                              Catheterize 6 hrs PP PRN 

Routine postpartum care                                   Sitz Bath QID  

RL with 20 units sytocin @ 125ml/hr until VSS and bleeding normal 

CBC at 24 hrs PP Tylenol 1000 mg PO Q6 PRN 

AAT Naproxen 500 mg PO BID 

Breastfeeding on demand Colace 100 mg PO BID 

Tucks PRN  

Hemcort PRN D/C home in 48 hrs 

Complexity  Equipment needed 

Gaumard Noelle Initial Customized Settings:    ID band 

Vital Signs=Temp 36.8, Pulse 85, BP 118/74,RR 12          IV RL 1000 ml bag/ label 

Breasts= soft/nipples intact, breastfeeding not successful   Medication Record 

Uterine fundus=firm, U/U, midline                                     Patient Chart 

Bladder= HNYV                                                                  Vital Sign 

Machine/Monitor 

Bowels= last BM (2015 07 13) Peri-bottle 

Lochia=rubra, small clots Hat for urine output 

Episiotomy/Laceration=2
nd

 degree, intact Discharge Package 

Swelling=lower extremities 

Psychosocial=happy 
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Cues 

Palette Change Timing New Setting 

1. Vital Signs 8 hours PP Temp 36.9, BP 124/80, 

Pulse  

88, RR 14 

Lochia

Laceration 

Complaint of pain 

Heavy 

Intact, mild 

bruising/swelling 

“I have pain” 

Uterine Fundus 

Bladder 

Firm, 2/U, deviated to right 

HNYV 

2. Vital Signs

Lochia 

 Laceration 

Uterine Fundus 

Bladder 

Breasts 

24 hours PP Temp 36.7, BP 112/78, 

Pulse 78, RR 12 

Moderate rubra 

Intact, mild swelling 

/bruising 

U/1, firm, midline 

voiding normally  

soft, nipples red, soar, 

abrasions above nipple 

bilaterally, “I am worried 

that my baby is not getting 

enough milk?” 

3. Perineum

Breasts

Psychosocial   

32 hours PP Intact, no S &S of infection 

Soft, feeling a bit warm, 

nipples less red/less soar 

 “Is there anything I need 

to know before I go home” 

Debriefing 

If indicated, pause (s) may occur during the scenario to allow for discussion, 

reflection or re-direction. 

Questions to consider: 

What went well? 

What didn’t go well? 

What would you do differently next time? 

What if any additional support would have enhanced your learning? 
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2. Scenario Name: Baby Jessica Newborn Assessment and Care Simulation

Program Competencies and Elements: 

01Q1 To develop an integrated perception of the human body and its function 

01Q2 To deal with a client’s reactions and behaviors 

01Q3 To refer to a  conceptual nursing framework to define one’s professional   

practice 

01Q4 To use assessment and nursing care procedures 

01Q8 To Interpret a clinical situation by referring to health problems and other 

problems related to the field of nursing 

01Q9  To establish links between pharmacotherapy and a clinical situation 

01QF To use the ethics and values of the profession to understand one’s own role 

01QH To intervene with clients requiring nursing care in a perinatal setting 

Simulation Learning Objectives: 

Purpose: To provide students with the opportunity to assess and manage a 

newborn at birth. Deborah Nelson is a 31-year-old gravida 2 para 1 African 

American female at 37 weeks' gestation. She was admitted to the labor and delivery 

unit on Sunday at 2230 and is experiencing a long but uneventful labour. The 

scenario begins with the uncomplicated birth of the newborn at 2030 on Monday. 

1. Caring: Identifies legal and ethical issues in the context of the client and the

family by discussing NRP protocols.

2. Critical Thinking:  Anticipates the needs of the newborn during transition

from   intrauterine to extrauterine life

3. Nursing Process:  Accesses and incorporates pertinent patient data

4. Nursing Process:  Completes a newborn head to toe  assessment

5. Nursing Process:  Prioritize and implements appropriate interventions

6. Nursing Process:  Evaluate patient’s responses to intervention

7. Nursing Abilities: Care Giving: Administers Vitamin K and erythromycin eye

ointment accurately and safely.

8. Nursing Abilities: Communication: Documents the nursing process and the

response of the client and family according to previously learned principles.

Pre-Simulation Preparation and Assignments 

Perry, S. E., Hockenberry, M. J., Lowdermilk, D. L., & Wilson, D. Maternal Child 

Nursing Care in Canada (1
st
 ed). Elsevier, Toronto: ON.

Chapter 24: Physiological Adaptations of the Newborn:Transition to Extrauterine 

Life | pp. 609-625, Physical Assessment | pp. 625-637 

Chapter 25: Nursing Care of the Newborn: Birth Through the First 2 Hours | pp. 

642-647 

Scenario: SLS MAT 18 (Deborah N.) 

Complete post-simulation exercises in preparation for the simulation activity. 

Complete pre-simulation exercise (provided) and bring with you to clinical. 
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Realism 

Date of Admission: 2015 08 24 (1900 hrs)   Onset of labour 2015 08 24 (0030) 

Patient Name: Deborah Nelson   Reason for Admission: Active Labour at 

37 weeks gestation, fully dilated and  

Gender: Female                                             pushing 

Age: 31 yrs.                                                   Obstetrical History: G2/T1/P0/A0/L1, 

uncomplicated pregnancy, routine pre-                                                                                                  

                                                                      natal visits.

Height: 153 cm

 Current Pregnancy: GBS -, MMR+, 

HBsAG -, A-, 

long labour

 Labs and Diagnostics: CBC, ABO-RH, 

urine  dipstick  

       Social History: Married and living with 

spouse. One child (2yrs).      

Both parents employed. 

Husband at bedside. 

  Anaesthesia: natural 

 Feeding: Breast 

Weight: 75 kg 

Allergies: NKA 

Medications: Materna Pre-natal Vitamins 

Physician Orders: Newborn 

Admit to service Vitamin K .5 ml IM (1mg) 

Routine Newborn care    Erythromycin ophthalmic ointment OU 

Breastfeeding on demand 

Complexity Equipment needed 

Gaumard Noelle Initial Customized Settings:      ID band 

Vital Signs:Temp 37.0, Pulse 85, BP 128/82,RR 14  IV RL 1000 ml bag/label 

CTX: 2-3/90/strong 

FH: 150, average variability, early decels      

Psychosocial: pushing well  

Gaumard Newborn Hal Initial Customized Settings:     Equipment needed        

Vital Signs: Pulse 168, RR 56  Radiant Warmer 

Heart: Regular Oxygen/Suction Source 

Lungs: clear       Neonatal Resuscitation 

Bag

Bowel sounds: normal    Neonatal Stethoscope 

Color: 30% cyanosis Bulb Suction 

Cry: weak Weight Scale 
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Tone:  flexion Diaper/Hat/Blanket  

Measuring Tape 

Vitamin K injectable 

Erythromycin ointment 

Syringes/needles/swabs 

     Gloves 

Cord clamp 

ID Bracelets 

Cues 

Palette Change Timing New Setting 

4. Vital Signs

Color 

With appropriate newborn 

care 

Temp 36.8, Pulse  150, 

RR 52 

Pink 

Cry Lusty 

Tone Flexed 

5. Vital Signs

Color 

Behaviour 

With continued 

monitoring and 

appropriate care 

Temp 36.6, Pulse 148, 

RR 

48 

Pink 

Quiet 

6. Vital Signs

Color 

Cry 

Tone 

Head to Toe Assessment Temp 36.8, Pulse 140, 

RR40 

Pink 

Lusty 

Movement all extremities 

Debriefing 

 If indicated, pause (s) may occur during the scenario to allow for discussion, 

reflection or re-direction.  

Questions to consider: 

What went well? 

What didn’t go well? 

What would you do differently next time? 

What if any additional support would have enhanced your learning? 
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3. Scenario Name: Francine Blondin

Caesarean Section Delivery and Postoperative Care Simulation 

Program Competencies and Elements: 

01Q1 To develop an integrated perception of the human body and its functions 

01Q2  To deal with the client’s reactions and behaviours 

01Q3 To refer to a conceptual nursing framework to define one’s professional 

practice  

01Q4 To use assessment and nursing care procedures 

01Q5 To establish a helping communication with the client and his/her significant 

others 

01Q6  To deal with social and cultural realities related to health matters 

01Q8  To  interpret a clinical situation by referring to health problems and nursing 

problems 

01QA To teach the client and his/her significant others 

01QF.2 To assume responsibility for actions and decisions 

01QH To intervene with clients requiring nursing care in a perinatal setting 

Simulation Learning Objectives: 

Purpose: To provide students with the opportunity to manage the preoperative and 

postoperative care of a patient admitted for a caesarean section with emphasis on 

risks and complications for mother and infant. Presentation and assessment of an 

infant experiencing TTN is also incorporated. Discussion and practice related to 

discharge teaching ensues.  

1. Nursing Process: Discuss the most common indications for cesarean delivery

2. Nursing Process: Discuss and implement preoperative, intraoperative and

postoperative patient care needs following cesarean section delivery of mother

and infant.

3. Nursing Process: Identify and discuss regional and general anesthesia procedures

for cesarean delivery

4. Nursing Process: Prioritize and implement appropriate interventions

5. Health: Identify and discuss  the psychological support needs of the mother and

significant others before, during and after cesarean delivery

6. Development: Identify the growth and developmental stage of the mother and

significant others

7. Critical Thinking: Identify and discuss the impact (risks) of cesarean delivery on

the newborn.

8. Nursing Abilities: Communication: Document preoperative and postoperative

events accurately and completely

Table continued next page 
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Pre-Simulation Preparation and Assignments 

 Perry, S. E., Hockenberry, M. J., Lowdermilk, D. L., Wilson, D. (2013). Maternal 

Child Nursing Care in Canada.  Toronto, ON: Elsevier.      

Chapter 19:  Labour and Birth at Risk, pgs. 513-519

Chapter 16:  Comfort Measures for Labour, pgs. 411-415

Supplemental Reading (provided) 

Lewis, S.L., Dirksen, S. R., Heitkemper, M., Bucher, L., & Camera, I. M. (2014). 

Medical-Surgical Nursing in Canada. Toronto, ON: Elsevier.

Chapter 22: Nursing Management: Postoperative Care, pgs. 457-459.  

SLS: Scenario MAT 12 (Wendy Z)- Complete pre-simulation exercises 

Realism 

Date of Admission: 2015 07 02 (0600 hrs) 

Patient Name: Francine Blondin           Reason for Admission: Labour, Latent phase, 

Stage 1, 37 weeks gestation, hx 

of regular contractions since 0100 

hr  

Gender: Female Delivery:  Scheduled C/S 

Age: 18 yrs. Obstetrical History: Gravida 1, no pre-natal 

care 

Height: 145 cm

Current Pregnancy: GBS -, MMR -, HBsAG-,   

 O -, chronic HSV with recent  

Development of ulcer on labia 

that patient states is painful 

Social History: Lives with mother, father not  

involved. Patient has not finished High school 

is currently unemployed. Questionable street 

 drug use. 

Anaesthesia: Planned Spinal 

Feeding: Breast 

Weight: 55 kg 

Allergies: NKA 

Medications: None 
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Initial Physician Orders: (2015 07 02 @ 0900) 

Admit for C/S 

Continuous EFM 

Start IV RL @ 125 ml per hour  

NPO 

Shave Prep 

Foley Catheter to SD 

Labs: CBC,Group ABO-Rh, Urine dipstick

50 mg IM Zantac 30 minutes prior to OR 

30 ml PO Sodium Citrate prior to OR 

Post-operative Orders 

Naprozen 500 mg PO q 12 hrs X 48 hrs                       RL @ 125 ml/hr X 24 hrs 

Naproxen 500 mg PR q 12 hrs X 48 hrs (if not PO)     RhoGam 300 mcg if BB Rh + 

Acetominophen 500 mg PO q 6 hrs X 24 hrs                and mother Rh - 

Acetaminophen 650 mg PR q 6 hrs X 24 hrs (if not PO) 

Indocid 100 mg PR q 12 hrs X 48 hrs                           MMR 0.5 ml SV if non 

immune 

Morphine 10 mg PO q 4-6 hrs PRN                              Liquid diet X 12 hrs then 

Morphine 7.5 mg SC q 4-6 hrs PRN                              maternity 

Dilaudid 1 mg SC q 3 hrs PRN 

Benadryl 25 mg PO q 6 hrs PRN (if not IV) 

Benadryl 25 mg IV q 6 hrs PRN (if not PO) 

Benadryl 25 mg IM q 6 hrs PRN (if not IV or PO 

Narcan (dilute 1 ml (0.4 mg) in 9 ml NS; give 2 ml (.08mg) X1, repeat q 15 min X1 

for itching 

Reglan 10 mg IV q 6 hrs PRN (nausea) 

Zofran 4 mg IV q 8 hrs X 3 doses if N/V persists after 30 min 

See Anaesthesia orders SELON OCM-17 

____________________________________________________________________ 

After 24 hrs 

D/C IV if drinking well Remove catheter in 24 hrs if urine 

output 

Acetominophen 500 mg PO q 4 hrs PRN        is > 500ml/8 hrs and clear 

Naproxen 500 mg PO/PR q 12 hrs                  CBC Post-op Day 1 

Morphine 10 mg PO q 3 hrs PRN (pain 4-6)   Remove dressing Post-op Day 1 

Ativan 1 mg PO q hs PRN                               Remove staples Post-op Day 3 (apply  

Colace 100 mg PO BID                                    steri-strips PRN) 

D/C home in 72 hrs if mother and baby doing well 

____________________________________________________________________

_ 
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Complexity Equipment needed 

Gaumard Noelle Initial Customized Settings (a):              ID band 

Vital Signs=Temp 36.6, Pulse 97, BP 115/75,RR 12        IV RL 1000 ml bag/tubing 

 SpO2 99% RA Patient Chart /Documents 

 Lungs: clear         Medication Record  

 CTX: 4/35/mild Pre/Post-operative Orders 

 Cervix: 2-3 cm, 50% effaced

 Membranes: intact          Foley Catheters (#14, #16) 

 FHR: 150, average variability, no decels      Drainage Bag 

 No bleeding, managing contractions well  Vital Sign Machine/Monitor 

 NS lock (Right arm)       Medications (Zantac,  

Sodium Citrate)/Labels 

 Labs by technician         Needles/Syringes/Swabs  

Discharge Package

 Complexity Equipment Needed  
 Gaumard Newborn Hal Customized Settings (b): ID Bands 

 Vital Signs: Temp 36.6, pulse 160, RR 60 Bassinette 

 Tone: Active PJ/Diaper/Blanket 

 Cry: Lusty Thermometer/Stethoscope 

 Delivery Note: APGAR 8/9/9 with large amount Scale/Measuring Tape 

 oral secretions Vitamin K for Injection  

Erythromycin ointment 

Needles/Syringes/Swabs 

Gloves 

Cues 

Palette Change Timing New Setting 

1a. Expression of  

Concern 

During Admission “I’m nervous to have a 

C/S”  

2a. Vital Signs 

LOC 

Lungs 

Lochia 

Dressing/Incision 

2 hours PP Temp 36.6, BP 110/82, 

Pulse 80, RR 14, Sp02 98 

% RA 

Awake, “I do not have any 

pain” 

Clear bilaterally 

Small rubra 

Intact, SA fresh sanguinous 
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Uterine Fundus 

Bladder 

Breasts 

IV 

drainage (Lt side) 

U/U, firm, midline 

Foley, 400 mls yellow 

urine  

Soft 

RL @125ml/hour  

3a. Vital Signs 

 Dressing/Incision 

  Complaint of Pain 

Expression of   

Concern 

3b. TTN (pre-set)  

10 hours PP Temp 36.7, BP 

120/85,Pulse 98, RR 18, 

Sp02 99&RA 

No further drainage  

“I’m having pain at my 

incision site”  

“Why did you take my 

baby away?” 

HR 162, RR 92  

Mild cyanosis (30%) 

grunting 

4a. Vital Signs 

LOC 

Lochia 

Fundus 

Incision 

IV 

Foley 

Expression of Concern 

Day 1 Temp 36.5, BP 110/76, 

Pulse 80, RR14 Sp02 99% 

RA 

Awake 

Rubra/minimal/no clots 

Firm/midline/U/1 

Intact/no S&S of infection 

RL@125ml/hr 

600 ml  yellow urine 

“I have decided to bottle 

feed my baby” 

5a. Vital Signs 

Fundus 

Incision 

Bladder 

5b. Vital Signs 

Behaviour 

Tone 

Lungs 

Day 3 Temp 37, BP 116/78, Pulse 

82, RR 12, Sp02 99% RA 

Firm/midline/U/2 

Well approximated, staples 

in situ, no S&S of infection 

Voiding well 

Temp 36.8, Pulse 138, RR 

42 

Quiet awake 

Flexed/Active 

Clear bilaterally 
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Debriefing 

If indicated, pause (s) may occur during the scenario to allow for discussion, 

reflection or re-direction. 

Questions to consider: 

What went well? 

What didn’t go well? 

What would you do differently next time? 

What if any additional support would have enhanced your learning? 



APPENDIX F 

SPSS and Microsoft Excel Statistical Analysis 
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T-Test: 

PRE/POST SCORES: SELF-EFFICACY FOR NURSING SKILLS 

EVALUATION 

Paired Samples Statistics 

Mean N Std. Deviation Std. Error Mean 

Pair 1 Pre-Questionnaire Total 
Score 

81.8308 65 12.53815 1.55517 

Post-Questionnarie Total 
Score 

100.5231 65 12.70471 1.57583 

Paired Samples Correlations 

N Correlation Sig. 

Pair 1 Pre-Questionnaire Total 
Score & Post-Questionnarie 
Total Score 

65 .458 .000 

Paired Differences 

t df 

Sig. 
(2-

tailed) Mean 
Std. 

Deviation 

Std. 
Error 
Mean 

95% Confidence 
Interval of the 

Difference 

Lower Upper 

Pair 1 Pre-
Questionnaire 
Total Score - 
Post-
Questionnaire 
Total Score 

-18.692 13.139 1.629 -21.948 -15.436 -11.469 64 .000 
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Independent Samples T-Test: 

PRE-QUESTIONNAIRE TOTAL SCORE: SELF-EFFICACY FOR 

NURSING SKILLS EVALUATION (BETWEEN SECTIONS) 

Group Statistics 

Rotation N Mean 
Std. 

Deviation 
Std. Error 

Mean 

Pre-Questionnaire Total 
Score 

First Half (Section 02) 34 81.3529 12.16523 2.08632 

Second Half (Section01) 31 82.3548 13.11627 2.35575 

Independent Samples Test 

Levene's 
Test for 

Equality of 
Variances t-test for Equality of Means 

F Sig. t df 

Sig. 
(2-

tailed) 
Mean 

Diff 
Std. Error 
Difference 

95% Confidence 
Interval of the 

Difference 

Lower Upper 

Pre-
Questionnaire 
Total Score 

Equal 
variances 
assumed 

.242 .624 -.320 63 .750 -1.00190 3.13573 -7.26815 5.26435 

Equal 
variances 
not 
assumed 

-.318 61.257 .751 -1.00190 3.14679 -7.29376 5.28997 
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Independent Samples T-Test: 

POST-QUESTIONNAIRE TOTAL SCORE: SELF-EFFICACY FOR 

NURSING SKILLS EVALUATION (BETWEEN SECTIONS) 

Group Statistics 

Rotation N Mean 
Std. 

Deviation 
Std. Error 

Mean 

Post-Questionnarie 
Total Score 

First Half (Section 02) 34 99.2353 11.97234 2.05324 

Second Half (Section01) 31 101.9355 13.51773 2.42786 

Independent Samples Test 

Levene's 
Test for 
Equality 

of 
Variances t-test for Equality of Means 

F Sig. t df 

Sig. 
(2-

tailed) 

Mean 
Differenc

e 
Std. Error 
Difference 

95% Confidence 
Interval of the 

Difference 

Lower Upper 

Post-
Questionnari
e Total Score 

Equal 
variances 
assumed 

.001 .975 -.854 63 .396 -2.70019 3.16170 -9.01835 3.61797 

Equal 
variances 
not 
assumed 

-.849 60.244 .399 -2.70019 3.17967 -9.05994 3.65956 
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ANOVA:  

FOR INDIVIDUAL ITEMS ON SELF-EFFICACY FOR NURSING SKILLS 

EVALUATION (WITH BONFERRONI ADJUSTMENTS) 

Pairwise Comparisons 

Measure (I) prepost (J) prepost 

Mean 

Difference (I-J) Std. Error Sig.
b
 

95% Confidence Interval for 
Difference

b
 

Lower Bound Upper Bound 

Q1 1 2 -.262
*
 .077 .001 -.417 -.108 

2 1 .262
*
 .077 .001 .108 .417 

Q2 1 2 -.705
*
 .108 .000 -.921 -.489 

2 1 .705
*
 .108 .000 .489 .921 

Q3 1 2 -1.098
*
 .101 .000 -1.301 -.896 

2 1 1.098
*
 .101 .000 .896 1.301 

Q4 1 2 -.902
*
 .130 .000 -1.161 -.643 

2 1 .902
*
 .130 .000 .643 1.161 

Q5 1 2 -1.098
*
 .127 .000 -1.353 -.844 

2 1 1.098
*
 .127 .000 .844 1.353 

Q6 1 2 -1.328
*
 .155 .000 -1.637 -1.019 

2 1 1.328
*
 .155 .000 1.019 1.637 

Q7 1 2 -1.475
*
 .133 .000 -1.742 -1.208 

2 1 1.475
*
 .133 .000 1.208 1.742 

Q8 1 2 -.492
*
 .141 .001 -.775 -.209 

2 1 .492
*
 .141 .001 .209 .775 

Q9 1 2 -.984
*
 .120 .000 -1.224 -.743 

2 1 .984
*
 .120 .000 .743 1.224 

Q10 1 2 -.197 .101 .057 -.400 .006 
2 1 .197 .101 .057 -.006 .400 

Q11 1 2 -.607
*
 .115 .000 -.837 -.376 

2 1 .607
*
 .115 .000 .376 .837 

Q12 1 2 -.574
*
 .135 .000 -.844 -.303 

2 1 .574
*
 .135 .000 .303 .844 

Q13 1 2 -.918
*
 .137 .000 -1.192 -.644 

2 1 .918
*
 .137 .000 .644 1.192 

Q14 1 2 -.770
*
 .135 .000 -1.041 -.500 

2 1 .770
*
 .135 .000 .500 1.041 

Q15 1 2 -.541
*
 .129 .000 -.800 -.282 

2 1 .541
*
 .129 .000 .282 .800 

Q16 1 2 -.410
*
 .111 .000 -.631 -.189 

2 1 .410
*
 .111 .000 .189 .631 

Q17 1 2 -.361
*
 .102 .001 -.565 -.157 

2 1 .361
*
 .102 .001 .157 .565 

Q18 1 2 -.508
*
 .089 .000 -.687 -.329 

2 1 .508
*
 .089 .000 .329 .687 

Q19 1 2 -.607
*
 .088 .000 -.783 -.430 

2 1 .607
*
 .088 .000 .430 .783 

Q20 1 2 -.426
*
 .113 .000 -.653 -.200 

2 1 .426
*
 .113 .000 .200 .653 

Q21 1 2 -1.016
*
 .120 .000 -1.257 -.776 

2 1 1.016
*
 .120 .000 .776 1.257 

Q22 1 2 -1.148
*
 .144 .000 -1.435 -.860 

2 1 1.148
*
 .144 .000 .860 1.435 

Q23 1 2 -.902
*
 .125 .000 -1.152 -.651 

2 1 .902
*
 .125 .000 .651 1.152 

Q24 1 2 -.852
*
 .132 .000 -1.116 -.589 

2 1 .852
*
 .132 .000 .589 1.116 

Q25 1 2 -.639
*
 .115 .000 -.869 -.410 

2 1 .639
*
 .115 .000 .410 .869 

Based on estimated marginal means, *. The mean difference is significant at the .05 level. 
b. Adjustment for multiple comparisons: Bonferroni
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 Mean Differences between Pre- and Post-Survey Confidence Ratings 

 (0 to 5) for Individual Skill Areas (Question Number).  Positive values indicate greater Post than Pre 

Scores. 

OSCE SCORES BY EXAM GROUP 
Descriptive Statistics 

Exam Group Mean Std. Deviation N 

Mrs. Kaur (Postpartum 
Assessment) 

Group 1 17.7647 2.79574 17 

Group 2 18.3333 2.94392 15 

Group 3 17.4706 3.39333 17 

Group 4 18.0000 2.17945 9 

Total 17.8621 2.88644 58 

Baby Thomson (New Born 
Assessment) 

Group 1 27.2941 3.99632 17 

Group 2 26.5333 3.04412 15 

Group 3 23.7647 4.36648 17 

Group 4 23.6667 3.53553 9 

Total 25.5000 4.06634 58 

Mrs. Matthews 
(Breastfeeding Teaching) 

Group 1 13.7059 3.11779 17 

Group 2 15.1333 3.09069 15 

Group 3 13.8824 3.46198 17 

Group 4 13.3333 3.42783 9 

Total 14.0690 3.24368 58 
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Multiple Comparisons 

Bonferroni   

Dependent Variable 
(I) Exam 
Group 

(J) Exam 
Group 

Mean 
Difference 

(I-J) 
Std. 
Error Sig. 

95% Confidence 
Interval 

Lower 
Bound 

Upper 
Bound 

Mrs. Kaur (Postpartum 
Assessment) 

Group 1 Group 2 -.5686 1.04357 1.000 -3.4269 2.2896 

Group 3 .2941 1.01043 1.000 -2.4734 3.0616 

Group 4 -.2353 1.21439 1.000 -3.5614 3.0908 

Group 2 Group 1 .5686 1.04357 1.000 -2.2896 3.4269 

Group 3 .8627 1.04357 1.000 -1.9955 3.7210 

Group 4 .3333 1.24210 1.000 -3.0687 3.7354 

Group 3 Group 1 -.2941 1.01043 1.000 -3.0616 2.4734 

Group 2 -.8627 1.04357 1.000 -3.7210 1.9955 

Group 4 -.5294 1.21439 1.000 -3.8555 2.7967 

Group 4 Group 1 .2353 1.21439 1.000 -3.0908 3.5614 

Group 2 -.3333 1.24210 1.000 -3.7354 3.0687 

Group 3 .5294 1.21439 1.000 -2.7967 3.8555 

Baby Thomson (New 
Born Assessment) 

Group 1 Group 2 .7608 1.35522 1.000 -2.9511 4.4726 

Group 3 3.5294 1.31219 .057 -.0646 7.1234 

Group 4 3.6275 1.57705 .152 -.6920 7.9469 

Group 2 Group 1 -.7608 1.35522 1.000 -4.4726 2.9511 

Group 3 2.7686 1.35522 .276 -.9432 6.4805 

Group 4 2.8667 1.61303 .487 -1.5513 7.2847 

Group 3 Group 1 -3.5294 1.31219 .057 -7.1234 .0646 

Group 2 -2.7686 1.35522 .276 -6.4805 .9432 

Group 4 .0980 1.57705 1.000 -4.2214 4.4175 

Group 4 Group 1 -3.6275 1.57705 .152 -7.9469 .6920 

Group 2 -2.8667 1.61303 .487 -7.2847 1.5513 

Group 3 -.0980 1.57705 1.000 -4.4175 4.2214 

Mrs. Matthews 
(Breastfeeding 
Teaching) 

Group 1 Group 2 -1.4275 1.15599 1.000 -4.5936 1.7387 

Group 3 -.1765 1.11928 1.000 -3.2421 2.8892 

Group 4 .3725 1.34520 1.000 -3.3119 4.0570 

Group 2 Group 1 1.4275 1.15599 1.000 -1.7387 4.5936 

Group 3 1.2510 1.15599 1.000 -1.9152 4.4172 

Group 4 1.8000 1.37590 1.000 -1.9685 5.5685 

Group 3 Group 1 .1765 1.11928 1.000 -2.8892 3.2421 

Group 2 -1.2510 1.15599 1.000 -4.4172 1.9152 

Group 4 .5490 1.34520 1.000 -3.1354 4.2335 

Group 4 Group 1 -.3725 1.34520 1.000 -4.0570 3.3119 

Group 2 -1.8000 1.37590 1.000 -5.5685 1.9685 

Group 3 -.5490 1.34520 1.000 -4.2335 3.1354 

Based on observed means. 

 The error term is Mean Square(Error) = 10.649. 
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OSCE SCORES BY SECTION: 

Descriptive Statistics 

Dependent Variable:   Scenario Total Score  

Rotation Mean Std. Deviation N 

First Half (Section 02) 58.3000 7.09128 30 
Second Half (Section01) 56.5000 7.20853 28 
Total 57.4310 7.14293 58 

Estimates 

Dependent Variable:   Scenario Total Score   

Rotation Mean Std. Error 

95% Confidence Interval 

Lower Bound Upper Bound 

First Half (Section 02) 58.300 1.305 55.686 60.914 
Second Half (Section01) 56.500 1.351 53.794 59.206 

Pairwise Comparisons 

Dependent Variable:   Scenario Total Score   

(I) Rotation (J) Rotation 

Mean 
Difference 

(I-J) 
Std. 
Error Sig.

a
 

95% Confidence Interval for 
Difference

a
 

Lower Bound 
Upper 
Bound 

First Half (Section 02) 
Second Half (Section01) 1.800 1.878 .342 -1.963 5.563 

Second Half 

(Section01) 

First Half (Section 02) 

-1.800 1.878 .342 -5.563 1.963 

Based on estimated marginal means 

a. Adjustment for multiple comparisons: Bonferroni.

Mean Scenario Total Scores between Sections 0001 and 0002. 



147 

  Chi Square Estimate 

Academic  

Score 

OSCE 

bin range Frequency bin 

range 

Frequency 

39 0 39 0 

49 0 49 1 

59 6 59 3 

69 17 69 25 

79 30 79 19 

89 10 89 10 

99 0 99 0 

More 0 More 0 

63 58 

Acad OSCE total 

observed 39 0 0 0 0.0000 

49 0 1 1 0.0083 

49 to 59 59 6 3 9 0.0744 

69 17 25 42 0.3471 

79 30 19 49 0.4050 

89 10 10 20 0.1653 

99 0 0 0 0.0000 

total 63 58 121 

expected 39 0 0 

49 0.5207 0.4793 

59 4.6860 4.3140 

69 21.8678 20.1322 

79 25.5124 23.4876 

89 10.4132 9.5868 

99 0 0 
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observed minus -0.5207 0.5207 

expected  1.3140 -1.3140 

-4.8678 4.8678 

4.4876 -4.4876 

-0.4132 0.4132 

O - E squared 0.2711 0.2711 

1.7267 1.7267 

23.6952 23.6952 

20.1386 20.1386 

0.1708 0.1708 

(O - E squared) / E 0.5207 0.5655 

0.3685 0.4003 

1.0836 1.1770 

0.7894 0.8574 

0.0164 0.0178 

chi squared = 5.7965 p= 0.214871 

critical value of chi square = 9.45 df = 4 

r-1 4 

c-1 1 

df 4 

Test of Correlation: Pearson r Correlation Coefficient 

POST-QUESTIONNAIRE TOTAL SCORE and OSCE SCENARIO 

TOTAL SCORE 

Correlations 

Post-
Questionnaire 
Total Score 

Scenario Total 
Score 

Post-Questionnarie Total Score 
Pearson Correlation 1 -.083 

Sig. (2-tailed) .533 

N 65 58 

Scenario Total Score 
Pearson Correlation -.083 1 

Sig. (2-tailed) .533 

N 58 58 
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John Abbott College 

Research Proposal: Summary Document 

Name __Jane Pearsall______________    Date _May 1, 2015____________ 

T 

1. ELEMENTS OF THE PROPOSED RESEARCH PROJECT

1.1 Location(s) of Study:  

The study will be conducted in the Nursing Department at John Abbott College. It is 

not an inter-college project. 

1.2   Title of Research Project 

The Simulated Clinical Experience: CEGEP Nursing Students’ Perceptions of Self-

Efficacy and Achievement of Course Objectives 

1.3   Statement of Purpose   

The use of simulation in nursing education has increased substantially in the last 15 

years with numerous research studies indicating that it enhances clinical performance 

by providing foundational knowledge, clinical skills, critical thinking abilities and 

confidence.  As nursing programs acquire this technology and begin to learn to use it 

effectively, we are observing the benefits to student learning. Many educational 

programs are struggling to find adequate clinical placements due to competition 

among nursing programs, lack of clinical site availability, a shortage of faculty, and 

hospital units decreasing the number of students allowed in the clinical setting. 

Hence, there is greater interest in using simulation as a replacement for a portion of 

traditional clinical hours. As such, the aim of this project is to determine if 

substitution of traditional clinical hours with a simulated clinical experience impacts 

students’ perceptions of self-efficacy and allows them to meet course objectives and 

program competencies. 
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Much research has occurred in the last 15 years related to the effects of 

simulation in nursing education. Many studies document a positive impact on 

student’s self-efficacy as student’s feel better prepared and more confident when 

entering the clinical setting following participation in simulation learning activities 

(Bambini, Washburn, & Perkins, 2009; Bremner, Aduddell, Bennett, & VanGeest, 

2006; Christian & Krumwiede, 2013; Hayden, Smiley, Alexander, Kardong-Edgren, 

& Jeffries, 2014;  Pike  & ODonnell, 2010; Schoening, Sittner, & Todd, 2006). In 

addition, research has shown that students critical thinking skills are enhanced 

(Cioffi, Purcal, & Arundell, 2005; Hayden, Smiley, Alexander, Kardong-Edgren, & 

Jeffries, 2014;   Nehring and Lashley, 2004; Nehring, Lashley, & Ellis, 2002; Parr & 

Sweeney, 2006; Rhodes &Curran, 2005). Further, performance in the clinical area as 

well academic achievement scores are improved following exposure to simulation 

(Akhu-Zaheya, Mharaibeh, & Alostaz, 2013; Alinier, Hunt, & Gordon, 2004; Alinier, 

Hunt, Gordon, & Harwod, 2006; Gates, Parr, & Hughen, 2012; Hayden, Smiley, 

Alexander, Kardong-Edgren, & Jeffries, 2014; Kirkman, 2013; Liaw, Scherpbier, 

Rethans, & Klainin-Yobas, 2012; Schinnick & Woo, 2014). 

A pilot project for this research study was conducted at John Abbott College 

in the fall of 2014 with second year students completing their clinical experience in 

obstetrics. Two of the twelve required clinical days were substituted with a 

simulation experience. The simulation day followed the traditional clinical day of 7.5 

hours in which Jeffries Framework (2005) was used to design simulation activities in 

achievement of course objectives and program competencies.   

Student feedback following participation in the simulated clinical experience  

at John Abbott College in fall of 2014 was overwhelmingly positive as students felt 

that the SCE enabled them to consolidate classroom content, gain greater perspective 

by dealing with a patient from admission through  discharge, have exposure to high-

risk scenarios that they might not  be exposed to in the clinical setting, enhance  

critical thinking skills, and develop increased confidence with many aspects of 

maternal and newborn care (especially in regards to assessment and teaching). 

Students further noted that the SCE allowed them to practice and make mistakes in a 

safe, non-threatening environment; a finding well documented in the literature 

(Bremner et al., 2006; Parr & Sweeney, 2006; Rhodes & Curran, 2005). 

1.4 Type of Research Design, Data Collection, Instrumentation 

A triangulation mixed methods approach will be used to collect both quantitative and 

qualitative data.  Quantitative data will be collected using a pretest/post-test survey in 
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the form of a questionnaire (Appendix A, Parts 1 and 2), to determine if any 

statistically significant changes in students’ perceptions of self-efficacy occur 

following their participation in the simulated clinical experience (SCE). Further 

quantitative data will be obtained from students’ performance on an Objective 

Structured Clinical Examination (OSCE) (Appendix B, Parts 1-3).  Qualitative data 

will be collected from open-ended question incorporated into the post-test 

questionnaire as well as feedback from student journals related to the simulated 

clinical experience. Students’ comments related to the SCE will serve to augment the 

quantitative scale evaluation.  

 Appendix A and B:  These are not finalized items and are subject to

changes/modifications subsequent to faculty viewing in order  to ascertain

intern validity.

1.5   Description of Population and Sample    

The participants for this study will include a convenience sample of 

approximately 80-90 nursing students enrolled in their second year of nursing studies 

(Nursing III: Health and Illness, 180-30K-AB) at John Abbott College as they 

complete their clinical rotation in obstetrics. Each class is a unique cohort with 

diversity in age, gender, cultural background and life experience. Whereas a small 

number of students in each class are seeking a career change or looking to enhance 

their employment opportunities, the majority of students enter the program directly 

from high school. Demographic data may be collected to determine specific details 

about this cohort upon entry into the study (Ex. age of participant).  

1.6   Method of Recruitment of Participants 

All students registered in Nursing III: Health and Illness (180-30K-AB) class for the 

fall of 2015 will be asked to participate in this study. Information related to 

participation in the study will be provided verbally by the primary researcher during 

the first week of classes (time will be allocated during the regularly scheduled lab in 

week 1.  Participation in the study will be on a voluntary basis only.  

1.7   Remuneration 

No remuneration will be given for participation in this study. 

1.8    Verbal and Written Explanation to be given to the Participants 
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Students will be given a verbal explanation regarding the purpose of the study and the 

potential future benefits to them as well and the nursing department. Full explanation 

of what participation in the study entails will be provided, questions will be answered 

and discussion will be allowed in order to obtain informed consent (Appendix C-Parts 

1 and 2). Students will be assured of strict confidentiality. All questionnaires, journal 

submissions, and OSCE grading grids will be coded numerically.   PSEUDONYMS 

WILL ALWAYS BE USED in any publications that may result from this study, as 

well as in the stored data. If the student chooses to withdraw from participation as a 

participant at a later date, all data of any kind will be erased and/or destroyed. These 

results will not affect the student’s overall grade in the course. Students may 

withdraw from the study at any time. 

1.9    Role of the Participants 

All students in the Nursing 180-30K-AB course will participate in the simulated 

clinical experience (SCE) in the fall of 2015 as part of the required 12 days of 

traditional clinical experience  in obstetrics. During participation in the simulated 

clinical experience, all students are required to complete one reflective journal and a 

Caesarean Section assignment. If you agree to participate in the study, you will also 

be asked to complete a 20 minute questionnaire at the beginning and at the end of 

your simulation experience (time will be allocated for this). At the end of the 

semester when all students participate in the regularly scheduled OSCE lab, 8-10 

students who have agreed to participate in the study will be randomly selected to 

allow their OSCE results to be used for research purposes (all OSCE results for those 

who have agreed to participate may be used). These results will not affect the 

student’s overall grade in the course. 

1.10 Evaluation of the Potential Benefits and Risks 

Research has shown that students participating in a simulated clinical experience gain 

exposure to a variety of patient scenarios involving numerous patient pathologies and 

treatment outcomes. This experience enhances the development of knowledge, 

critical thinking, clinical reasoning, clinical skills, and confidence; the primary focus 

of this project. Further, learning is enhanced through the provision of an active 

learning environment where all students are exposed to a standardized set of patients  

designed to optimize achievement of learning objectives and ensure that all students 

have equal and similar experiences. Students are able to observe the effects of the 

decisions they make without causing harm to patients and progress more rapidly from 

admission to discharge allowing a more global perspective of patient care needs. 
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When reviewing the journal reflections from the pilot study in the fall of 2014, one 

student commented that performing in front of student colleagues during scenarios 

can be stressful. It is the judgement of the primary researcher that the performance 

stress associated with the activities is no greater than that which the student is 

exposed to when involved in classroom activities such as group work or oral 

presentations; common expectations for student learning. However, should 

participation in scenario activity tax any student(s) beyond tolerable levels, 

particularly regarding stress that is associated with performing in front of one’s peers, 

the student in question will be allowed to play an observatory role. The conceptual 

framework that defines this research is based on Bandura’s Social Cognitive Theory. 

Bandura believes that self-efficacy can be developed through four main sources of 

experience; one of which includes the vicarious experiences students’ gain during the 

observation component of the simulation scenario.  

1.13   Expectations of the College to Provide Materials and/or Services 

The study will not require the college to provide any additional materials and/or 

services beyond what is already provided.  

2. ADDRESSING POTENTIAL ETHICAL CONCERNS

2.1 Informed consent 

Students will be involved in the research process from the beginning (as was done in 

the pilot project) in attempts to ensure free and informed consent. Prior to obtaining 

consent, the goals of the research project will be explained by the primary researcher 

along with the potential benefits (as they are known) of participation in the research 

project.  Open discussion regarding the goals and benefits will be encouraged and 

students will be made aware of the value of their contributions and the impact it may 

have on future educational experiences of a similar nature. Further, students will be 

made aware that research results will be shared with them. When it is time to fill in 

the consent form, the primary researcher will leave and another faculty member will 

come into the classroom. This person will give all completed consent forms to the 

Nursing Department’s Administrative Technician who has agreed to keep them 

securely stored until the term of the study is over. The primary researcher will remain 

unaware of student participation until the term is over.  No manipulation, undue 

influence or coercion will be used to enlist student participation. Students will be 

informed that no marks are allocated for participation in the research project and there 
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will be no adverse consequences for non-participation. Consent will be obtained in a 

manner such that choice of participation in the project will not be public knowledge 

(during the study all students will be given questionnaires; they may return them 

blank if they have chosen not to participate). Where a student is a minor, parental 

consent will be obtained before entry into the study is permitted. (Appendix D) 

2.2 Privacy and Confidentiality/ Storage and Disposal of Data 

A) All questionnaires will be numbered. A master list of student names and its

association to the numbered questionnaire will be kept confidential and secure by the 

Nursing Department’s Administrative Technician. This procedure will be done with 

pre-simulation and post-simulation self-efficacy questionnaires as well as for the 

electronic submission of the post simulation experience reflection journal. Student 

results randomly chosen for the OSCE component of the study will continue to use 

their assigned number. 

B) Data obtained from all questionnaires, and OSCE performances (individual and

summative participant scores) will be imputed into SPSS for analyzing and will be 

password protected.  Individuals having knowledge of this password will be only 

those involved in data analysis. Access to electronic journal entries submitted for 

qualitative analysis will be password protected and access will be restricted to the 

primary researcher and those involved in content analysis. All paper questionnaires 

and markings grids for OSCE’s will be stored under lock and key in the secured room 

filing cabinet drawer (to be designated) of the nursing department at John Abbott 

College.  

C) The primary researcher and those involved in data analysis will be the only

individuals having access to the data. The primary researcher will be in charge of data 

analysis. Assistance will be requested from Shernaz Choiski (MTP Teacher) 

regarding inputting data into SPSS and also with final decisions regarding specific 

descriptive and inferential statistics to analyze the data following collection. Two or 

three faculty members will be called upon to assist with content analysis of the open-

ended question(s) on the questionnaire and with student journals.  

D) All data will be securely stored for one year following completion of the study (or

time period specified by the college). Subsequent to this, all completed questionnaires 

will be shredded, and electronic data will be deleted. 
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2.5 Responsible Dissemination of Results of Study 

Results will be communicated in written format with the submission of the final 

paper. Results will also be shared with all faculty within the nursing department 

through an oral presentation during a regularly scheduled faculty or curriculum 

meeting (if time can be allocated) or through a time arranged by the primary 

researcher. The results will also be available to the students on a request basis.  

2.6 Anticipated Secondary Use of the Data 

John Abbott College has invested significant resources into establishing a simulation 

center as part of its commitment to innovative pedagogy and student success through 

enhanced learning opportunities and environments. It is hopeful that the findings of 

this research paper will identify implications for future education, practice, and 

research regarding the continued use of the simulated clinical experience to enhance 

learner self-efficacy, promote achievement of course objectives and program 

competencies in nursing students at John Abbott College. Further, these research 

findings may assist other Québec CEGEP nursing programs in the establishment of 

simulation centers and programs for the continued benefit of the nursing profession 

throughout the province. Hence, it is the hopes of the primary researcher to have the 

results of this study published. As such, potential future researchers may request 

access to data for re-analysis or replication. In such cases, any secondary access to the 

data will not include access to any personal identifiers of participants in the original 

study. 
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