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Conducting a thorough preanesthetic evaluation that balances efficiency with
patient-centered care is a critical yet challenging skill for anesthesia nursing students.
This curricular initiative introduced standardized patient (SP) simulations to support the
development of communication and assessment skills in a realistic, psychologically safe
environment. Three SP simulations were designed and implemented to reflect common
anesthetic cases and concerns for general anesthesia, regional anesthesia, and monitored
anesthesia care. Students completed pre/post surveys measuring self-confidence across
patient-centered care domains. Results from the inaugural cohort (n = 14) demonstrated
statistically significant improvements in information sharing, participation,
collaboration, and review of systems with large effect sizes. SP feedback data highlighted
strong interpersonal communication and professionalism, while physical exam skills
were less consistent. This report supports the use of best practices in SP simulation to
teach patient-centered care in anesthesia education and offers strategies for curricular

integration and future refinement.

INTRODUCTION

The preanesthetic evaluation is a critical component of
safe and effective anesthesia care. This assessment requires
nurse anesthesia students to conduct a thorough health
assessment, identify perioperative risks, establish rapport
with patients, and obtain informed consent within a limited
period before surgery. Developing proficiency in this skill
is challenging, as it simultaneously demands both effective
patient-centered care and operational efficiency.

Patient-centered care (PCC) is a collaborative approach
that emphasizes respect and dignity while fostering infor-
mation exchange and shared decision-making between pa-
tients and healthcare providers.! It is widely recognized
as a cornerstone of high-quality healthcare, demonstrating
improvements in health outcomes and patient satisfac-
tion.23 Leading organizations such as the Institute of Med-
icine,4 Institute for Healthcare Improvement,5 American
Association of Colleges of Nursing,® and the American Hos-
pital Association’ have endorsed PCC as an essential com-
ponent of safe and effective care. The American Association
of Colleges of Nursing reinforces this priority by designat-
ing PCC as a core domain in the The Essentials: Core Com-
petencies for Professional Nursing Education® and as a funda-
mental requirement within nursing curricula.

Integrating PCC principles into the preoperative evalu-
ation requires intentional curricular strategies that allow
nurse anesthesia students to practice these skills while
meeting professional standards. The American Association
of Nurse Anesthesiology (AANA) Standards for Nurse Anes-

thesia Practice establish expectations for preanesthetic
evaluation and informed consent as core components of
anesthesia care.® Standard 2 of the AANA standards states
that anesthesia providers must complete and document a
thorough preanesthetic evaluation.? This includes assess-
ment of the patient’s health status, allergies, medication
history, preexisting conditions, relevant diagnostic results,
and an anesthesia-focused physical examination to guide
the anesthetic plan of care. Standard 4 outlines require-
ments for obtaining informed consent for anesthesia, a
process that relies heavily on communication, respect, and
shared decision-making principles central to PCC.10
Simulation-based education can offer a safe, structured
environment for learners to engage in active skill devel-
opment and clinical reasoning. This approach is grounded
in Kolb’s experiential learning theory, which conceptualizes
learning as a cyclical process involving concrete experience,
reflection, and the application of new understanding.!!
Traditional methods such as peer practice, faculty role-
play, or manikin-based scenarios may offer limited oppor-
tunities to replicate the authenticity and interpersonal
complexity of real patient interactions. Standardized pa-
tient (SP) simulation addresses these limitations by allow-
ing learners to apply communication, assessment, and in-
formation-sharing skills with trained actors who provide
realistic emotional and behavioral responses.!2 Within this
educational approach, learners actively construct knowl-
edge through interaction, feedback, and guided reflection.
Compared with untrained peers and manikin-based meth-
ods, SPs have been shown to elicit communication behav-
iors that more closely mirror those used in actual clinical
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care.!3 These strengths support the use of SP simulation as
an intentional curricular approach for developing patient-
centered communication and assessment skills in preanes-
thetic evaluation.

FRAMEWORK

The University of Iowa Institutional Review Board’s Human
Subjects Research Determination Committee reviewed this
curricular initiative and determined that it did not meet the
regulatory definition of human subjects’ research; there-
fore, IRB approval was not required.

This formative simulation activity was guided by 3 com-
plementary frameworks: PCC,! the AANA Standards of
Anesthesia Practice,8 and the International Nursing As-
sociation for Clinical Simulation and Learning (INACSL)
Healthcare Simulation Standards of Best Practice Simula-
tion Design.14 PCC provided the conceptual foundation for
the simulation, emphasizing respect, dignity, information
sharing, collaboration, and active patient participation,
principles central to preanesthetic evaluation and informed
consent.! AANA Standard 2 operationalizes these princi-
ples by defining expectations for completion and documen-
tation of a comprehensive preanesthetic patient assess-
ment, including review of health status, medical history,
diagnostic data, and an anesthesia-focused physical exami-
nation to inform the plan of care.? AANA Standard 4 further
operationalizes PCC by outlining requirements for obtain-
ing informed consent for anesthesia, a process that relies
heavily on communication, respect, and shared decision-
making.10 The INACSL Healthcare Simulation Standards of
Best Practice™ informed scenario development, SP train-
ing, and facilitation strategies to ensure educational valid-
ity, psychological safety, and alignment among objectives,
learner activities, and outcomes.!4

Simulation development and implementation were led
by a Certified Healthcare Simulation Educator (CHSE)!> and
SPs were recruited and trained in collaboration with a Cer-
tified Healthcare Simulation Operations Specialist
(CHSOS).1516 The CHSE and CHSOS credentials are in-
ternationally recognized certifications provided by the So-
ciety for Simulation in Healthcare that signify advanced
expertise in simulation education and operations, respec-
tively. Involvement of CHSE and CHSOS certified profes-
sionals supports adherence to established simulation stan-
dards, enhances SP training quality, and strengthens the
rigor, fidelity, and validity of the simulation intervention.

Simulation scenarios were intentionally designed
around clearly defined learning objectives aligned with pa-
tient-centered care principles, AANA Standards 2 and 4,
and best practices for simulation design that emphasize
alignment between objectives, learner activities, and out-
comes. At the conclusion of the simulation exercises, the
nurse anesthesia student was expected to: 1.) conduct a
comprehensive preanesthetic review of systems; 2.) obtain
informed consent for general anesthesia (GA), regional
anesthesia (RA), and/or monitored anesthesia care (MAC);
3.) address patient concerns using therapeutic, patient-cen-
tered communication techniques; 4.) identify when a pa-

tient is not medically optimized for elective surgery and
recommend appropriate referrals.

To support achievement of these objectives, 3 SP scenar-
ios were developed to represent common preoperative en-
counters for GA, RA, and MAC. The scenarios were designed
by 3 nurse anesthesia program faculty with 4-26 years of
clinical experience administering anesthesia for these pro-
cedures. Each case required the nurse anesthesia student to
conduct a focused preanesthetic evaluation, establish rap-
port, and use PCC to address common concerns and anxiety
about anesthesia care.

Case 1 (GA) involved a patient scheduled for laparo-
scopic hysterectomy who expressed fear of not waking up
from general anesthesia. Case 2 (MAC) featured an older
adult undergoing cataract surgery complaining of recent
chest pain and concerns about intraoperative awareness
under monitored anesthesia care. Case 3 (RA) included a
middle-aged patient preparing for total knee arthroplasty
who was apprehensive about being awake during a spinal
anesthetic. Across all scenarios, students were expected to
perform a targeted review of systems and explain anesthe-
sia options and obtain informed consent.

Three SPs were recruited, and each was assigned to a
single case. Cases were intentionally matched to SPs to en-
sure alignment between each SP’s age, characteristics, and
specific case requirements, reflecting the clinical context
and patient population represented in each scenario. The
SP training process emphasized consistent case portrayal,
therapeutic communication, and delivery of structured for-
mative feedback.

SP preparation was guided by the CHOS SP program
director and guided by the Association of SP Educators
(ASPE) case development template.17 The template utilizes
ASPE Standards of Best Practice and provides a structured
framework for case development, including clearly defined
learning objectives, detailed SP portrayal guidance, stan-
dardized rules for information disclosure, and expectations
for feedback delivery. Use of this template supports consis-
tency of portrayal, role clarity, and psychological safety for
learners, SPs, and faculty. The ASPE case development tem-
plate is publicly available (https://www.aspeducators.org
aspe-case-development-template). SP training sessions
lasted approximately 2 hours and were conducted via
Zoom. Training sessions included case review, clarification
of learning objectives, discussion of anticipated learner ac-
tions, opportunities for SP questions, and rehearsal of stan-
dardized responses to promote consistency across learner
encounters.

Evaluation strategies included multiple complementary
tools designed to support formative feedback and evalua-
tion of educational impact. Formative feedback checklists
were used by the SPs to evaluate observed behaviors and
give feedback during the debriefing related to communica-
tion, professionalism, and selected assessment skills during
each encounter (Appendix A). In addition, students com-
pleted pre- and post-simulation self-confidence surveys to
evaluate perceived competence across key domains of pa-
tient-centered preanesthetic evaluation, including respect
and dignity, information sharing, patient participation, col-
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laboration during informed consent, and performance of a
focused review of systems (Appendix B).

The SP evaluation checklist and self-confidence survey
were adapted from a previously published SP-based pre-
operative anesthesia simulation by Irby et all8 available
through MedEdPORTAL, an open-access, peer-reviewed
journal of teaching and learning resources in the health
professions (https://www.mededportal.org). This resource
served as a conceptual guide and evaluation tools were in-
tentionally modified to ensure alignment with this project’s
guiding frameworks and learning objectives.!

LEARNING ENVIRONMENT

Fourteen first-year nurse anesthesia students participated
in the simulation during the final week of a front-loaded,
3-year curriculum. At this point in training, students had
completed 1 year of foundational didactic coursework in ba-
sic sciences and anesthesia concepts, including GA, RA, and
MAC, allowing the simulation to be intentionally aligned
with the level of learners’ knowledge. Students attended a
didactic session 2 days prior to the simulation that pro-
vided instruction on preanesthetic evaluation assessment
and performance and obtaining informed consent. To sup-
port application of this content during the simulation, stu-
dents were also provided with simulation objectives and pa-
tient stems 2 days in advance (Appendix C).

The simulations were conducted in a university hospital-
based simulation center. This included a large briefing
room and 3 preoperative exam rooms. Each preoperative
room was equipped with vital sign monitors, seating, mi-
crophones, and audiovisual recording systems. This allowed
faculty to observe encounters in real time from outside the
room while preserving the authenticity of patient interac-
tions. The SP wore a patient gown, was seated in a hos-
pital chair, and had a simulated intravenous catheter se-
cured to the skin with tape. In the large briefing room, all
fourteen students completed the anonymous pre-simula-
tion self-confidence survey (Appendix B) and then partici-
pated in a 15-minute prebrief that included orientation to
the purpose and expectations of the simulation, establish-
ment of psychological safety and confidentiality, clarifica-
tion of learner roles and the fiction contract, and review of
logistical details and the overall flow of the activity, uti-
lizing a Center for Medical Simulation prebriefing tool.1?
A welcoming learning environment was deliberately estab-
lished to promote engagement and avoiding excessive
stress that could impede learning.20 Faculty were transpar-
ent with students that this was the initial implementation
of the simulation and framed the activity as a shared learn-
ing process. This explicit acknowledgement helped normal-
ize uncertainty and modeled humility, supporting learner
comfort, trust, and psychological safety.

Students were then divided into 3 groups of 2-3 learners
that were intentionally formed by faculty based on prior
knowledge of learner performance, communication styles,
and individual support needs. Groups rotated through 3
concurrently running preoperative examination rooms,
each facilitated by a faculty member and staffed by a SP

Prebrief & | MAC Case
Presurvey  Simulation
15min 15 min

GA Case
Simulation

Meta-Debrief and Post
Survey
30 min

Room 3
(GA)

Room 2
(RA)

Figure 1. Simulation Session Timeline and Rotation
Design (135 minutes).

Sessions consisted of a 15-minute prebrief and survey, followed by three 30-minute rota-
tion blocks (15-minute SP encounter and 15-minute debrief) across 3 concurrently run-
ning rooms, and concluded with a 30-minute meta-debrief and post-simulation survey.

portraying a distinct anesthesia scenario (GA, RA, or MAC).
Each group completed all 3 scenarios.

Each rotation block lasted 30 minutes and consisted of
a 15-minute SP-based simulation encounter followed im-
mediately by a 15-minute debrief conducted in the same
room. During each scenario, 1 nurse anesthesia student
performed the preanesthetic evaluation while 1-2 peers
served as active observers. Groups remained in the room for
debriefing which included the SP before rotating to the next
scenario, ensuring that each student served as the primary
interviewer for at least 1 case and participated in peer ob-
servation across scenarios.

One faculty member was assigned to each room to ob-
serve encounters, facilitate debriefing, and provide forma-
tive feedback. SPs were active participants in the debriefing
process. During simulation encounters, faculty observers
remained outside the examination rooms and monitored
performance via audiovisual equipment, entering the room
to conduct face-to-face debriefing. Faculty facilitation fol-
lowed established simulation education best practices, in-
corporating the Gather-Analyze-Summarize (GAS)2! and
Practical Application of Advocacy-Inquiry Learning
(PAAIL)22 approaches for debriefing each session.

A simulation operations specialist maintained the ses-
sion timeline, provided time cues to faculty, and coordi-
nated room transitions to ensure consistent timing across
all rotation blocks. After completing all 3 rotation blocks,
the cohort reconvened in a large classroom for a 30-minute
meta-debrief. The faculty guided reflection across the 3
cases while allowing learners’ experiences and observations
to shape the discussion around the objectives. They also
encouraged learners to reflect on how assessment and com-
munication skills developed through their prior intensive
care experience applies to preanesthetic evaluation. Learn-
ers then completed the anonymous post simulation survey.
The total duration of each session was 135 minutes, with 3
simulation rooms operating simultaneously (Figure 1). Two
identical sessions were conducted on the same day (total
time commitment of 4.5 hours).
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Table 1. Pre- and Postintervention Confidence Scores by PCC Domain? (n = 14)

Domain Pre, Mean Post, Mean A P Value Cohend
Respect and dignity 9.43 9.71 +0.29 194 0.35
Information sharing 571 8.07 +2.36 .001 1.94
Participation 6.21 7.93 +1.71 .001 1.72
Collaboration 5.79 7.93 +2.14 .001 1.66
Demonstration of review of systems 6.07 8.07 +2.00 .001 147

Abbreviations: PCC, patient-centered care.

aWilcoxon signed-rank test. P < .05 considered statistically significant. Cohen’s d = standardized effect size (0.2 = small, 0.5 = medium, 0.8 = large).%2

RESULTS TO DATE/ASSESSMENT

The following results reflect evaluation data gathered dur-
ing the inaugural implementation of this simulation-based
curricular initiative and serve as a baseline for evaluation of
future iterations. Pre- and post-simulation self-confidence
survey data (Appendix B) were analyzed using the Wilcoxon
signed-rank test to account for the ordinal nature of the
10-point Likert scale (Table 1).

Increases in perceived self-confidence were observed
across all domains. Statistically significant gains were
demonstrated in information sharing, participation, collab-
oration, and demonstration of review of systems. Effect
sizes for these 4 domains were large (Cohen’s d > 1.47). The
Respect and Dignity domain did not reach statistical signif-
icance (p = .194, d = 0.35); baseline self-confidence in this
domain was the highest of all domains assessed (M = 9.43).

In addition to quantitative survey data, students com-
pleted an open-response section; comments were reviewed
and grouped thematically. Students frequently described
the simulation as realistic, supportive, and beneficial to
their learning. Representative comments included:

“The simulation was helpful prior to starting clinical in
the operating room.”

“The standardized patients were very realistic.”

“There was adequate time for both the simulation and de-
briefing.”

“It was nice getting to practice with actors.”

“Feeling way better than before.”

“Very helpful! Would recommend continuing!”

One student identified an area for improvement, noting
that more straightforward patient scenarios may be benefi-
cial for learners early in training.

SP feedback data were also collected to evaluate ob-
served performance in interpersonal communication skills,
physical examination skills, and professionalism (Table 2).

Performance data were also analyzed by case scenario
type (MAC, GA and RA) and are presented in Figure 2.

Written comments from SPs emphasized the importance
of empathy, presence, and patient-centered communica-
tion behaviors during preoperative interactions. Represen-
tative feedback included:

"Your warm tone helped me feel comfortable."
“You immediately sat at eye level which I appreciated.”
“You really took the time to check in after every discussion

of risks. That made me feel reassured.”

“Thank you for assuring me that you would make me feel
comfortable.”

“Iloved that you said, ‘I want you to be informed,’ it made
me feel I had some power and autonomy.”

“Thank you for the facts and reassurance.”

DISCUSSION

This curricular initiative provided insight into the use of
SP simulation to support development of patient-centered
preanesthetic evaluation skills in nurse anesthesia educa-
tion. Evaluation findings highlighted both areas of strength
and opportunities for refinement, informing subsequent
modifications to simulation design, assessment strategies,
and facilitation processes.

Professionalism behaviors were consistently observed
across all scenarios, and patient-centered communication
behaviors were frequently demonstrated. Notably, these
were first-year nurse anesthesia students without clinical
anesthesia experience, yet SP feedback reflected behaviors
associated with trust-building, patient autonomy, and in-
formed consent. Within short time constraints (15 minutes)
SPs observed learners taking the time to check in with
them after risk discussions and explicitly noted that learn-
ers communicated in ways that conveyed patient auton-
omy, a core principle of informed consent. SPs also com-
mented that learners conveyed the risks and benefits of
anesthesia clearly, suggesting that foundational didactic
preparation delivered prior to the simulation supported
confident communication of complex clinical information.
Faculty observation during encounters corroborated this
impression, though systematic assessment of clinical
knowledge accuracy was not formally captured in this iter-
ation; subsequent curricular refinements addressing struc-
tured faculty assessment are described below.

In contrast, physical examination behaviors were
demonstrated less consistently, and hand sanitizer use was
unexpectedly low. The low reported use of hand sanitizer
likely reflects the cognitive load of managing a novel en-
counter rather than knowledge deficit in infection control.
Future iterations will explicitly identify hand sanitizer lo-
cation in the environment orientation in the prebrief and
results will be monitored.

The pattern of lower physical examination completion
was most evident during the MAC scenario, where learners
appropriately discontinued the encounter when patient
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Table 2. Standardized Patient Feedback Scores (n = 18 simulations)?

Item | Yes Partially No
Interpersonal Communication Skills

Spoke warmly, introduced self/role, used name 13(72.2%) 5(27.8%) 0 (0%)
Used clear language, avoided jargon 13(72.2%) 5(27.8%) 0 (0%)
Used appropriate body language and positioning 15 (83.3%) 3(16.7%) 0(0%)
Listened with interest, did not interrupt 17 (94.4%) 1(5.6%) 0(0%)
Outlined plan and addressed concerns 16 (88.9%) 2(11.1%) 0(0%)
Discussed risks and benefits of anesthesia 13(72.2%) 3(16.7%) 2(11.1%)
Encouraged and answered questions 15 (83.3%) 3(16.7%) 0 (0%)
Checked for understanding 12 (66.7%) 6(33.3%) 0 (0%)
Explained what they were about to do 13(72.2%) 5(27.8%) 0 (0%)
Showed concern for comfort and modesty 15 (83.3%) 0(0%) 3(16.7%)
Used hand sanitizer before exam 4(22.2%) 0(0%) 14(77.8%)
Physical Exam Skills

Performed Mallampati assessment (open mouth, protrude tongue) 9 (50.0%) 0(0%) 9 (50.0%)
Inspected teeth / asked about loose or chipped teeth 11(61.1%) 0(0%) 7 (38.9%)
Assessed neck range of motion 9 (50.0%) 0(0%) 9 (50.0%)
Examined heart in 24 locations 10 (55.6%) 0(0%) 8 (44.4%)
Examined lungs (posterior chest, 3 locations each side) 9 (50.0%) 0(0%) 9 (50.0%)
Professionalism

Demonstrated professionalism (appearance, attitude, receptive to feedback) 18 (100%) 0(0%) 0(0%)

aAdapted from Irby et all8

Case Type
3 GA (n=6)
EZ3 MAC (n=6)
B RA (n=6)

100.0%

1000%

100.0%

Percentage "Yes" Responses (%)

Professionalism

Interpersonal
Communication

Physical
Exam

Performance Category

Figure 2. Evaluation Performance by Case Type and
Performance Category

history revealed chest pain requiring case cancellation. Al-
though clinically appropriate and an initial main learning
objective, this limited opportunities to perform and be
evaluated on physical examination skills, which we found
to be consistently lacking.

The complexity of the case also contributed to chal-
lenges in SP portrayal. Despite structured training, the sce-
nario unintentionally evolved into how to de-escalate an
angry patient. Taken together, these findings reflect a com-
mon challenge in simulation design: when scenarios incor-
porate complex or dramatic clinical elements, foundational
skill assessment can be compromised, and SP portrayal may
be more difficult to contain within intended parameters. In

this case, the objective of recognizing a medically unopti-
mized patient, while clinically relevant, competed with the
more foundational goal of practicing preanesthetic physical
examination skills. In response, this objective was removed
from subsequent sessions to prioritize physical exam com-
pletion and given the extent of the portrayal deviation and
its impact on the learning environment, the decision was
made not to retain that SP for subsequent offerings. Al-
though the SPs completed structured training and case re-
hearsals, a full dry run or pilot test with a representative
learner, as recommended by the INACSL Healthcare Sim-
ulation Standards of Best Practice, may have revealed the
competing objectives before implementation. Such testing
could have supported further refinement of the scenario
and clearer parameters for SP portrayal.

To further address observed gaps in physical examina-
tion performance, targeted curricular refinements were im-
plemented. These refinements included the development
of a brief instructional video focused on the preanesthetic
physical examination and introduction of a more compre-
hensive evaluation checklist for faculty use (Appendix D).
The checklist was developed using AANA Standards 2 (Pre-
anesthesia Patient Assessment and Evaluation) and 4 (In-
formed Consent for Anesthesia Care and Related Services)
as reference frameworks, and content validity was sup-
ported through a modified Delphi technique among a panel
of 4 faculty to achieve consensus on essential assessment
components.8 Under this revised approach, SPs focus on
observing and providing feedback related to patient-cen-
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tered communication, while faculty evaluate the technical
elements of history taking and physical examination and
determine whether learners demonstrate the essential el-
ements of informed consent. These elements include ex-
plaining appropriate anesthetic options and pertinent risks
and benefits in understandable language, encouraging
questions, assessing patient understanding, addressing
concerns, and incorporating shared decision-making. Al-
lowing learners to review the checklist in advance can fur-
ther clarify expectations and support preparation.

These enhancements provide a solid foundation for ad-
vancing the simulation’s assessment design from a solely
formative approach toward the summative, competency-
based structure of the Simulation-Based Mastery Learning
(SBML) framework.23 SBML emphasizes deliberate practice,
structured feedback, and repeated assessment until a pre-
defined competency standard is achieved, an alignment
that bridges instructional goals with summative assess-
ment methods and supports development of both commu-
nication and technical skills essential to safe anesthesia
practice.

Finally, the debriefing process also served as a key source
of insight into learner engagement and meaning-making
during the simulation experience. While objective mea-
sures captured improvements in confidence and selected
performance indicators, debriefing discussions revealed ad-
ditional learning outcomes that were not explicitly targeted
by the simulation objectives. Through facilitated reflection
and peer observation, learners described the value of ob-
serving different communication approaches and recog-
nized that acknowledging uncertainty, such as telling a pa-
tient they don’t know the answer but will find out, is an
appropriate and professional response during patient in-
teractions. Learners articulated increased comfort with be-
ing honest with patients and with seeking guidance from
preceptors when needed. Final debriefing also provided an
opportunity to reconnect learners with their foundational
nursing identity; explicit facilitator reinforcement that
communication competencies and patient-centered values
developed through previous nursing practice are directly
transferable to anesthesia care appeared to support learner
confidence in navigating an unfamiliar clinical context.
These observations highlight the role of structured debrief-
ing as a powerful mechanism for supporting reflective prac-
tice, psychological safety, and professional identity forma-
tion in novice nurse anesthesia learners.

LIMITATIONS

As a quality improvement-focused curricular initiative,
generalizability and transferability of findings is limited.

Outcome assessment relied in part on self-reported confi-
dence measures, which may not directly correlate with ob-
served clinical competence and are subject to response bias.
Although SP checklists provided structured formative feed-
back, these tools were adapted for local use and were not
independently validated in this learner population.

Replication of this initiative may also be limited by the
resources required for implementation. The full simulation
session required approximately 6 hours to complete and in-
volved 3 faculty members, a simulation operations special-
ist, and 3 SPs. SP recruitment and training introduced ad-
ditional programmatic costs. Programs without access to a
dedicated simulation center, CHSE or CHSOS-certified per-
sonnel, or SP program infrastructure may face significant
barriers to replication.

CONCLUSION

This SP-based simulation provided nurse anesthesia stu-
dents with an opportunity to integrate patient-centered
communication, preanesthetic assessment, and clinical
reasoning within a realistic and psychologically safe learn-
ing environment. Participation was associated with in-
creased learner confidence across key domains of patient-
centered care, and SP feedback suggested that foundational
nursing knowledge and didactic preparation supported
competent communication even prior to clinical anesthesia
experience. Evaluation findings also identified opportuni-
ties for refinement, including gaps in physical examination
practice and foundational safety behaviors, prompting tar-
geted curricular responses that provide a foundation for
advancing toward a simulation-based mastery learning
framework.

This initiative reinforces several key considerations for
simulation-based education programs. Clear alignment
among learning objectives, scenario design, and assess-
ment strategies is essential for meaningful outcome inter-
pretation and intentional curricular change. Consistent SP
training, developmentally appropriate scenario complexity,
and structured debriefing collectively support learning fi-
delity, psychological safety, and professional identity for-
mation. These findings emphasize the importance of es-
tablishing measurable objectives, prioritizing foundational
skill development before introducing greater clinical com-
plexity, and committing to iterative evaluation as a mecha-
nism for continuous curricular improvement in simulation-
based nurse anesthesia education.
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APPENDICES

APPENDIX A. STANDARDIZED PATIENT FORMATIVE
FEEDBACK CHECKLIST (ADAPTED FROM IRBY ET AL1®)

Learner: | SP/Case:
Interpersonal Communication skills Yes No Partially
done
The learner:
1 Spoke to me warmly, confidently, introduced self and their role, and called
me by name
2 Used words | could understand (no medical jargon), clear, concise
3 Used appropriate body language/posture, (e.g., nodding, leaning forward,
facial expression, eye contact) and positioned self in room on patient level
4 Listened with interest and did not interrupt while | was talking
5 Outlined an anesthesia plan based on gathered information, addressed my
concerns, and verified my willingness to carry out the plan
6 Discussed the risks and benefits of various types of anesthesia
Encouraged and answered my questions
8 Checked for my understanding
Explained what he/she was about to do during the encounter (e.g., “Now |
9 am going to examine...” “Now | am going to ask you some questions
about...”)
10 Showed concern for comfort, respected modesty, and space (e.g., adjusted

table, helped me sit up or down)

Physical exam skills

11 Used antimicrobial hand sanitizer at any time before the physical exam

Asked me (in a sitting or upright position) to open my mouth and protrude
12 my tongue maximally without phonation, with the observer being at eye
level with the patient.

Looked inside the mouth to inspect teeth and asked about having any

13 loose, chipped or cracked teeth.

14 Assessed my neck range of motion by asking you to look up and down
15 Examined heart in at least 4 places

16 Examined lungs in back in 3 places on each side

Professionalism

Demonstrated professionalism during the encounter and feedback (e.g.,

17 appearance, attitude, receptive to feedback)
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APPENDIX B: CONFIDENCE SURVEY

Rate your confidence level in the following areas (0 = not confident at all, 10 = extremely confident)

Respect and Dignity: Treating patients with respect and dignity throughout the perioperative
period.

1 2 3 4 5 6 7 8 9 10

Information Sharing: Providing information to patients and their families during the preoperative
evaluation.

1 2 3 4 5 6 7 8 9 10

Participation: Facilitating participation in decision making by patients and families during the
preoperative evaluation.

1 2 3 4 5 6 7 8 9 10

Collaboration: Obtaining informed consent through collaboration with patients and their families.

1 2 3 4 5 6 7 8 9 10

Demonstration: Performing a thorough and complete review of systems in the preoperative
setting.

1 2 3 4 5 6 7 8 9 10

Additional comments:
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APPENDIX C. SP CASE SCENARIO STEMS

Clinical Scenario 1
(General
Anesthesia)

Patient is a 55-year-old female presenting for a laparoscopic hysterectomy due to endometrial cancer. She
has a 3-month history of abnormal postmenopausal bleeding and crampy abdominal pain.

Allergies: Penicillin and sulfa

PMH: Hypertension, hypothyroidism, and depression

PSH: Never had surgery or been in the hospital

Medications: Lisinopril, levothyroxine, and acetaminophen PRN

Family history: Mother died of a stroke at 80 years old. Sister has a history of breast cancer s/p mastectomy
and radiation.

Social history: No smoking or tobacco use history. Drinks alcohol socially about 3 drinks/week. Lives at home
with her husband and their dog.

Clinical Scenario 2
(Regional
Anesthesia)

Patient is a 45-year-old female presenting for a total knee arthroplasty due to osteoarthritis. She has a
2-year history of left knee pain that is aching/sharp in nature.

Allergies: NKDA

PMH: Hypertension and type |l diabetes

PSH: Colonoscopy, gall bladder removal

Medications: Metoprolol, metformin, ibuprofen

Family history: None on file.

Social history: Former smoker, quit 10 years ago (15 pack year history). No alcohol use. Lives at home with
her wife. She is a mail carrier.

Clinical Scenario 3
(Monitored
Anesthesia Care)

Patient is a 68-year-old female presenting for a cataract removal in her left eye.

Allergies: NKDA

PMH: Hypertension, hyperlipidemia, and she had a stroke 5 years ago with no residual effects.
PSH: Code stroke thrombectomy, total hip arthroplasty

Medications: Losartan, metoprolol, atorvastatin, aspirin 81mg

Family history: Father died of a heart attack at 61 years old. Mother had hypertension.

Social history: 1ppd smoker x 50 years, social alcohol use, lives at home, widowed, retired.
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APPENDIX D. PRE-ANESTHESIA EVALUATION
SIMULATION BASED MASTERY LEARNING CHECKLIST

Satisfactory
Criteria Comments
Yes No

Utilizes hand sanitizer when enters room

Introduced self in professional manner (appearance, attitude)

Verified patient identity (check name band)

Verified procedure being done

Verified Drug Allergies

Verified if any drugs were taken that morning

Verified NPO status

Asked about history of anesthetic complications

Performs Review of Systems

Respiratory: OSA, Smoking, Shortness of breath, Asthma, recent cough or cold

Cardiovascular: HTN, CAD, angina/chest pain, shortness of breath, exercise tolerance,
arrythmias, valve disease

Neurological: TIA, Migraines, Syncope, Seizure, neuromuscular diseases, paresthesias

Endocrine disease: diabetes, thyroid disease, steroid use, history of chemotherapy

Hematology: Bleeding or clotting disorders, Anemia, anticoagulant use

Renal: renal insufficiency, dialysis, liver disease

Gastrointestinal: GERD, PONYV, hepatitis, bowel issues

Performs Physical Exam

Airway Exam: Mallampati, Range of motion, TM distance, dentition

Listens to heart and lungs

Obtains Informed Consent

Explained appropriate anesthesia choices and risk in understandable language

Assess patient’s understanding and encourages questions

Utilizes patient centered communication with shared decision making

Trainee’s Initial: Signature: Date:
Preceptor’s Initial: Signature: Date:
References: Informed Consent for Anesthesia Care AANA Practice Manual, PreAnesthesia Assessment and Evaluation AANA Practice Manual
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