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Introduction 

A
s more patients seek convenient after-hours acute care 

clinics, effective emergency response requires regularly 

scheduled, multidisciplinary emergency simulations. 

Similar to other urgent care clinics across the country, 

Children’s Wisconsin Urgent Care clinics have encoun-

tered higher patient volumes and an increase in patient 

acuity in recent years. Our patient visits have increased 

steadily year to year, to the extent that visits in 2019 were 

almost double those of 2016 (Figure 1). Patients requiring 

an escalation in care within 4 hours of check-in to urgent 

care also increased steadily from 556 in 2016 to 1,037 in 

2019 (Figure 2). 

Research shows that emergency response skills dete-

riorate quickly after training.1,2 Conversely, regularly 

and repeatedly practicing a skill may prevent rapid skill 

deterioration,1-3 and more frequent training is superior 

to conventional training to ensure high-quality resus-

citation skills.1-3 

Therefore, our hypothesis is as follows: Using simu-

lated emergency scenarios in the simulation lab, par-

ticipant assessment of feeling well-prepared or better 

will increase by 20% from presurvey to postsurvey for 

all urgent care staff. For in situ (in clinic) simulations, 

postsimulation surveys will reflect that 75% of partici-

pants feel more prepared after the simulation. 
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Methods 

Prior to late 2017, our urgent care team practiced emer-

gency response sporadically. Since that time, we have 

implemented regularly scheduled multidisciplinary 

emergency simulations and skills stations in our Simu-

lation Lab and at our urgent care clinics. 

While we have been doing regularly scheduled sim-

ulations since late 2017, data collection began in Janu-

ary 2019. Eighty-one unique staff members participated 

through 2019, with a total number of 141 participants, 

with “participants” including staff members who took 

part in more than one simulation. (The low number of 

participants reflected in the graphs reflects the recent 

start of data collection, as well as the purposeful limita-

tion of participants per simulation.) To evaluate the ef-

fectiveness of the simulations, participants completed 

pre- and postsimulation Likert scale surveys. 

Simulations were open to all urgent care staff includ-

ing physicians, nurse practitioners, physician assistants, 

nurses, medical assistants, and front desk staff. Previous 

simulation scenarios have included asthma and hyp-

oxia, severe bronchiolitis, anaphylaxis, closed head in-

jury, seizures, hyperthermia, sepsis, diabetic ketoacido-

sis, and cardiac arrest of the child and adult. Both high- 

and low-fidelity manikins were used. 

For simulations in the Simulation Lab, a pre- and 

postparticipation survey was completed by each partic-

ipant in paper form. Preparticipation survey questions 

included whether the participant had attended an emer-

gency simulation “prior to today,” whether the partici-

pant had been involved in an actual emergency requir-

ing resuscitation in a clinical setting, and how prepared 

the participant felt regarding handling emergencies in 

urgent care. Postsurvey questions asked how prepared 

the participant felt to handle emergencies in urgent 

care after participating in the simulation. 

Due to the nature of the surprise for in situ simula-

tions, we were unable to perform a presurvey; however, 

all participants are sent a postparticipation survey by 

email, asking whether they felt more prepared for an 

emergency after attending the simulation. 

To complement the emergency scenarios, we also set 

up skills stations, which included c-collar application 

with and without helmet removal, weight estimation 

using a measuring tool, and bagging a patient with a 

tracheostomy tube. Skills stations were often not acces-

sible for practice during our in situ simulations because 

of timing related to patient care. 

In simulations held in the Simulation Lab, we per-

formed a pre-brief to discuss the basic assumption that 

all staff are intelligent, capable, and trying their best. 

We agreed on the fiction contract, which acknowledged 

that the scenario is as real as possible but that learning 

depends on full participation. And, finally, preparatory 

information was provided. The debrief included re-ex-

amining the scenario for learning. 

 

Figure 1. Patient Visits

29,314

36,807*

43,067

58,158*

0

10,000

20,000

30,000

40,000

50,000

60,000

2016 2017 2018 2019

P
a
ti

e
n

t 
V

is
it

s

*New clinics opened 2017, 2018

Figure 2. Patient Visits Requiring an Escalation in Care 
within 4 Hours of Check-In 
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Results 

Our data indicate that almost universally, participants 

felt more prepared to handle an emergency after at-

tending the simulation. Participants who felt “a little 

prepared” decreased from 29% to 8%; those who felt 

“somewhat prepared” decreased from 42% to 21%; 

those who felt “well prepared” increased from 29% to 

63%; and those who felt “very well prepared” increased 

from 0% to 8% (Figure 3). Participant responses after 

the in situ simulations indicated 84% of participants 

felt more prepared after the simulation, while 16% felt 

the same level of preparedness (Figure 4). 

 

Conclusions 

Because all staff play an important role in caring for 

the patient and family during an emergency, multidis-

ciplinary simulations are essential to increase staff pre-

paredness to provide high-quality care during such an 

event. 

 

Limitations 

Survey data are self-reported and subjective. We were 

unable to assess improvement in preparedness from in 

situ simulations given no preparticipation survey. It is 

difficult to compare data between simulation dates, as 

scenarios may differ between simulations. Additionally, 

because data were drawn from a small sample size at a 

single center, results may not be generalizable. 

Next Steps 

Future work could compare preparedness to years work-

ing in urgent care, total years of experience in healthcare, 

previous simulation attendance, and the participant role 

within urgent care. Interdepartmental simulations would 

be beneficial, especially in our clinics that share work-

space. Rapid cycle deliberate practice vs traditional sim-

ulation would be interesting to study, as would retention 

of skills at regular intervals after training. n 
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Figure 4. In Situ Postparticipation Survey (n=19)
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Figure 3. Simulation Lab Pre- and Postparticipation 
Surveys (n=24) 
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