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challenges in the non-traditional and innovative delivery models. Research by members
and staff has resulted in an update on the regional simulation center training model, the
healthcare workforce status and recommendations for consideration by policy makers.

Sincerely,

ﬁ« e

Ben G. Raimer, M.D., Chair
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STATEMENT OF THE CHAIRMAN

The 1999-2004 Texas State Health Plan was the state’s initial fundamental health workforce
planning document. It was developed by the Statewide Health Coordinating Council (SHCC) in
1998 and envisioned a Texas in which all citizens were able to achieve their maximum health
potential. However, ten years later, due to a myriad of factors and circumstances, Texas
continues to be challenged to meet its current health care workforce needs and the anticipated
needs for future generations.

Because of these challenges, SHCC members felt that it was necessary to consider a new
approach in developing the 2005 — 2010 Texas State Health Plan. They chose to direct their
efforts toward the study and evaluation of non-traditional and innovative delivery models and the
mix of qualified health professionals that would be required for these models. This approach
was in contrast with earlier SHCC activities that involved evaluating the number and types of
health workers required to fulfill the requirements of the current traditional medical model.
SHCC followed the same new approach in the development of the 2009-2010 Texas State Health
Plan Update.

SHCC conducted an extensive assessment of health workforce issues that culminated in 2006
with the hosting of a Health Workforce and Health Information Technology Summit. In August
2008, SHCC continued this assessment by conducting a survey on the use of simulation centers
in the training of Texas health professionals. Both the summit and the simulation survey support
the need for fundamental system change within the health care delivery system, the method of
training utilized in the initial and continuing education of health professionals and the policy
environment that supports this type of training. Consequently, the 2009-2010 Texas State Health
Plan Update continues to focus on innovative approaches to the recruitment and retention of
health care professionals, the use of non-traditional models for their education and training, and
new approaches needed in the regulation of the Texas health care workforce.

SHCC is committed to the belief that a healthy Texas can be a productive Texas and envision a
Texas in which each person enjoys optimal health status, is informed, and is productive. We
continue to believe that the recommendations included in the 2009-2010 Texas State Health Plan
Update place Texas on the right track in preparing our state for its future.

/);« (o

Ben G. Raimer, M.D., Chairman
Texas Statewide Health Coordinating Council







Statewide Health Coordinating Council

Vision Statement

We envision a Texas in which all are able to achieve their maximum
health potential — A Texas in which:

e Prevention and education are the primary approaches for

achieving optimal health.
e All have equal access to quality health care.

e Local communities are empowered to plan and direct
interventions that have the greatest impact on the health of all.

e We, and future generations, are healthy, productive and able to

make informed decisions.

A Healthy Texas is a Productive Texas
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Foreword

The Texas State Health Plan is prepared every six years and updated biennially. The plan
serves as a guide to help Texas decision makers formulate appropriate health policies and

programs.

The Texas Statewide Health Coordinating Council, a 17-member council with 13 members
appointed by the governor and four members representing specified state agencies, develops
the plan. The Texas Health Planning and Development Act, Chapter 104 of the Health and
Safety Code, is the enabling legislation for the Statewide Health Coordinating Council.
Under the authority of Chapter 104, the governor, with the consent of the senate, appoints
the 13 council members to staggered six-year terms. The heads of the four state agencies

serve on the council or designate an individual to serve on their behalf.

The broad purpose of the Statewide Health Coordinating Council is to ensure that health
care services and facilities are available to all Texans through health planning activities. Based
on these planning activities, the council makes recommendations to the governor and the
legislature through the Texas State Health Plan. The council provides overall guidance in the
development of the Texas State Health Plan, submission of the plan to the governor, and
promoting the implementation of the plan. The plan is due to the governor for adoption by
November 1 of each even-numbered year. Staff in the Center for Health Statistics, with
assistance from other program areas at the Texas Department of State Health Services,

supports the council’s activities.

The 75th Legislature amended Chapter 104 of the Health and Safety Code and focused the
council’s planning activities on the health professions workforce. The council produced the
1999-2004 Texas State Health Plan: Ensuring a Quality Health Care Workforce for Texas, which
was the fundamental plan for the previous six-year planning cycle. The 2005-2010 Texas
State Health Plan, which was presented to Governor Rick Perry in October of 2004, serves as
the initial document and fundamental plan for the current six-year planning cycle and once
again focuses on the Texas health workforce. For the purposes of this report, the 2005-2070
Texas State Health Plan is referenced as the State Health Plan.

The State Health Plan outlines Texas’ interests in issues concerning the workforce in the
health professions. The 2009 — 2010 Texas State Health Plan Update (2009-2010 Update) is the
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last biennial update to the State Health Plan. The plan includes three sections. Section One is
a White Paper entitled: How can Texas Maximize the use of Regional Interdisciplinary Simnlation
Centers in the Initial and Continuing Education of Texas Health Professionals, While Supporting
Innovative Educational Research and Promoting Excellence in Health Professions Education, Patient Safety
and Training Assessment?  Section Two is a report produced by the Health Professions
Resource Center, Center for Health Statistics, Texas Department of State Health Services
entitled: Promoting Excellence Through Healthcare Workforce Planning in Texas. Section Three is
the 2009-2010 Update recommendations for the General Workforce, the Nursing
Workforce and the Primary Care Workforce.

The 2009-2010 Update will be presented to the governor on October 31, 2008. Copies of the
plan will be distributed to state legislators, universities, licensing boards, professional
associations, and other interested parties and will be posted on the Web site at
http.//www.exasshcc.org or http://www.dshs.state tx.us/chs/shec/default.shtm. The Szare
Health Plan and the 2009-2010 Update will serve as two of the state’s fundamental documents

for information on the health professions and workforce planning. The plan and updates

include input from major stakeholders throughout the state, including professional
associations, state agencies, employers of health professionals, educators of health

professionals, and numerous other public and private entities.

Copies of the 2005-2010 Texas State Health Plan and the 2009 — 2010 Texas State Health Plan
Update can be downloaded from the Web site at httpy/ /www.TexasSHOC.org or at http://www.
dshs.state.tx.us/ chs/shcc/default.shtm. Printed copies of the documents are also availablk from the
Texas Department of State Health Services, Center for Health Statistics, at a cost of §20 per copy. To order
a document copy, call (512) 458-7261.
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Executive Summary

The workforce policy question the Statewide Health Coordinating Council (SHCQ
addressed in the 7999-2004 Texas State Health Plan: Ensuring a Quality Health Care Workforce for
Texas is whether or not the current and future supply of health care professionals in Texas
will be adequate to meet the current and future needs of the population. The 7999-2004
Texas State Health Plan was the state’s first fundamental health workforce-planning document

incorporating policy, research, and a strategic plan with goals, objectives and strategies.

In early 2003, the SHOC began to consider the approach it would take during the current
six-year planning cycle and the production of the 2005-2010 Texas State Health Plan. Due to
critical health workforce shortages and the challenges of changing demographics, the
members felt that it was necessary to take a step back and consider a slightly different
approach. Rather than continue to look only at the health workforce that would be required
to fulfill the current traditional medical model, the SHOC decided to research innovative
delivery models and the mix of health professionals required to ensure a quality health
workforce under a non-traditional delivery model. This model would focus on “wellness”

and on the implementation of evidence-based protocols.

In October 2004, the SHOC presented the 2005-2010 Texas State Health Plan to Governor
Rick Perry. This document, which presented innovative approaches to health workforce
planning for Texas, continues to serve as the fundamental health workforce strategic plan for
the state. 'The SHQOC incorporated numerous recommendations utilizing information
technology to ensure that Texas has a quality health care workforce for the present and

future.

Identification of Issues

In order to establish a basis for the development of the 2009-2070 Texas State Health Plan
Update (2009-2010 Update), an extensive assessment of issues concerning the health
workforce and the use of regional interdisciplinary simulation centers was conducted. The

SHCC chose to approach the last biennial update from two perspectives. First, they
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identified the most critical health workforce issues that remain unresolved from the previous
six-year planning cycle: ongoing and increasing workforce shortages across numerous health
professions, the demand for an expanded workforce required to care for a burgeoning aging
and disabled populations, and the critical nursing shortage. The second issue was to identify
ways in which regional interdisciplinary simulation centers could be used to support the
health care workforce. This would include an assessment of how simulation centers could
be used to prepare the current and future health professionals to practice safely and

effectively in a technology-rich environment.

Section 1 of the 2009-2010 Update will focus on a white paper that was written in response
to simulation center survey that was sent to the Texas medical, dental, pharmacy and nursing
programs in August 2008. The white paper is entitled, “How can Texas Maximize the use of
Regional Interdisciplinary Simulation Centers in the Initial and Continuing Education of
Texas Health Professionals, While Supporting Innovative Educational Research and
Promoting Excellence in Health Educational Research and Promoting Excellence in Health

Professions Education, Patient Safety and Training Assessment?”

Demographics

Changes in the rates and sources of population growth, increases in the non-Anglo
population, aging of the population, and change in the household composition of Texas
families are major demographic trends that will affect the future of health care delivery in
Texas. Using the US. Census count for 2000, 53.1 percent of the Texas population was
Anglo, 11.6 percent was Black, 32.0 percent was Hispanic, and 3.3 percent was Other. By
2004, it is estimated that those percentages changed in Texas to 49.9 percent Anglo, 11.4
percent Black, 34.9 percent Hispanic, and 3.8 percent Other. Based on the Texas State Data
Center’s population projection 1.0, in 2040 those numbers will be 23.9 percent Anglo, 8.0
percent Black, 59.2 percent Hispanic, and 8.8 percent Other.

Although minority populations are growing at a tremendous pace, they remain seriously
underrepresented in the health care professions. In Texas, while it is estimated that
Hispanics constitute 34.9 percent of the population, they make up only 8.5 percent of

registered nurses and only 11.2 percent of direct patient care physicians. Non-Hispanic
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African Americans are estimated to constitute 11.4 percent of the population, yet make up

only 7.6 percent of registered nurses and 4.3 percent of direct patient care physicians.’

The Texas population of those over age 65 is expected to double from 2000 to 2040. Other
sources project that this population will triple during this time frame. Health care for
persons over 65 is commonly projected to cost three times as much as for those under 65.
The aging of the population and the increase in the Hispanic population pose numerous
implications for the incidence of chronic disease. It is well documented that treatment for
chronic diseases is the most costly aspect of medical care. Some project that 90 percent of
Medicare expenditures are spent for the management of chronic disease. At the same time,

the incidence of chronic disease is increasing in all age groups due to the obesity epidemic.

Texas is the second-largest state in the United States, second only to California, and
continues to be the second-fastest growing state in population. Currently, about 22.8 million
people live in Texas. The Texas population is increasing at a rate roughly twice that of the
nation as a whole and is second only to California in population growth. Texas has the
distinction of having one of the fastest growing youth (18 and under) populations as well as
one of the fastest growing aging populations (60 and over). Forecasts predict that the Texas
population will reach 35.8 million by 2030.” The projected rates of growth in the youth and
elderly populations and in minority populations will result in increased demand for health
services. This increase in demand and the special health care needs of these populations
must be taken into consideration in the planning and preparation of the health care

workforce.!

Status of the Texas Health Wotkforce

Section 2 provides detailed information on health professions that are licensed in Texas. In
addition to reporting the supply of health professionals practicing in Texas in 2007 for each
of these professions, this report also shows the trends in the supply of the various providers
over the last two decades, and compares those trends with the national trends. While these
comparisons may not indicate whether or not Texas has a shortage of health professionals,
they do show where the supply of health professionals in Texas is above or below the
national average and whether the supply of those professionals in Texas and the United
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States has been increasing or declining over the years. Additional information about the
individual professions is provided in Appendix B. Most of the data are presented as ratios
and reflect the number of providers per 100,000 population. This allows comparisons to be
made between areas with different populations, such as the United States and Texas or
metropolitan counties and non-metropolitan counties. The provider-per-population ratio is a
more accurate indicator of the supply of health providers in a given area than is the raw
number of health providers. The higher the ratio, the greater the supply of health

professionals available in an area for providing health care services.

Ratios are presented for Texas and the United States and for various geographic locations in
Texas: metropolitan and non-metropolitan counties, border and non-border counties. The
43-county border area was defined by the state legislature and a map of this area is provided
in Figure 2.1. The following is a summary of statistics presented in Chapter 2.

e Supply ratios vary according to geographic location:

o Metropolitan county ratios are higher than non-metropolitan county
ratios.

o Non-border county ratios are higher than border county ratios.

o Pharmacist ratios in non-metropolitan areas are decreasing more rapidly
than pharmacist ratios in metropolitan areas.

e Over the past decade, Texas supply ratios have differed from US. average ratios
as follows:

o PC physician ratios in the United States have consistently exceeded the
ratios of PC physicians in Texas; however, four years ago, the gap
between the two began to widen. Metropolitan ratios are considerably
larger than non-metropolitan ratios.

e Supply ratios for pediatricians per 100,000 children and internal
medicine physicians have been well below the United States
supply ratios over the past 20 years.

e Supply ratios for family practice physicians have been similar to

United States ratios.
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Registered Nurse (RN.) supply ratios in the United States have
consistently exceeded the supply ratios in Texas for the past 20 years and
will for the foreseeable future.

Licensed Vocational Nurse (L.VIN) ratios in the United States have
consistently been lower than the Texas ratios for the past 20 years. In
contrast with RN. ratios, L.V.N. ratios in non-metropolitan areas in
Texas are higher than ratios in metropolitan ratios.

Medical Radiologic Technician ratios were below United States average
ratios between 1994 and 2001; however, since that time Texas ratios have
been increasing faster than United States ratios.

The ratios for most of the other Texas-licensed health professions are
below the United States average ratios.

Dentist supply ratios in the United States have consistently exceeded the
supply ratios in Texas for the past 20 years and the numbers both in the
United States and Texas have remained virtually flat since 1998.
Pharmacist ratios in non-metropolitan areas have been lower than the
ratios in metropolitan areas for over 20 years. This gap is widening and
the supply of pharmacists in non-metropolitan areas appears to be
decreasing more rapidly than the supply in metropolitan areas.
Psychiatrist supply ratios have remained flat in Texas since 1998 and are

lower than in 1992.

Some counties in Texas have been chronically short of various health professions; other

counties have never had various types of professionals employed in their area and may not

have the population to support those professions. L.V.N. is the most widespread profession

throughout the state, with only seven of 254 counties having no providers from this

profession. In contrast, Certified Nurse-Midwife is the least widespread profession with 214

counties not having a representative from this profession.

As far as primary care providers are concerned, non-metropolitan areas have only 11 percent

of the state’s primary care physicians, but have 13.6 percent of the population. Metropolitan

areas have 89 percent of the primary care physicians, but only 86.4 percent of the

population. In addition, the growth rate of Nurse Practitioners (N.P.s) and Physician
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Assistants (P.A.s) in Texas has greatly exceeded the growth rate of primary care physicians.
Some of that increased growth rate of P.A.s can be attributed to their increased growth rate
in non-metropolitan areas, compared to the rate in metropolitan areas:
e NDP.s increased their supply ratios at a rate eight times faster than physicians (185
percent compared to 23 percent);
o D.As increased their supply ratios at a rate nine times faster than physicians (207

percent compared with 23 percent).

Recommendations Regarding the State Health Workforce Initiatives

Section 3 of the 2009-2010 Update will focus on the SHOC recommendations to the
legislature. Recommendations are suggested for the general worldorce, the nursing
workforce and the primary care workforce. The SHOC believes that recommendations
being made are essential to fulfill workforce goals and thereby ensure a quality workforce for

Texas.
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Notes

1. Eschbach, K., Projected Proportion of Population by Race/Ethnicity in Texas, 2000-
2040. Texas State Data Center data presented to the Texas Health Care Policy Council,
Austin, TX.

2. Brian King, Texas Department of State Health Services, Center for Health Statistics,
Health Professions Resource Center, data confirmed verbally to Bobby D. Schmidt,
M.Ed., September 30, 3008; Austin, TX.

3. Texas State Data Center, University of Texas at San Antonio, Website statistics.
Available online at: http://txsdc.utsa.edu .

4. Ibid.

XXV






SECTION 1

WHITE PAPER

How Can Texas Maximize the Use of Regional
Interdisciplinary Simulation Centers in the Initial and
Continuing Education of Texas Health Professionals While
supporting Innovative Educational Research and Promoting
Excellence in Health Professions Education, Patient Safety
and Training Assessment?

A Paper Produced by the Statewide Health Coordinating Council

September 2008






White Paper: How can Texas Maximize the use of Regional Interdisciplinary Simulation Centers in the
Initial and Continuing Education of Texas Health Professionals, While Supporting Innovative Educational
Research and Promoting Excellence in Health Professions Education, Patient Safety and Training
Assessment?

Introduction

The broad purpose of the Statewide Health Coordinating Council (Council) is to ensure that
health care services and facilities are available to all Texans through health planning
activities. Based on these planning activities the Council makes recommendations to the
state leadership through the Texas State Health Plan. The State Health Plan outlines Texas’

interests in issues concerning the workforce in the health professions.

Texas is a major provider of medical and health education through its system of publicly
funded health science centers, universities and community and technical colleges. Texas is a
major purchaser of health care services through the state’s Medicaid program and other
public health care programs, as well as a provider of such services through its system of
publicly funded medical schools and hospitals. Texas has the responsibility for the health,

safety and welfare of its residents.

The Council’s charge has been expanded to also focus its planning activities on the health
professions worlforce. For the past decade the Council has studied trends in health
professions workforce needs in the state. To assess the needs of the Texas health
professions’ workforce, the Council’s first priority was to adopt standard terminology and to
encourage the adoption of systems that permit the inventory and tracking of workforce
trends. Rather than continue to look only at the health workforce that would be required to
fulfill the requirements of the current traditional medical model, the Council decided to
research and consider innovative delivery models and the mix of health professionals that
would be required to ensure a quality health workforce under a non-traditional delivery

model.

This report will provide additional information to the recommendations in the Texas State
Health Plan and will explore the use of regional interdisciplinary simulation centers in the

initial and continuing education of Texas health professionals, while supporting innovative



educational research and promoting excellence in health professions education, patient
safety, and training assessment. The Statewide Health Goordinating Council has partnered
with the Texas Health Care Policy Council, the Health Professions Resource Center, the
Texas Center for Nursing Workforce Studies Advisory Committee, and academic institutions
in medicine, dentistry, pharmacy and nursing to provide input and assess the information

regarding this issue.

Simulation — What is it?
Simulation is a training and feedback method in which learners practice tasks and processes
in lifelike situations using mannequins, or virtual reality, with feedback from instructors,

observers, peers, actor-patients, and video cameras to assist in the improvement of skills.

The potential applications for using simulation as an educational and assessment tool are
expanding as research begins to show promise for this valuable training tool. Simulation can
be used to improve clinical decision making and psychomotor skills. Simulation reduces
medical error through improved teamwork. Scenarios can be created to expose health
professionals to rare but critical clinical situations that may require specialized training.
Educators can reproduce the same curriculum or set of events for all students. Training can
be conducted in a setting that minimizes the time pressures of a clinical setting. Students are
able to make mistakes and learn from them without any risk to patients, and then use what
they have learned in real-life situations. Simulation allows the learner to review and practice

procedures as often as required to obtain proficiency without harming the patient.

Simulation centers enhance teaching-learning strategies by developing and maintaining
proficiency in five core areas. These are delivering patient-centered care, working as part of
interdisciplinary teams, practicing evidenced-based care, focusing on quality improvement,
and using information technology. Simulation centers are training and assessment centers
that include the following simulation technologies: standardized patients, electromechanical
human patient simulators, virtual reality programs/simulators, computer assisted instruction,

and telecommunication equipment to link laboratory to classroom.



Simulation centers are designed to replicate a clinical setting. The design can include areas or
sections for intensive care (trauma modules), obstetrics (birthing simulator),
medical/surgical, pediatrics, standardized patient room, apartment (homecare/community
based/mental health simulation), multipurpose classroom (conference/lecture/debriefing
area), computer classroom (virtual learning and computer assisted instruction program) and
simulation control rooms. Cost of the simulation center will vary according to design of the

facility and type of equipment purchased.

Survey of Simulation Centers in Texas Medical, Dental, Pharmacy and Nursing
Schools

On August 11, 2008, an electronic survey was sent by email to the deans or directors of the
medical, dental, pharmacy, and nursing schools in Texas requesting information about the
availability and use of clinical simulation centers, evidenced-based research on simulation
training and the cost of simulation training. The survey was sent to seven medical schools
with two responses, three dental schools with one response, six pharmacy schools with one

response, and seventy-five nursing schools with 45 responses.
The following information is a summary of the responses received.

Utilization: Of the institutions responding to the survey:
100% utilized the simulation center for the initial training of students

23% utilized the simulation center for continuing education of the graduates or others

33% utilized the simulation center for distant or web-based learning

13% utilized the simulation center for regional training

46% utilized the simulation center for interdisciplinary training (nursing/allied/Medical
students)

66% do not currently share the simulation center with other organizations or community

groups

Types of Equipment: Of the institutions responding to the survey:

16% use advanced patient simulators

14% use Computer generated scenarios



13% use simulated clinical environments
12% use IV catheter hand
10% use Partial task trainer

9% use simulated patient actors

9% use Video critique

7% use OB/ GYN

5% use Video procedure stations

Faculty/Student Ratio: Of the institutions responding to the survey
56% use 1 — 10 ratios
25% use 1-5 ratios

10% use 1 -20 ratios

Hours per week simulation center used with course instruction:
54% use 15 — 20 hours per week
18% use 25 — 30 hours per week
10% use 30 — 40 hours per week

8% use 20 — 25 hours per week
5% use 40 — 50 hours per week

2% use 50+ hours per week

Funding Source:
23% combination of public, private and grant funding

'15% public funding
12% private funding
12% Grant funding

Type of CGredentials of Faculty:
46% Graduate level

32% Baccalaureate level

17% Doctorate level



Annual Budget:
Range of $5,000 to $500,000

Anticipated Annual Equipment Cost (Maintain/Replace:
Range of $500 to $300,000

Square Footage of Simulation Center:
Range of 750 sq.ft. to 14,000 sq.ft.

Impact Studies:

Several impact studies or success measurements were reported by those institutions that
responded to the survey. These studies reveal that use of simulation in the training of health
professionals both regionally and locally have an enormous amount of influence on the
retention of what they have learned. These include:

e A study where a control group use of simulation for 50 percent of the clinical
training — these students performed as well or better than students with traditional
clinical training on standardized tests.

e Students have reported and faculty has verified that students are much more
confident as they go to clinical rotations after simulation labs.

e There is a positive correlation between simulation use and clinical performance.

e Faculty and students report a faster adaptation to clinical care.

e A study on using simulations in lieu of 50 percent of clinical training produced
statistical results that indicated as good or better student outcomes with 50 percent
simulations than with 100 percent traditional training

e A study that demonstrated simulation resulted in a higher student critical and
reflective thinking.

Outcome Variable Measurement (e.g., confidence, speed, accuracy, teamwork, etc.)

Institutions reported several outcome variables that are being measured.  These
measurements indicate that simulation training is allowing for a more proficient and

prepared graduate. These include:



e The retention rate attributed to simulation is 90 percent for the skills course.

e There is a greater confidence and competence in specific clinical skills.

e Confidence rates measured in student evaluations have positive results over 80
percent of the time.

e Accuracy rate measured in skills testing results in a passing grade over 95 percent of
the time.

e Faculty report that students have improved in critical clinical thinking skills.

o Teamwork, accuracy and confidence have all increased as a result of the simulation
lab.

o Faculty has measured an increase in skills confidence and clinical problem
identification.

e Students are more comfortable and confident with critical clinical thinking.

o Outcome results measured positively for realism, value of experence, critical

thinking, incorporation of theory and safe learning experience.

Evidenced-Based Research:

Several organizations have initiated evidence-based research projects. Evidence-based
research leads to best practices being incorporated into training programs and general and
specialty practice settings. Evidence-based research that was reported as either recent or
current research projects included:

e A study was done with generic AD and mobility students (licensed vocational nurses
that were upgrading to registered nurses). The quasi-experimental design showed
that there was no significant difference in performance. However, the students who
had simulation performed better than those who did not. The biggest stumbling
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