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Declarations

About RNPDC

NS Nurses in April 2019 have moved to one regulator for all nurses 

within the province – LPN, RN, NP  (One regulator, one nursing body); 

Nova Scotia College of Nurses (NSCN); professional nursing 

association interest group that has formed as CRNNS used to have 

dual roles

RNPDC receive our funding from NS department of health and wellness 

to meet the needs for specialty training in the province

IEN entry – Maritime assessment center

Interprofessional faculty and offer interprofessional programming

We fall under IPPL umbrella in NSHA

We use simulation as a teaching methodology in all our programming; 

we have a strong partnership with Laerdal

REBRANDING is coming

Little bit about NS/NSHA

Adult ICUs in NSHA Purpose of this presentation

• Introduce and explore an innovative pedagogy for achieving skills 

mastery learning in critical care nursing education

• Provide attendees with considerations for both the maintenance of 

competence and the development of skills expertise in critical care 

nursing practice

• Laerdal Resusci Anne Q Cardiopulmonary Resuscitation (QCPR) adult 

simulation manikins will be used as an exemplar of feedback devices 

and gamification to improve performance in the deliberate practice 

model. 
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Learning Outcomes

Following the presentation, attendees will be able to:

1. Discuss traditional methods of procedural skills training in critical 

care nursing.

2. Explore evidence based pedagogical practices from critical care 

nursing and allied healthcare body of knowledge, including Ericsson’s 

deliberate practice model and mastery learning. 

3. Describe, using the CPR exemplar, how simulation can facilitate 

procedural skills integration/mastery learning in education and 

prescribe for future learning in critical care clinical nursing practice.

4. Extrapolate the module using other high acuity low opportunity 

(HALO) procedural skills in critical care nursing practice.  

What caused this interest in Skills/Deliberate 

Practice/Skills Mastery Learning?

• All RNPDC programs have a skills component

• Skills mastery is foundational for high quality, safe critical care 

nursing practice

• At the time there was not an evidence based policy or process for 

teaching skills at RNPDC; however: knowledge → skills→

performance; variation in practices amongst programming at RNPDC

• Traditionally in CCNP, learners were provided a live skills 

demonstration by faculty, had time in the lab to practice and then 

were assessed using skills checklists in an OSCE

• What faulty saw:  Some learners were struggling with skills; faculty 

saw increased stress in learners at OSCE and learners were often 

unprepared for assessment; RNPDC competencies were not fully 

integrated in the skills (PFCC, teamwork and collaboration, evidence 

informed practice, safety, quality improvement, informatics)

• Non-technical skills needed to be integrated 

Skills mastery is foundational for high quality, safe 

critical care nursing practice

• September 2016 Barb Started her MEd – As BLS and ALCS instructor 

with HSFC – Barb could see evidence based teaching pedagogy being 

implemented with the 2015 revised AHA guidelines for resuscitation 

training

• November 2016 NSHA/SimEd Network invested in Harvard University 

Centre for Medical Simulation – Simulation Instructor Course → NS

• We have been using procedural skills simulation in the Critical Care 

Nursing Program for some time without faculty development

• Skills needed to be updated in program; – new AACN procedural 

skills manual published 2016

• NSHA amalgamation; many areas with 

out of date or without policies

• “Perfect Storm” for skills revisions

Outcomes Based Curriculum

Learners will consistently and independently integrate skills in 

performing safe and effective patient centered care

-Prideaux, 2003, p. 269

Barb’s AHA moment:  At IMS course in Nov 2016 Simulation Safe Container
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Traditional Skills Training (5 mins to discuss)

With a Partner:  Think back on how you were taught basic physical assessment skills; 

discuss with your partner the following items:

• How did you obtain the knowledge about a physical assessment?  (text readings, 

online modules, videos associated with your program of study; YouTube etc.); 

Did you have a formative (self-assessment) quiz?

• How did you practice physical assessment skills:  in a lab demonstrated by 

faculty?  Videos? Online AVATARs? Did you use simulators or practice with one 

another in a lab? Did anyone give you feedback? Could you go to someone for 

assistance? Did you use a skills checklist?  Did you have to do everything on the 

checklist?

• How were you assessed?  Return demonstration?  OSCE?  Did you have to perform 

a head-to-toe assessment or draw for a system?

• Did you perform the assessment on your classmate or an actor?

• Were you provided with feedback following the assessment to improve you skills 

– or was it just pass/fail? 

• Were you afforded remediation/reassessment if at first not successful? 

What was in the literature regarding traditional 

skills training in nursing? What was emerging 

evidence?

• Skills training had not changed much in the past 50 years

• “See one, do one, teach one” despite safety concerns and role 

modelling of poor practice

• Move from apprenticeship model to baccalaureate entry to practice 

meant that many nurses do not have exposures to many skills

• All this indicated that reform is indicated 

Key Contributors to DP for Skills Mastery Model

• Dreyfus & Dreyfus – Brothers (Math/Philosophy) at U of C/Berkley 

1986 proposed model on how people learner skills; studied chess 

players & musicians; Benner transitioned theory to nursing

• K Anders Ericsson – Swedish psychologist from Florida State 

University; extensively published in deliberate practice model

• Janice Palaganas – PhD prepared nurse, Faculty at Centre for 

Medical Simulation (CMS) at Harvard in Boston.  Dissertation was on 

interprofessional simulation.  Author of text Defining Excellence in 

Simulation Programs. 

• Taylor Sawyer & Colleagues – Professor of pediatrics at University 

of Washington.  Worked collaboratively with other pediatric 

intensivists interesting in using simulation for procedural skills 

training

Key Contributors to DP for Skills Mastery Model

• Peyton – 4 step process of Demonstration, Deconstruction, 

Comprehension and Performance integrated in BLS and ACLS 

teaching

• Marilyn Oermann – professor of nursing at Duke University.  Widely 

published and a number of texts in nursing education field. 

Framework for skills includes many components presented

• Suzan Kardong-Edgren – Professor of nursing Robert Morris 

University in Pittsburg, PA. Key research interests in simulation, 

mastery learning as viable alternative to traditional methodology; 

called for DP for skills mastery in nursing

• Diane Billings and Judith Halstead – 5
th

Ed authors of Teaching in 

Nursing:  A Guide for Faculty, support many recommendations in 

this project (Peyton’s 4 steps, videos, Procedural skills simulation 

and debriefing, and multiple opportunities to practice across the 

curriculum)

Definitions/Theories

• Procedural Skills Simulation

• Non-technical skills

• Dreyfus and Dreyfus Model of Skills Acquisition

• Ericcson’s Deliberate Practice Model

• Mastery Learning

Procedural Skills Simulation/Training Defined:

Task trainers, manikins and simulated patients are 

used to teach psychomotor skills along with other 

foundational skills like safety and effective 

communication with patients; this use of simulation 

for procedural skills training allows learners to 

practice skills in a safe, simulated environment, 

make mistakes and receive feedback to improve 

performance (Billings & Halstead, 2016). 
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Non-Technical Skills Dreyfus & Dreyfus – Skills Acquisition

Ericcson’s Deliberate Practice Model

“An expert athlete, musician, chess master, nurse, or medical 

doctor is expected to be able respond to emerging task 

demands. It is part of the definition of an expert performer that 

they are able to perform at virtually any time with relatively 

limited preparation. Elite athletes must be ready to compete, 

even if the competition is delayed for a few hours, or even a 

day, because of bad weather. Similarly, an emergency physician 

(EP) is expected to be able and ready to help when they 

encounter a distressed patient in the clinic or even in public.”

ACAD EMERG MED • November 2008, Vol. 15, No. 11 • 

www.aemj.org (page 989)

Ericcson’s Deliberate Practice Model

Ericcson’s Deliberate Practice Model

“…improvements in performance were realized when individuals were 1) 

given a task with a well defined goal, 2) motivated to improve, 3) 

provided with feedback, and 4) provided with ample opportunities for 

repetition and gradual refinements of their performance.”
Figure 3. Illustration of the qualitative difference between the course of 

improvement of expert performance and of everyday activities. The goal for 

everyday activities is to reach as rapidly as possible a satisfactory level that is 

stable and ‘‘autonomous.’’ After individuals pass through the ‘‘cognitive’’ and 

‘‘associative’’ phases, they can generate their performance virtually 

automatically with a minimal amount of effort (see the gray ⁄ - white plateau at 

the bottom of the graph). In contrast, expert performers counteract 

automaticity by developing increasingly complex mental representations to 

attain higher levels of control of their performance and will therefore remain 

within the cognitive and associative phases. Some experts will at some point in 

their career give up their commitment to seeking excellence and thus 

terminate regular engagement in deliberate practice to further improve 

performance, which results in premature automation of their performance 

(adapted from Ericsson
32

).

http://www.aemj.org/
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Practice vs. Deliberate Practice When I Say Mastery Learning – McGaghie 2015

When I say ‘mastery learning’ in the context of medical education, I 

mean learning that facilitates ‘excellence for all’ in a manner that 

reflects the acquisition of knowledge, skill and professionalism 

competencies to high achievement standards with little or no 

variation among learners and without limiting learning time to fixed 

intervals. Coupled with deliberate practice, mastery learning 

produces powerful educational outcomes, often with collateral effects 

(e.g. cost savings expressed as a return on financial investment) for 

individuals and programmes. The mastery model is frequently used 

in medical education simulation laboratories, but it can also be 

employed in other educational settings (e.g. classrooms, wet labs).

Mastery learning (McGaghie, 2015) has at least seven complementary 

features. It incorporates:

1. baseline (i.e. diagnostic) testing;

2. clear learning objectives, sequenced as units ordered by increasing 

difficulty;

3. engagement in educational activities (e.g. deliberate skills practice, 

data interpretation, reading) that are focused on reaching the 

objectives;

4. the establishment of a minimum passing standard (e.g. test score, 

checklist score) for each educational unit;

5. formative testing to gauge unit completion at a preset minimum 

passingmastery standard;

6. advancement to the next educational unit given measured 

achievement at or above the mastery standard, or

7. continued practice or study on an educational unit until the mastery 

standard is reached.

Sawyer & Colleagues

Oermann – Nursing
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Questions?  

CPR Exemplar model

2015 AHA/HSFC Update to BLS/ACLS training

• Shane/Barb both BLS/ACLS HSFC instructors 

• HSFC/AHA moved to video based training to be facilitated by 

instructors

• Videos first showed scenarios and then showed a deconstruction of 

the events

• Videos are to be used by instructors to standardize the curriculum

• Learners are to read the provider manual prior to the course, have to 

practice while watching videos (PWW); instructors are to circulate 

throughout room and provide feedback to improve performance of 

attendees

• To ‘pass’ HSFC courses – learners are to score >84% on written 

examinations (open book) and demonstrate the expected behaviours

on skills checklists (back of BLS and ACLS provider manuals)

2015 BLS Adult CPR and AED Skills Testing 

Checklist

Where did AHA/HSFC find/develop process for 

skills training??

What was new in 2018???

When healthcare providers take 
standardized resuscitation courses, 
their skills decay over time, which can 
lead to poor clinical care and patient 
survival outcomes. 
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Laerdal Laerdal Feedback Devices (qCPR and CPR meter2)

CPR meter 2
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Let’s Have some Fun!!

Volunteers to demonstrate

How when/would/why you use this model in your 

practice areas? (10 mins)

• Divide into groups and discuss at least two 

examples of HALO skills that you would want 

critical care nurses to know how to perform when 

required

• Be prepared to report back to larger group

CCNP Proposed Skills Process

1. Acquire foundational knowledge of both skills and competencies in program 
(PFCC, evidence informed practice, safety, teamwork and collaboration, 
informatics and quality improvement)

2. Review skills checklists and reflect on practice.

3. View videos of demonstration and deconstruction of skills.

4. Complete formative assessment quiz on LMS.

5. View non-verbal real time demonstration by faculty in learning lab.

6. View live demonstration of skill by faculty deconstructing with rationale for steps.

7. Practice in lab using the deliberate practice model to achieve mastery.

CCNP Proposed Skills Process

8. Repeat exposures to skills in simulations throughout programs

9. Summative assessment in OSCE and clinical practice.

10. Repeat exposures/assessments with feedback to improve performance in clinical 
practice.

11. Self-reflect to determine other beyond entry level skills required for clinical 
practice areas and create learning plan with smart goals and rationalized 
strategies to achieve. 

Assessment/Evaluation

Formative – Quiz on LMS; Feedback in learning labs, simulation, from 

team members; OSCEs;  direct observation by preceptors and faculty 

in clinical practice;  learning plans 

Summative – Online examinations;  OSCEs; , Summary Skills Checklists 

of Repeat Exposures; , Clinical logs detailing patient care 

experiences; learner exhibits expected behaviours on CCNP clinical 

competency rubric tool 

Self-Reflective – components of skills process; consider applying for RPL 

for skills; reflect on current performance in practice using CCNP skills 

checklists; self-reflect on performance post learning labs, simulation 

experiences, OSCEs, in clinical practice; reflect on process to 

maintain competency and proficiency in skills (in-situ simulation or 

skills blitz days) 

Assessment
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Evaluation References

Available upon request


