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I. WHAT IS BEING STUDIED?   

1. Study Objective   Compare Pediatric Readiness Survey 
scores before and after in-situ simulation-
based quality improvement program 

2. Study Design Prospective, multicenter, before-after 
cohort study 

3. Inclusion Criteria Community ED’s in Connecticut 
Non pediatric specialty center, non-
academic center 
Peds EM or Board Certified EM physicians 
+ ancillary staff 

4. Exclusion Criteria Medical students, residents 
Academic/pediatric specialty centers 
Clinicians on active clinical shifts 

5. Interventions Compared Participation in in-situ simulation-based 
training versus pre-simulation PRS 
assessments. 
- simulation consisted of 3 pediatric 
resuscitations + 1 warm up scenario 

6. Outcomes Evaluated  1. National Pediatric Readiness Project 
“Pediatric Readiness Survey (PRS)” scores 
of simulation team versus PRS score of 
non-participating MD or RN 
Scores were calculated on day of training 
and again between 12-24 months later 
2. Teams were also scored on their 
performance in the various scenarios 

  II.    Are the results of the study valid  

1. Was the assignment of patients 
randomized?  

No. All participants did all 3 scenarios.  

2. Was randomization concealed (blinded)? 
 

No. Participants were aware of simulation 
status beforehand. No mention if assessors 
were blinded to study protocol or outcome 
measures. 

3. Were patients analyzed in the groups to 
which they were randomized? 

There was no report of baseline or follow-
up PRS survey response rate. N/A (non-
randomized) 



 
4. Were patients in the treatment and 
control groups similar with respect to 
known prognostic factors? 

Yes. Scenarios were standardized across all 
centers. Hospital pediatric volume 
characteristics  differed and were reported 
in Table 1 

III. Did experimental and control groups 
retain a similar prognosis after the study 
started (answer the questions posed 
below)? 

 

1. Were patients aware of group allocation? Yes. 
2. Were clinicians aware of group 
allocation?  

Yes. 

3. Were outcome assessors aware of group 
allocation? 

Uncertain. No reporting on level of 
blinding of assessors.  

4. Was follow-up complete? 
 
 

No. While all participating teams were 
debriefed after simulation sessions, some 
ED leadership had turned over during the 
12-24 month re-assessment window. Non 
standardized follow-up times.   

IV. What were the results? 
Answer the questions posed below 

 

1. How large was the treatment effect? 
(Difference between treatment and control 
group).  
 

Overall, only statistically significant scores 
were a 12.9% improvement in mean PRS 
score p=0.02 and 7% increase in 
availability of peds equipment p=0.03 
All others non-statistically significant. 
50% increase in care coordination subscore 
p=0.06 
79% increase in QI activity subscore 
p=0.14 
7% increase in patient safety subscore 
p=0.32 
17% increase in policies/procedures p=0.10 
 

2. What was the estimated treatment effect 
at a 95% confidence interval? (Precision)  
 
 

Only overall score (p = 0.022) and 
availability of pediatric equipment (p = 
0.034) were statistically significant 

V. Will the results help me in caring for 
my patients?  (Applicable?)  
 

 
 

1. Were the study patients similar to my 
patient? 
 

Yes. Simulated patient scenarios were 
designed to mimic actual patient scenarios 
for common pediatric emergencies 

2. Were all clinically important outcomes 
considered?  
 
 

The outcome measure (PRS score) is not 
well designed to evaluate quality of care, 
merely overall capacity of EDs to manage 
pediatric patients. No economic analysis 
included. 
 
 



3. Are the likely treatment benefits worth 
the potential harm and costs? 
 
 
 

Uncertain. No clinical outcome measures. 
No economic analysis of resource poor 
hospitals. Statistically sig improvements in 
equipment and overall PRS.  As there is no 
potential harm to actual patients and the 
cost is relatively low (requires video 
monitoring and time), the cost-benefit ratio 
is favorable 

 
Study Limitations 

1. Selection bias – study participants were volunteers 
2. Assessment bias. Non blinding of video & PRS single assessor  
3. Follow-up incompletely reported and could have differed by one year. 
4. PRS and sim assessment checklists are not well validated tools 
5. No reporting of Before and after studies methodology guidelines. Would PRS have 

improved over time anyway?   
6. Not really in-situ as participants were protected from clinical duties 
7. Small sample size – 12 community EDs in Connecticut (limited population 

demographics, >5000 EDs nationwide) 
8. Non-randomized, limited controlled study. Could have sampled similar hospitals w/o 

intervention as a control. 
9. Limited to pediatric population 
10. Limited to non-specialty, non-academic centers 
11. Scenarios limited to resuscitation-level emergencies (cardiac arrest, seizure, sepsis) 

 
Clinical Bottom Line: 
Some evidence to suggest that in-situ simulation will enhance the readiness of EDs to care for 
pediatric patients by at least familiarizing staff with the location and availability of peds-specific 
equipment (SNGH ED just had a similar realization 2 months ago with peds airway equipment). 
More studies are needed with better control groups and larger sample sizes to better explore this 
issue. A 2015 JAMA study provides an update on national PRS data.   


