This Section is to be completed in the Sim center- do not complete before!
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EVALUATlON of OUTCOMES - Complete this section AFTER scenario.

1. Which findings have you collected that are most important and need to be noticed as clinically significant?
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2. After implementing the plan of care, interpret clinical data at the end of your shift to determine if
your pgtient’s condition has improved, has not changed, or has declined.
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3. Has the patient’s overall status improved, declined, or remained unchanged during your shift? If the patient
has not improved, what other interventions must be considered by the nurse?
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Professional Communication - SBAR to Primary NURSE
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