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Abstract 

Background: Education on diverse patient populations is crucial for many unit orientations 

within nursing. Few units in acute care hospitals care for multiple populations; however, the 

operating room (OR) is a common one. Many ORs care for patients across their lifespans and 

should receive education on pediatric and adult populations. This is not the case at one acute care 

hospital. To address this issue, I developed a pediatric orientation for new nurses to the OR to 

increase their knowledge and competency when caring for pediatric patients. Methods: I 

completed a literature review, consultations with unit stakeholders, and an environmental scan to 

identify the impact of education on nursing practice, critical pediatric knowledge for OR nurses, 

and impactful delivery modalities for a pediatric orientation for new nursing hires to the OR. 

Utilizing the data from the literature review, consultations, and environmental scan, I created an 

OR pediatric orientation for new nursing hires. Results: Using the information from the literature 

review, consultations, and environmental scan, I created a one-day pediatric orientation. The 

foundational perioperative pediatric content covered in the orientation includes pediatric vital 

signs, airway and skin anatomy, thermoregulation, perioperative anxiety, parental presence for 

induction, developmental stages, and pediatric anesthesia and surgical considerations. This 

foundational content will be delivered by lecture using a PowerPoint presentation that will 

include text, videos, pictures, and gamification through knowledge checkpoints, rewards, and a 

crossword. Following the lecture, simulation and demonstration will be utilized to provide 

hands-on experience with parental presence for induction, mask induction, nasal and oral 

induction, and surgical instruments.  

Keywords: operating room, pediatric orientation  
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Development of a Pediatric Orientation Resource for New Nurses in the Operating Room 

 The operating room (OR) is a nursing unit unlike any other. To provide safe, competent 

patient care, OR nurses must know human anatomy, physiology, psychology, pharmacology, and 

technical skills related to specific surgeries, equipment, and instrumentation. Due to this 

specialization, when a nurse starts in the OR they must receive a comprehensive orientation 

consisting of detailed education to aid them in their transition. The orientation provides new 

nurses with foundational knowledge and skills pertinent to the unit. In the OR, the orientation 

should provide content regarding OR policies and procedures (e.g., surgical attire and surgical 

counts), emergency procedures, and specific patient population that they will care for (e.g., 

adults or pediatrics) (Operating Room Nurses Association of Canada [ORNAC], 2023). 

Unfortunately, this is not always the case.  

Many units within hospitals care for either adult or pediatric patients; however, in many 

perioperative units (e.g., day surgery, OR, and post-anesthesia care unit) they care for both 

populations; my current hospital's OR is no different. In fact, 23.4% of OR procedures at the 

hospital are pediatric patients (A. McVeigh personal communication, May 16, 2024). Our current 

OR orientation, although comprehensive, strongly focuses on adults and only briefly mentions 

pediatric patients as a unique population. Having pediatric content in the orientation is essential. 

This oversight must be addressed, as children are not tiny adults and have perioperative 

considerations (e.g., thermoregulation and mask inductions) that differ from adults (Derig, 2016; 

Mower, 2015).  

Unfortunately, clinical practice scenarios such as this are not uncommon and may occur 

due to a lack of organizational resources, time and support, and thus limited training and 

education (Alatawi et al., 2020; Hosseinzadeh et al., 2022). This is similar to what has occurred 
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at the hospital in question, where there has been Clinical Educator turnover, increased workload, 

and minimal time to support staff and develop new educational materials. To mend the pediatric 

knowledge gaps, new nurses to this OR have been learning how to care for pediatric patients 

while practicing; this is alarming as many have little to no prior knowledge of pediatric patients. 

Although there have been no adverse patient events related to this lack of education, concerns 

have been raised regarding new nurses' pediatric expertise and competency in the OR. 

To help address this issue, for my Master of Science in Nursing practicum project, I 

created a pediatric orientation for new nursing hires in the OR. The effects of enhanced, focused 

education (e.g., orientation) on nursing practice are impactful. Enhanced education has been 

shown to increase nursing knowledge, competency and confidence and subsequently positively 

affect patient outcomes (Abebe et al., 2018; Baroya et al., 2023; Crowe et al., 2019; Mohammed 

et al., 2021; Stevens et al., 2014). With this orientation, I anticipate that evidence-based 

knowledge, skill, and competency will inform OR nurses providing patient care in the local 

setting.  

Objectives 

The overarching goal of my practicum project was to construct an orientation resource 

for new nursing hires to the OR that will further their knowledge of the special considerations, 

OR requirements, and processes and procedures for pediatric patients. To achieve this goal, there 

were four practicum objectives:  

1. To identify critical pediatric nursing knowledge (e.g., skills and assessments) to include 

in the orientation resource for new nursing hires in the OR through the completion of the 

literature review, consultations, and environmental scan.  
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2. To identify existing resources pertaining to the care of pediatric patients in the OR from 

Ontario and Canadian hospitals on content, delivery, and implementation methods (e.g., 

simulation, lecture). This was completed using an environmental scan.  

3. To develop a pediatric resource for new nursing hires to the OR at LHSC.  

4. To demonstrate advanced nursing practice competencies, including education, 

consultation and collaboration, leadership, and research (Canadian Nurses Association 

(CNA), 2019).  

These objectives were met through the course requirements of NURS 6660 and NURS 6661 

by completing a literature review, consultations, environmental scan, and resource development. 

I will outline my findings and progress through these course requirements in the following 

practicum report. I will discuss the theoretical frameworks used to guide the project, identify the 

advanced nursing practice competencies utilized, and discuss the next steps for the developed 

resource.  

Overview of Methods 

 A pediatric orientation for new nurses to the OR has been necessary for some time at the 

hospital. However, development has not been a priority due to clinical educator turnover, 

increased hiring, and unit commitments. By creating a pediatric orientation as my practicum 

project, I could dedicate time and resources at work and outside of work to ensure completion. 

To meet the above objectives, I completed a literature review, consultations with key 

stakeholders, and an environmental scan to gather information about foundational pediatric 

knowledge and skills essential for new nurses to the OR and an ideal delivery modality that 

would create a positive, engaging learning environment.  
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 For the literature review, I searched databases (e.g., PubMed, MUN library) for relevant 

published articles that would aid in determining the educational needs of new nurses to the OR, 

foundational pediatric knowledge to include in the orientation, effective delivery modalities, and 

theoretical frameworks to assist in the creation of the orientation. All types of articles were 

considered, including quantitative, qualitative, and non-research. Non-research articles (grey 

literature) were included as research-based articles on resource content were difficult to find, and 

numerous non-research articles covered information pertinent to the topic of the practicum 

project. The information from the literature review provided a foundation for the practicum 

project and was used to help guide the subsequent consultations with key stakeholders and an 

environmental scan.  

 I consulted with personnel in the OR for which the pediatric orientation is being 

developed. I consulted current OR nurses, pediatric surgeons, pediatric anesthesiologists, OR 

managers, and the OR practice consultant. I emailed the OR nurses a Microsoft Forms survey 

inquiring about their experiences working with pediatric patients and new nurses while caring for 

them, essential pediatric knowledge for new OR nurses, and the ideal delivery modality. The 

surgeons and anesthesiologists were also sent a Microsoft Forms survey but were asked about 

their experiences with nursing caring for pediatric patients, as well as essential pediatric 

knowledge that the nurses should have. Instead of a survey, I completed semi-structured 

interviews with the OR managers and the practice consultant to explore their experiences of 

nurses caring for pediatric patients (e.g., adverse events) and if they had any feedback on content 

to include or the development of the orientation. All consultations provided information that 

helped create the pediatric orientation.  



OR PEDIATRIC ORIENTATION DEVELOPMENT - TOMPKINS 

 

 

5 

 

 
 I completed the environmental scan concurrently with the consultations. For the 

environmental scan, I consulted pediatric clinical educators outside of the OR at my hospital and 

other OR educators from across Canada. I emailed the educators a list of questions to explore 

knowledge and skills for pediatric care and understand how other pediatric ORs conduct their 

orientation. I also explored guidelines and resources from professional organizations, such as the 

American Association of periOperative Registered Nurses (AORN), ORNAC, Canadian 

Anesthesiologists' Society, and American Society of Anesthesiologists. These guidelines and 

resources provided insights into the resource's content through their recommendations.  

 In the next section, I will discuss the theoretical frameworks I used to guide the creation 

of the pediatric orientation for new nurses hired to the OR.  

Theoretical Frameworks 

 I drew on two theoretical frameworks to guide the development of the pediatric 

orientation: Benner's Novice to Expert Theory and Knowles' Adult Learning Theory. I chose 

these frameworks to increase my understanding of adult learning and how nurses develop 

knowledge, skills, and expertise in new clinical settings.  

Benner's Novice to Expert Theory 

 Benner's Novice to Expert Theory provides a foundational understanding of how nurses 

develop knowledge, skill, clinical competence, and comprehension through training and 

experiential learning (Benner, 1982; Davis & Maisano, 2016; Ozdemir, 2019). With training and 

experience, nurses progress through five stages of proficiency: novice, advanced beginner, 

competent, proficient, and expert (Benner, 1982). Each stage of proficiency has key indicators of 

a nurse's expertise (Benner, 1982). For example, a novice nurse is task orientated with minimal 

context to their actions and has difficulty in new situations they have not encountered before 
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(e.g., deteriorating patients) (Benner, 1982; Davis & Maisano, 2016; Ozdemir, 2019). In contrast, 

an expert nurse is like a chess master (Benner, 1982). They can provide holistic care with 

reasoning for their actions and can apply prior knowledge and intuition to critical clinical 

situations (Benner, 1982; Davis & Maisano, 2016; Ozdemir, 2019).  

 The OR is a unique environment with a distinct set of knowledge and skills rarely 

acquired or necessary in other nursing settings (e.g., knowledge about surgical instrumentation, 

surgical implants, and care of a patient under anesthesia). Due to this, even the most experienced 

nurses new to the OR start at a novice level. The current adult-focused OR orientation does not 

consider prior knowledge of the learners, even if they have prior OR experience. In the pediatric 

orientation, I want to acknowledge the learner's prior experiences and expertise. By recognizing 

prior knowledge, I can create a resource and educational delivery that complements and builds 

on this prior expert knowledge (e.g., prior adult OR experience or pediatric experience). Further, 

Benner’s theory refers to the expertise and understanding that occurs when nurses have the 

education, knowledge, and experience required to provide competent, expert care for patients 

(Benner, 1982). The resource will also provide OR-specific educational background and 

knowledge for new nursing hires to build clinical skills and expertise. By being mindful of prior 

experiences and the importance of education on the transition from novice to expert, I will be 

able to create a resource that can be adaptable to the learners and assist in furthering the learner’s 

knowledge. 

Knowles' Adult Learning Theory  

 According to Knowles' Adult Learning Theory, adult learners learn differently than 

children (Knowles, 1978). Adults bring prior experiences to their learning and learn best when 

the learning applies to their work or responsibilities (Collins, 2004; Knowles, 1978; Teaching 
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Excellence in Adult Learning [TEAL] Centre, 2011). Adult learning is further enhanced when 

the content is self-directed, presented collaboratively, respectfully, and adaptable, and allows 

learners to put the teachings into practice through clinical scenarios, problem-solving, or 

simulation (Collins, 2004; TEAL Centre, 2011).  

 Drawing on the Adult Learning Theory motivated me to build a resource that was 

adaptable, collaborative, and pertinent to the new environment where learners would be working. 

By doing this, I hope to be able to engage adult learners. I also hope to engage learners by 

choosing delivery modalities that encourage active participation, such as gamification and 

simulation, to allow learners to practice the foundational content. Lastly, the resource was 

created to build on the prior nursing knowledge of learners (e.g., prior OR or pediatric 

experience) to give value to the learners' previous experiences.  

 Both theoretical frameworks provided a foundation for adult learning and resource 

development.  

Summary of the Literature Review 

 Through the literature review, I explored published literature to provide a foundation to 

guide the subsequent aspects of pediatric orientation development. I explored quantitative, 

qualitative, and non-research articles to meet the following objectives:  

1. Identify why educational resources are essential to newly hired nurses in the OR (e.g., 

increased competency and improved patient outcomes).  

2. Identify crucial pediatric knowledge for new nurses to the OR.  

3. Identify the most effective delivery modality for the pediatric orientation.  

All quantitative and qualitative literature was appraised using either the Public Health Agency of 

Canada (PHAC) Critical Appraisal Kit or the Joanne Briggs Institute (JBI) Checklist for 
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Qualitative Research (JBI, 2020; PHAC, 2014). Non-research literature was appraised for 

relevancy to the objective of developing a nursing pediatric orientation for the OR (e.g., content 

to include and delivery modalities), publication journal, references, and year of publication. In 

the following section, I will present the findings of the literature review. The literature review 

can be found in Appendix A, and a literature summary table of all articles is found in Appendix 

B.  

Impact of Education on Nursing Practice  

 Nursing practice is influenced by practice-based, relevant education (e.g., instructional 

and resources) that nurses receive. Nurses who participated in education showed post-education 

increases in knowledge, competency, and confidence (Abebe et al., 2018; Baroya et al., 2023; 

Crowe et al., 2019; Mohammed et al., 2021; Stevens et al., 2014). This is impactful because 

increases in these factors resulted in positive changes to the quality of patient care, early 

identification of deteriorating patients, and overall patient outcomes (Baroya et al., 2023; Crowe 

et al., 2019; Mohammed et al., 2021). The above findings are significant as they demonstrate the 

importance of education for nurses and those to whom they provide care.  

Content of the Pediatric Orientation Resource  

 There was limited research-based literature on pediatric orientations for the OR and 

content that could be included. Due to this, I utilized non-research literature to guide what 

foundational nursing knowledge is necessary for OR nurses to care for pediatric patients. I found 

only two articles discussing pediatric knowledge for OR nurses (Derig, 2016; Mower, 2015). 

Utilizing these articles, the following topics were determined to be necessary content to include 

in the pediatric orientation:  

• Anatomical differences and vital signs 
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• Developmental stages and age-specific care 

• Family-centered care 

• Pre-operative anxiety 

• Procedural difference for induction  

• Anesthesia complications 

• Thermoregulation (Derig, 2016; Mower, 2015).  

These specific topics highlight special considerations and procedures that pose the 

highest risk to pediatric patients while in the OR and that can be managed by the nurses and 

perioperative teams with proper education and understanding (Bräuer et al., 2024; Dave, 2021; 

Derig, 2016; Leuhmann et al., 2019; Mower, 2015; Nemeth et al., 2021; Panella, 2016; West et 

al., 2020).  

Delivery Modalities of Pediatric Orientation Resource and Nursing Learning Styles 

 When determining the correct modality for the pediatric resource, one needs to consider 

the learning style of nurses (Mangold et al., 2018). Nurses have many different learning styles, 

such as visual, sensing, active, reflective, sequencing, and global (Mangold et al., 2018). This 

information was considered when choosing a delivery modality for the pediatric orientation.  

Through the literature review, I examined five delivery modalities: independent learning, 

simulation, gamification, lecture, and multi-modal. Each modality had advantages and 

disadvantages. For example, learners preferred simulation to lectures because of increased 

motivation, enthusiasm to learn, and an increased understanding of the subject matter (Solheim 

& Flo, 2023; Tawfik et al., 2020). However, simulation was not more effective than lecture when 

assessing knowledge retention (Tawfik et al., 2020). The two modalities of gamification and 

multi-modal were well received by learners, with reports of increased knowledge development 
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and retention, clinical decision-making, nursing competence, and quality of patient care (Ma et 

al., 2021; Mohammed et al., 2021; Razaghpoor et al., 2024).  

Following the literature review, I consulted with unit stakeholders and conducted an 

environmental scan to supplement the information gathered from the literature. The information 

from the literature review was used to inform the consultations and environmental scan 

methodology. A summary of the consultations and environmental scan is presented in the next 

section.  

Summary of Consultations and Environmental Scan 

 I conducted the consultations and environmental scan simultaneously. I consulted with 

key unit stakeholders who could provide insights into the nursing care of pediatric patients in the 

OR. Specifically, I consulted current OR nurses, pediatric surgeons, pediatric anesthesiologists, 

OR managers, and the OR professional practice consultant via surveys or semi-structured 

interviews. I engaged with personnel and resources outside the unit through the environmental 

scan. I consulted with other pediatric clinical educators at my organization and other pediatric 

OR clinical educators across Canada. I also reviewed resources from the AORN, ORNAC, 

Canadian Anesthesiologists' Society and American Society of Anesthesiologists. The 

consultations and environmental scan objectives were to gain insights into essential pediatric 

content to include in the pediatric orientation and the ideal delivery modality. In the following 

section, I will summarize the consultations and environmental scan findings. The full report on 

the consultations and environmental scan can be found in Appendix C.  

Resource Content 

 The topics of essential content I identified in the consultation and environmental scan 

were similar to those found in the literature review. A few foundational knowledge and skills not 
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noted in the literature review were identified, such as pediatric surgical equipment, 

individualized care, and communication with pediatric patients. The following are the identified 

essential content:  

• Neonatal and pediatric anatomy and vital signs (including skin development and 

precautions, airway anatomy, and neonatal vital signs) 

• Assisting anesthesia (including difficult airways, emergency management and equipment, 

and induction)  

• Family-centred care (including Child Life Specialists, parental presence for indication, 

and incorporating parents into the child's care)  

• Growth and development (including developmental stages, age-specific care, 

communication skills for different pediatric ages, and how to interact with pediatric 

patients) 

• Pediatric surgical equipment (including specialized surgical equipment and correct 

selection of instruments based on patient size)  

• Thermoregulation (including warming techniques for pediatric patients at different ages 

and developmental stages and education regarding the risks and consequences of 

hypothermia for pediatric patients)  

The surveys and semi-structured interviews in the consultations yielded significant 

foundational knowledge and skills that should be included in the pediatric orientation. In 

comparison, the resources identified in the environmental scan provided minimal assistance in 

determining content. The ORNAC and AORN nursing resources did not specifically provide 

recommendations for nursing orientation but provided recommendations and guidelines on 

practice. Despite this, ORNAC and AORN guidelines and recommendations were helpful when 
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developing the resource to provide best-practice recommendations on select included content 

(e.g., thermoregulation).  

Delivery Modality  

 During the consultations, I asked current OR nurses about their preferred delivery 

modality, and 90.9% of respondents identified multi-modal. This was further emphasized by the 

clinical educators contacted during the environmental scan. The clinical educators highlighted 

providing multiple delivery methods to ensure the pediatric orientation appeals to the different 

learning styles of the new nurses in the OR. They also emphasized hands-on/simulation 

education with equipment and procedures before entering their buddied shifts with an 

experienced nurse. This emphasis on multi-modal delivery aligns with what I found in the 

literature review (Crowe et al., 2018; Mohammed et al., 2021). Many educators utilized a lecture 

or classroom component for foundational knowledge with simulation to foster skill development.  

 In the next section, I will summarize the developed pediatric orientation resource created 

with the information gained through the literature review, consultations, and environmental scan.  

Summary of Resource 

The literature review, consultations, and environmental scan provided information 

regarding essential content and ideal delivery modalities to enhance learning. In the following 

section, I will outline the content of the pediatric orientation and describe the proposed delivery 

modality. The resource can be found in Appendix D.  

Resource Content 

The literature review provided a strong foundation for the content I included in the resource, 

with many topics reiterated during the consultations and environmental scan. The content 

selected for the pediatric orientation complements the adult content that learners will have 
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already learned during the previous four-day adult OR orientation. The following is the pediatric 

content that will be included in the pediatric OR orientation:  

• anatomic differences and vital signs (including differences in pediatric airways and vital 

signs when compared to adults, skin anatomy and ways to minimize damage)  

• assisting anesthesia (including difficult airways, emergency management and equipment, 

and induction and extubation) 

• family-centered care (including Child Life Specialists, parental presence for indication, 

and incorporating parents into the child's care)  

• growth and development (including developmental stages, age-specific care, and how to 

interact with pediatric patients) 

• pediatric surgical equipment (including specialized surgical equipment and correct 

selection of instruments based on patient size)  

• strategies to assist with pre-operative anxiety  

• thermoregulation (including warming techniques for pediatric patients at different ages 

and developmental stages and education regarding the risks and consequences of 

hypothermia for pediatric patients)  

The lecture content is adaptable depending on the learners' prior pediatric experience and 

knowledge. For example, if the learners have prior pediatric experience, less time and emphasis 

may be spent on pediatric vital signs and developmental stages and more time on content specific 

to the OR, such as anesthesia and surgical considerations.  

The content will be presented in different areas of the orientation to allow for repetition, the 

ability to have both oral and text content along with hands-on opportunities with the equipment 
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and procedures. The specifics of how the resource will be delivered are presented in the next 

section.  

Resource Delivery 

 The pediatric orientation will be a one-day session added to the current four-day adult-

based lecture-based orientation. It will be delivered multi-modality to ensure that content is 

presented in various formats that appeal to varying learning styles (Mangold et al., 2018). The 

modalities used will be: 

• lecture that is collaborative and adaptable based on the experience level of the learners 

(e.g., prior pediatric or OR experience) 

• simulation (and demonstration) to put the new knowledge into practice 

• gamification (e.g., a crossword, skill testing questions, and rewards) that is incorporated 

into the lecture content  

The plan is to have the morning be lecture-based, with some hands-on experience with the 

equipment and gamification, and the afternoon be simulation-based, with some demonstration of 

procedures. Breaks are not formally built into the pediatric orientation, as timing may change 

depending on the learners' prior pediatric experience. However, natural break times could be 

within the lecture section between topics and between the lecture and simulation components of 

the orientation.  

 The entire pediatric orientation has been developed to create a collaborative and 

adaptable learning environment based on the needs of the learners. To create this environment, 

the orientation will be delivered in a manner that encourages open dialogue and learner 

questions. This will allow for continuous assessment of the learners' understanding of the content 

and adaptability of content to meet the learners' needs and prior pediatric nursing experience.  
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 The lecture will provide a foundation for the content identified in the literature review, 

consultations, and environmental scan. I developed a Microsoft PowerPoint presentation to 

display the information and incorporated text, tables, pictures, and videos to ensure the content 

was in multiple formats (see Appendix D). Gamification elements were also incorporated as 

knowledge checkpoints throughout the PowerPoint. The gamification features are a mix of 

multiple-choice, true-false, and short-answer questions. If learners get the checkpoint question(s) 

correct, they will receive a prize or reward (e.g., treats or items) (Huang et al., 2020; Vranesic et 

al., 2019). Additionally, at the end of the lecture content, a crossword will be distributed to 

further test the knowledge gained by the learner.  

 Demonstrations and simulations of equipment and procedures will follow the lecture. The 

demonstration and simulation will build upon the content covered in the lecture. For example, 

the lecture will cover the anatomy and reasoning of nasal intubations, whereas the demonstration 

and simulation will cover the specific equipment and hands-on procedures for nasal intubation. 

Every skill and procedure will be demonstrated before the learner can complete it. Then, the 

procedure will be simulated to put the skill into a real-life scenario. Specific equipment and 

procedures that will be reviewed are:  

• pediatric anesthesia cart 

o This cart is brought into the OR for all pediatric cases. To ensure safe patient care, 

it contains the necessary anesthesia equipment (e.g., oral endotracheal tubes, 

pediatric blood pressure cuff).  

• vital signs monitoring and required equipment  

• pediatric surgical equipment  

o e.g., laparoscopic equipment, Addison forceps  



OR PEDIATRIC ORIENTATION DEVELOPMENT - TOMPKINS 

 

 

16 

 

 
• mask induction with oral intubation  

• mask induction with nasal intubation  

• pediatric simulation 

To ensure consistency, an instructor guide was created (see Appendix E) to help guide 

facilitation. The guide outlines the equipment/supplies needed and offers instructions on how to 

facilitate. This guide can be used by myself or somebody else (e.g., another educator) to ensure 

consistency and accuracy in instruction.  

Resource Development and Nursing Frameworks  

I considered Benner's Novice to Expert Theory and Knowles' Adult Learning Theory 

when choosing multi-modal delivery (Benner, 1982; Collins, 2004; Davis & Maisano, 2016; 

Ozdemir, 2019; TEAL Centre, 2011).  

When creating the pediatric orientation, I wanted a resource that could be adaptable based 

on the learner's prior knowledge and experiences and would recognize the differing learning 

styles among nurses (Mangold et al., 2018). This aligns well with Benner's theory regarding 

nurses' differing learning needs resulting from increased experience (e.g., progressing from 

novice to expert) (Benner, 1982; Davis & Maisano, 2016; Ozdemir, 2019). This further aligns 

with Knowles' Adult Learning Theory as by adapting the content, I can ensure that the content 

presented directly applies to the learners' practice in the OR (Collins, 2004; TEAL Centre, 2011). 

I further considered Knowles' theory when choosing the modalities of gamification and 

simulation, as these components will allow the learner to put the lecture content into practice 

through problem-solving and active participation (Collins, 2004; TEAL Centre, 2011).  

 Knowles' Adult Learning Theory strongly emphasizes self-directed learning; however, a 

lecture was selected over self-directed learning (Collins, 2004; TEAL Centre, 2011). The lecture 
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was chosen for the foundational pediatric knowledge related to the ability to assess the learner's 

understanding of the content in the moment and adapt the content based on learners' needs.  

Discussion of Advanced Nursing Practice (ANP) Competencies  

 Throughout the completion of this practicum project, I demonstrated advanced nursing 

practice competencies, such as education, research utilization, leadership, consultation and 

collaboration (Canadian Nurses Association (CNA), 2019). I will describe meeting these 

competencies in more detail in the following section.  

Education  

 The education competency is about identifying the learning needs of nurses and 

developing resources to support them (CAN, 2019). In developing the pediatric orientation, I 

completed a literature review, consultations, and environmental scan that highlighted the 

pediatric knowledge gaps amongst new nurses in the OR and ensured that the developed 

pediatric orientation was based on literature, best practices, and guidelines.  

Consultation and Collaboration  

 In healthcare, there is constant interprofessional collaboration. With this project, I had to 

collaborate and consult with the interdisciplinary team in the OR, professional practice, and 

clinical educators both at my organization and across Canada to gather information about the 

current state, ways to improve pediatric education in the OR, and gather resources to help inform 

the development.  

Leadership  

 This competency relates to identifying a problem and initiating change to help resolve the 

issue (CAN, 2019). In taking on this project, I identified a lack of pediatric knowledge among 

new nurses in the OR. I completed a literature review, consultations, and an environmental scan 
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to develop a pediatric orientation for these new nurses. I will also be the facilitator and instructor 

of the pediatric orientation upon its implementation.  

Research Utilization  

 Multiple aspects of research utilization were demonstrated in this practicum project. The 

project started with a literature review to gain a foundation for the project that involved the 

identification and appraisal of research and non-research-based literature. Next, I completed 

consultations and an environment scan, which involved analyzing and synthesizing the 

information using a methodology by Elo & Kyngäs (2008). The information from the literature 

review, consultations, and environmental scan were synthesized to develop a pediatric 

orientation for new nurses to the OR.  

Next Steps 

 My practicum project involved the creation of the orientation resource but did not include 

the implementation and ongoing evaluation. In this section, I will discuss my planned 

implementation, assessment of the resource, and how I plan to ensure ongoing updating of the 

resource.  

Implementation 

Frequency  

My unit offers orientation for new staff approximately four times a year, depending on 

staffing needs in February, May, September or November. We also provide orientation in 

January for Western University nursing students completing their final nursing placement in the 

OR. The pediatric orientation will be added to all orientations for the OR moving forward, with 

the first offering occurring in January 2025 for Western University nursing students.  
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Delivery Environment and Method  

 The delivery environment and method must be adaptable depending on space and 

resource availability. The course combines lecture, gamification, simulation, and demonstration. 

The lecture component can occur in any office or classroom space if there is seating for all 

learners and a projector and laptop are available. The hands-on demonstration and simulation 

delivery is a bit more challenging. The preferred environment is the pediatric simulation facility 

at the hospital, but due to increased use by other units and limited resources, this space will not 

always be available. This facility has pediatric mannequins that allow oral and nasal intubation, a 

simulation anesthesia machine. When the simulation facility is unavailable, the demonstration 

and simulation will occur in an available OR or OR classroom with equipment being brought 

into the classroom (e.g., anesthesia machine, OR bed, etc.). In the OR and OR classroom, we will 

also use an adult mannequin for oral and nasal intubation until funding can be acquired to 

purchase an equivalent pediatric mannequin. Any declining patient scenarios must be done 

utilizing the existing mannequins and an online simulation vitals system (e.g., ResusMonitor, 

https://resusmonitor.com/).  

Evaluation 

 There will be two forms of evaluation for the pediatric orientation resource: assessing 

learner knowledge and learner's feedback on the resource (i.e., feedback on aspects they like and 

aspects to improve). All evaluations will be created on Microsoft Forms and distributed to 

learners before (i.e., pre-knowledge evaluation) or post (i.e., post-knowledge evaluation and 

feedback) orientation via email and QR code that can be completed on a computer or the 

learner's smartphone. These evaluation tools are still in development.  

https://resusmonitor.com/
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Knowledge Assessment  

 Learners' knowledge acquisition will be assessed pre- and post-orientation through a 

knowledge assessment. The assessments will utilize multiple-choice and true-false questions. 

The knowledge assessment will provide valuable insights into knowledge acquired related to the 

pediatric orientation, but it cannot say for sure that the knowledge development is solely related 

to the orientation. Many factors affect learning in the workplace, such as motivation to learn, 

prior knowledge and skill, and learning styles (Sambrook, 2005). 

The per-orientation knowledge assessment will be utilized to understand learners' prior 

nursing and pediatric experience (e.g., in the OR and elsewhere) and pediatric knowledge. This 

assessment will be given to learners before the pediatric orientation. It will be sent to all learners 

via email 1 week before the pediatric orientation day. Pediatric knowledge to be assessed 

includes typical vital signs in pediatric patients, pediatric anatomical differences, developmental 

care, and surgery and anesthesia considerations (e.g., instrument selection, mask induction, and 

airway anatomy) for pediatric patients. The information from this assessment will be used to 

tailor the orientation to the learners. For example, if all the learners have prior pediatric 

experience (e.g., from inpatient units), little time will need to be spent on pediatric vital signs or 

developmental stages and care.  

Opposed to assessing prior knowledge, the post-orientation knowledge assessment will 

test pediatric knowledge after the pediatric orientation. All learners will be given the same 

evaluation. The pediatric knowledge assessed will be vital signs, anatomical differences, 

developmental care, pediatric intubations, and surgery and anesthesia considerations for pediatric 

patients. 
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The pre-and post-orientation knowledge assessment results will be compared after the 

pediatric orientation to assess knowledge growth in learners. The results will be used to adapt the 

pediatric orientation to ensure information is being presented in a manner conducive to learning 

and delivered in a modality that encourages and supports learning. For example, if learners are 

consistently answering a question regarding developmental stages incorrectly the manner that 

that content is delivered will be changed or expanded (e.g., including a video).  

Resource Feedback  

 The learner's feedback on the resource will be completed after the pediatric orientation. 

The evaluation will utilize a 5-point Likert scale and short answer questions. It will ask learners 

about their overall feelings about the orientation, knowledge development, and their opinions and 

ideas for improvement on the pediatric orientation's lecture, games, demonstration and 

simulation components.  

 The results of the learners' feedback will be used to improve the resource and ensure it 

evolves to meet the needs of the learners. The feedback will be reviewed after every pediatric 

orientation to ensure regular improvements in the orientation.  

Continued Development  

 As noted in the above section, continued development will come from the knowledge 

assessment and resource feedback. In addition to these two methods, I plan on further 

investigating some topics I identified as I developed the resource.  

 When researching specific topics for the resource, I noted that some historical practices 

did not have an explanation. The two practices identified involved restrictions to the parental 

presence for induction (PPI) program by Child Life. The first restriction pertains to the child's 

age. Only children one to eight years old are considered for the PPI program. After contacting 
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someone from Child Life, they could not provide me with the details regarding this age 

restriction. I have since reached out to another person at the hospital, hoping to get more clarity, 

but I have not heard back from them. The second restriction is that parents who participate 

cannot be pregnant. Again, I contacted Child Life, and they could not provide me with the reason 

for this restriction. They noted that it was likely related to an incident, and the restriction has 

been present ever since. I have contacted someone else regarding this and am awaiting a 

response. It is important to explore these restrictions as these historical practices are not 

evidenced-based as children older than 8 years old have been shown to benefit (e.g., decreased 

anxiety) from PPI programs. Therefore, this restriction can be limiting to families (Sadeghi et al., 

2017).  

Conclusion  

 Continued education is essential in nursing, especially when starting on a new unit. 

Guiding by Benner’s and Knowles’ theoretical frameworks and information gathered from a 

literature review, consultations, and environmental scan, I created a pediatric orientation for new 

nurses in the OR. The pediatric orientation will be a one-day addition to the current adult-

focused orientation. It will consist of a lecture, gamification, simulation, and demonstration to 

present the foundational knowledge of pediatric nursing and allow the learners to have hands-on 

experience with the skills. The covered content will include anatomical differences (e.g., airway 

and skin), anesthesia considerations (e.g., mask and nasal intubations), family-centered care, and 

developmental stages. With the addition of the pediatric orientation to the unit’s new hire 

education, I am hopeful that new nurses will have a better understanding of pediatric care and be 

able to provide enhanced, competent, evidence-based care to our pediatric patients. Ultimately, I 
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hope implementing this pediatric OR orientation will foster improved patient, family, and nurse 

outcomes.  
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Development of a Pediatric Education Resource for New Nurses in the Operating Room 

 The operating room (OR) is a unique area unlike any other clinical area found in nursing. 

Due to the specialized care needs of surgical patients, the OR nurse must utilize basic and 

advanced knowledge of anatomy, physiology, psychology, and pharmacology, as well as 

technical skills related to specific surgeries and instrumentation. Most basic skills that OR nurses 

require are learned through a post-graduate OR certification program, and the nurse will then 

specialize based on the hospital in which they are employed upon completion. Part of this 

specialization training is completed in unit orientations (e.g., in class and clinical practice) to 

ensure new hires to the OR have the necessary knowledge, skills, and judgement to provide safe, 

competent patient care (College of Nurses of Ontario [CNO], 2023). 

As an OR clinical educator for a pediatric and adult trauma hospital in Southwestern 

Ontario, I am responsible for providing new staff to the OR with the necessary education and 

essential skills to practice safely and competently. There is a gap in my current practice: the 

orientation for new OR hires at my hospital does not include a pediatric component despite being 

the children's hospital in the area. Having specialized pediatric training is essential, as children 

are not small adults and have their own perioperative requirements (e.g., thermoregulation and 

mask inductions) (Derig, 2016; Mower, 2015). One way to ensure that new nursing hires to the 

OR acquire the necessary pediatric knowledge and skills is to develop a specific OR pediatric 

educational resource.  

Through this literature review, I hope to better understand the most effective content and 

delivery method(s) for a pediatric OR educational resource for new nurses hired to the OR. 

Objectives of this literature review are to explore why educational resources are essential to new 

nurses hired to the OR (e.g., increased competency and better patient outcomes), determine the 
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pediatric educational needs of new nurses hired to the OR, and determine the most effective 

delivery and implementation method(s) of education resources. Additionally, I will explore two 

theoretical frameworks, Knowles' Adult Learning Theory and Benner's Novice to Expert Theory, 

to guide the development and implement the education resource. These frameworks are 

necessary to enhance nursing knowledge uptake and skill development.  

Methods of Literature Review 

To conduct this literature review, I searched four main resources: Memorial University 

Libraries' One Source search tool, PubMed (Medline), CINAHL (Cumulative Index of Nursing 

and Allied Health Literature), and Google Scholar. Similar keywords and MeSH terms were used 

in each database, such as pediatric/paediatric, operating room, intraoperative, perioperative, 

nursing, orientation, education, resources, delivery, and pediatric considerations. Some searches 

required narrowing or expanding the search terms. To narrow the search further, the following 

keywords were used: pain, anxiety, simulation, lecture, developmental stages, and age. To 

expand the search, the following keywords were used: intensive care unit, critical care, post-

anesthetic care unit (PACU), specialty, medicine, and student. Initial search criteria were limited 

to the last ten years but were extended to 15 years when appropriate articles proved challenging 

to find. I also found articles using systemic reviews and referenced articles from relevant 

publications using the above keywords and MeSH terms.  

 I selected and critically appraised articles using the Public Health Agency of Canada 

(PHAC) Critical Appraisal Kit and the Joanne Briggs Institute (JBI) Checklist for Qualitative 

Research (JBI, 2020; PHAC, 2014). Literature summary tables are provided in the Appendices: 

quantitative literature summary tables are in Appendix A, and qualitative literature summary 

tables are in Appendix B. Non-research literature was also used in this review if relevant to the 
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objectives. These articles were appraised based on the year of publication, publication journal, 

references, and critical information. Non-research literature appraisals can be found in Appendix 

C. Throughout the following sections, in-text citations for publications included in Appendix A, 

B, and C will be bolded the first time they appear.  

Significance of the Problem 

Current OR Orientation and Education  

 The current unit orientation and education for new nursing hires to the OR is adult-

specific, despite the expectation that nurses will care for patients across the lifespan (i.e., 

pediatric and adult patients). The current education introduces OR policies and procedures, 

including surgical counts, special perioperative considerations, patient positioning, electrical 

surgical safety, and codes in the OR. There is little mention of pediatric patients and the covered 

content only identifies differences but does not go into detail. As far as I understand, there has 

never been a pediatric OR orientation; this is unacceptable! How can we expect OR nurses to 

provide high-quality patient care to pediatric patients without the knowledge and skills to do so?  

The needs of the pediatric population can vary tremendously from adults within the OR 

(e.g., development stages, induction requirements and procedures, vital signs, and common 

surgical procedures) (Derig, 2016; McDermott & Liang, 2021; Mower, 2015). As nurses in the 

OR, we are fortunate always to have physicians readily available to assist with patient care. 

However, this is also a shortcoming as it causes us to become reliant on them for assessment and 

knowledge for the pediatric population. Without perioperative pediatric knowledge and skills, 

nurses may have low competency unless they seek information themselves.  

  There are two types of learners hired to the OR: those with no OR experience or 

certification (e.g., new nursing graduates and experienced nurses from other clinical settings 



OR PEDIATRIC ORIENTATION DEVELOPMENT - TOMPKINS 

 

 

34 

[e.g., medicine, surgical]) and those who come with OR experience and/or certification. There is 

no hiring requirement for new nurses to the OR to have pediatric experience, nor do interview 

questions have a pediatric focus. Due to this, many nurses come to the OR with no pediatric 

knowledge and are required to care for children with minimal education. One of the ways to 

improve this is to provide new nursing hires with an educational resource about the 

intraoperative needs of pediatric patients. In the following sections, I will discuss the impact that 

enhanced education can have on nursing competence and knowledge, and subsequently, patient 

outcomes.  

Impact of Enhanced Education on Nursing Practice 

Increased Nursing Competency and Knowledge  

To provide safe and ethical patient care, nurses need to demonstrate competency through 

the integration of their knowledge, skills, abilities, and judgement (CNO, 2019). Educational 

instruction and resources for nurses on practice-based topics has been shown to assist with 

increasing competency (p<0.000) by providing knowledge and skills relevant to practice (Abebe 

et al., 2018; Baroya et al., 2023; Mohammed et al., 2021; Stevens et al.; 2014). 

In two qualitative studies of medium credibility, researchers demonstrated how pediatric 

nursing education programs in Ghana and Ethiopia could increase knowledge and competence 

among nurses (Abebe et al., 2018; Stevens et al., 2014). Study participants (e.g., nurses and 

physicians) reported that the educational programs helped with new knowledge and skill 

development through improvements in patient assessments, emergency management, and 

knowledge of their patients' condition. These education programs also motivated nurses to 

correct poor practices and arrange education for their peers, thus further increasing knowledge 

and competence in nursing units (Abebe et al., 2018; Stevens et al., 2014).  
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These results are further demonstrated in two uncontrolled before and after quantitative 

studies of medium quality (Baroya et al., 2023; Mohammed et al., 2021). In both studies, nursing 

knowledge significantly increased (p<0.05) after the planned educational interventions. 

However, Baroya et al. (2023) also noted non-significant increases in knowledge (p0.05) for 

portions of their intervention with limited provided insights as to the causes (e.g., prior nursing 

knowledge on content). This noted increase in knowledge was mirrored by a significant increase 

in demonstrated competence (total competency increase from a mean score of 1295 ± 157 to 

2850 ± 174; t-test=47.13; p<0.000), and confidence amongst learners (total confidence increase 

by 12% compared to pre-intervention; p<0.001) (Baroya et al., 2023; Mohammed et al., 2021). 

When nursing competency related to education increases, patient care outcomes (e.g., quality) 

also improve (Mohammed et al., 2021).  

Patient Outcomes 

 Education positively impacts nursing competency and influences patient outcomes 

(Crowe et al., 2019; Mohammed et al., 2021). In one quantitative study, researchers found that 

simulation-based education affected medical unit nurses' assessment of deteriorating adult 

patients (Crowe et al., 2019). Researchers noted that after education there was a 59% decrease in 

pulseless cardiac arrests (p<0.05), a 52% increase in recognition of deteriorating patients 

(p<0.05), and a 16% increase in the success rate of spontaneous cardiac circulation return on the 

medical unit where nurses were trained (Crowe et al., 2018). These results indicate increased 

nursing understanding of deteriorating patients and the importance of early recognition (t=4.48; 

p<0.001). This understanding and early recognition, fostered by simulation education, is crucial 

to improving patient outcomes in medical emergencies.  
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Similarly, Mohammed et al. (2021) assessed post-education quality of nursing care (i.e., 

low, medium, or high quality) for pediatric patients with an intestinal obstruction. These 

researchers noted an increase in quality of care after providing detailed education to nurses (pre-

education, 56% of nurses provide low quality of care, and post-education, 94% of nurses 

provided high quality of care; x2=64.96; p<0.000). Further, this increase in quality of care was 

positively correlated with nurses' competence levels (R=0.929; p=<0.000 [2-tailed]), indicating 

that education increases nursing competency and thus patient care.  

 In summary, enhanced education increases nurse competency and subsequently patient 

outcomes. In the next section, I will discuss the content necessary for an OR educational 

resource specific for the pediatric population.  

Content of Pediatric Education Resource 

 When searching the literature, I found limited resources on pediatric education for OR 

nurses. There was also minimal, concise literature on special considerations for pediatric patients 

while in the OR. I found only one article of pediatric perioperative education, but researchers did 

not go into detail about the education content. It was unclear if the education provided covered 

pediatric specific content for the OR, or basic principles on how to be an OR nurse (Abebe et al., 

2018). Otherwise, the only nursing-specific literature mentioning pediatric-specific care required 

for the perioperative period was non-research based and was published by The Association of 

periOperative Registered Nurses (AORN) (Derig, 2016; Mower, 2015). Using these articles, the 

following considerations are noted as essential content topics for the proposed pediatric 

education resource for new OR nurses.  
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Anxiety  

 Pediatric perioperative anxiety is a common occurrence related to parental separation, the 

new environment, misconceptions, and the unknown (Derig, 2016; Mower, 2015; Panella, 

2016). Pediatric preoperative anxiety has been linked to poor postoperative patient outcomes 

such as increased pain (r-0.26; p=0.004), postoperative maladaptive behaviours (e.g., sleep 

disorders, separation anxiety, temper tantrums) (r=0.25; p=0.006), and poor compliance with 

future medical procedures (Dave, 2021; Fortier et al., 2010; Panella, 2016). To help reduce 

pediatric perioperative anxiety, perioperative nurses can enlist the help of Child Life Specialists 

(CLS), if available, or adopt similar practices. CLS partner with children and their families 

during health care interactions (e.g., surgery, IV insertions, medical imaging) to help cope with 

the stress and uncertainty caused by hospitalization (LHSC, n.d.; SickKids, n.d.). To reduce 

anxiety, CLS utilize developmentally appropriate techniques (e.g., distraction techniques, play 

therapy, education, coping techniques) and teachings about medical procedures to familiarize 

patients with their current or upcoming medical care (Dave, 2021; LHSC, n.d.; SickKids, n.d.; 

West et al., 2020).  

Developmental Stages and Age-Specific Care  

 In children and adolescents, how we interact with patients depends on their age and 

developmental stage (Mower, 2015). How a perioperative nurse cares for and interacts with an 

infant is drastically different than a 10-year-old and even more different than a 17-year-old. The 

perioperative nurse needs to assess the patient’s unique needs, understanding of events, level of 

communication, and desired outcomes to ensure safe, efficient, and effective nursing care 

(Mower, 2015). This is particularly important as providing developmentally appropriate care can 

decrease anxiety and improve patient outcomes (Derig, 2016).  
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 The techniques utilized by CLS have been shown to help with decreasing pediatric 

perioperative anxiety (West et al., 2020). These techniques are dependent on the developmental 

stage of the child or adolescent and can range from distractions with toys to explanation and 

demonstration of medical procedures through role-play with the pediatric patient, or 

demonstration on a toy (e.g., doll, stuffed animal), When addressing and interacting with 

pediatric patients, OR nurses can incorporate these techniques into their practice.  

Similarly, OR nurses need to be mindful of how they address pediatric patients (e.g., tone 

of voice and body language), and ensure they include the patient in the assessment and decision-

making in the OR (Derig, 2016; Mower, 2015). This is particularly important for adolescents and 

teenagers who can contribute to their own healthcare decisions. We can establish a therapeutic 

relationship built on trust and comfort by addressing the patient directly and not relying on the 

parent for assessment information.  

Family-Centred Care 

 Family Centered Care has become increasingly more popular for pediatric patients due to 

the impact parents, family, or a primary caregiver can have as a source of strength and support 

for the child and its positive impact on expectation management, satisfaction, and compliance 

(Leuhmann et al., 2019). Family Centered Care, or family involvement in preoperative and 

intraoperative stages, can also help reduce pediatric and parental/familial perioperative anxiety 

by creating realistic expectations (Dave, 2021; Panella, 2016). Therefore, it is essential that OR 

nurses incorporate the family when possible. A common way to incorporate Family Centered 

Care is parental presence for induction (PPI) (Dave, 2021; Panella, 2016).  

PPI is when a parent or caregiver accompanies the pediatric patient into the OR for the 

initial stages of induction. This process has been shown to decrease pediatric anxiety and 
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decrease the use of preoperative anti-anxiety medications (e.g., midazolam) (71% decrease in 

midazolam use with PPI; aOR 0.29, CI 0.16 to 0.52; p<0.0001) (Luehmann et al., 2019).  

Anatomical Differences and Vital Signs 

 Due to their size, growth, and development, pediatric patients have differing anatomy and 

vital signs when compared to adult patients (Derig, 2016; Mower, 2015). Due to these 

anatomical differences, OR nurses need to have the knowledge and skill to monitor a patient’s 

vitals, and respond appropriately to emergencies such as airway obstruction, hypoxia, and 

intravenous (IV) access difficulty (Derig, 2016; Mower, 2015).  

Some examples of these differences include an increased risk of obstruction and 

respiratory tract infections related to their narrow airway; increased utilization of oxygen 

compared to adults, resulting in quicker and poorly tolerated episodes of hypoxia and respiratory 

stress; and difficult IV access related to small, fragile, hard to locate veins (Derig, 2016; Mower, 

2015). A basic understanding of these anatomical differences will assist OR nurses in 

anticipating patient needs more effectively and responding faster and more appropriately to 

emergent issues.  

Procedural Differences for Induction and Complications  

There are two ways to administer anesthesia to pediatric patients, IV induction or 

inhalation induction (also called mask induction) (Dave, 2019). IV induction is utilized when the 

child already has an IV. Medications, such as propofol, are administered intravenously with this 

technique. IV induction can be a preferred method for induction as it is faster causing the child to 

pass through the phases of anesthesia at a faster rate than mask induction. IV induction is also 

safer for children if there is a high risk of aspiration (e.g., recently ate or drank), or a history of 

respiratory issues as airway irritation is minimal (Dave, 2019). However, many children are 
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needle-phobic and have small veins, making IV insertion difficult. Therefore, IV insertion pre-

operatively on an awake pediatric patient can be increasingly traumatic and difficult (Dave, 

2019). In those children without an IV, pre-operative inhalation induction is preferred. Inhalation 

induction is where a mask covering the mouth and nose is placed on or near the child’s face, and 

an anesthetic gas (e.g., sevoflurane) is administered and inhaled by the child. Once the patient is 

sedated via mask induction, the anesthesiologist can safely put in the IV, and administer IV 

medications (e.g., propofol) for safe intubation of the patient, and anesthesia maintenance (Dave, 

2019). In addition to those with needle-phobia, inhalation induction may be a preferred method 

for children with a difficult airway (i.e., anatomy abnormalities within the airway making 

intubation difficult) as it allows the anesthesiologist to maintain spontaneous ventilation, and it is 

easily reversable if they are unable to properly intubate the patient (Dave, 2019).  

When intubating a pediatric patient, there is an increased risk of difficult intubation and 

laryngospasms due to the difference in airway anatomy compared to adults; those under five 

years of age are at an increased risk (Derig, 2016). Both events are respiratory emergencies and 

require immediate action by the OR nurse. The OR nurse needs to understand the necessary 

actions (e.g., the delivery of positive pressure 100% oxygen, or moving the patient to the left 

lateral position) and needed equipment (e.g., glideslope) to assist the anesthesiologist in 

maintaining the patient’s airway (Derig, 2016).  

Thermoregulation  

 The ability to maintain or regulate body temperature is called thermoregulation 

(Merriam-Webster, n.d.). Infants and children (i.e., younger pediatric patients) have difficulty 

thermoregulating (i.e., maintaining adequate core temperature) related to increased body-to-

surface ratio, less subcutaneous fat, a larger head in relation to the rest of the body, and the 
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inability to shiver when hypothermic (Bräuer et al., 2024; Derig, 2016; Mower, 2015; Nemeth et 

al., 2021). Adequate thermoregulation is important in the OR environment as the environment 

poses a risk for hypothermia due to low room temperature and the physiological effects of 

general anesthetic (Bräuer et al., 2024; Nemeth et al., 2021). Further, the child is at greater risk 

the longer the procedure, the more invasive the procedure, and if there is high blood loss (Bräuer 

et al., 2024). For neonates’ hypothermia can lead to hypoxemia, metabolic acidosis, and 

hypoglycemia, and is associated with increased morbidity (e.g., infection, ventilator dependence, 

apnea, poor neurological outcome), and prolonged hospitalization (Bräuer et al., 2024). The 

effects hypothermia can have on infants and children are poorly researched, yet studies are 

showing it can lead to wound infections, higher blood loss, prolonged stays in the recovery room, 

prolonged post-operative ventilation requirement, admission to critical care, and longer 

hospitalizations (Bräuer et al., 2024).  

Due to the mentioned risk factors and outcomes of perioperative hypothermia in pediatric 

patients, there are necessary preventative measures that can be done by the OR nurses. Two 

effective methods include increasing the overall OR temperature prior to patient entering the OR, 

and active warming of the patient prior to induction and throughout the procedure (Bräuer et al., 

2024; Derig, 2016; Nemeth et al. 2021). High OR temperatures can help reduce the drop in core 

temperature of the pediatric patients. For neonates, a room temperature of 32 °C is considered 

appropriate, and a room temperature of 24 °C for infants and older (Bräuer et al., 2024). During 

induction and throughout the procedure the patient can be actively warmed with a Bair hugger, a 

convective air warmer (Bräuer et al., 2024). These warmers blow warm air through a specially 

designed blanket that can be on top of the patient (e.g., common in older pediatric patients), or 

under the patient (e.g., common in younger pediatric patients), The warming blankets come in 
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limited sizes, and are not customizable, therefore when selecting an appropriate blanket nursing 

and physicians consider the ability to visualize and access the patient (e.g., IVs, surgical site) 

during the procedure. Younger children have limited surface area, and it is easier to visualize and 

access them with an underbody warmer. Another type of active warmer is warming of irrigation 

fluids (Bräuer et al., 2024). Anesthesia can utilize an infusion warmer to warm fluids given 

through the patient’s IV, and surgery can use irrigation fluids (e.g., normal saline) that have been 

warmed preoperatively in a heating device (e.g., heated cabinet, or incubator) (Bräuer et al., 

2024).  

 In summary, necessary content for pediatric orientation includes consideration for 

anxiety, developmental and age-specific care, family centered care, anatomical differences in 

pediatric patients, procedural differences for induction and complications, and thermoregulation. 

In the following section, I will turn to a discussion of the possible delivery modalities (e.g., 

lecture, simulation) for the educational resource. 

Delivery Modalities of Pediatric Educational Resource and Nursing Learning Styles 

 There are numerous possible delivery modalities for the pediatric educational resource, 

such as lecture, simulation, independent learning, gamification, problem-based learning, or 

multi-modal. Each modality has advantages and disadvantages. In this section, I will highlight 

some modalities that may benefit pediatric OR educational resources.  

Lecture  

In many healthcare educational institutes and clinical settings, lecture is a commonly 

utilized modality. It is a great delivery method for facilitating large group education and is easily 

deliverable with minimal resources (e.g., computer, screen, projector). Compared with other 

modalities, such as simulation, post-education knowledge is comparable (Tawfik et al., 2020). 
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Knowledge gained immediately and retained three months post-education via lecture is less than 

simulation, but not significantly less (p>0.05), and thus lecture should not be discounted as an 

effective tool (Tawfik et al., 2020). The difference between participants in this study was their 

overall satisfaction and motivation to learn. Those who took part in the lecture education 

reported less overall satisfaction (59.4% vs 23.3, p = 0.002) and motivation (71.9% vs 10%, p < 

0.0001) when compared to those from the simulation group (Tawfik et al., 2020).  

  The quality of a lecture is heavily dependent on the lecturer and educational content 

(Tawik et al., 2020). A great lecturer is someone who sets learning objectives, presents 

information in an organized manner, and can maintain the interest of the learner (Tawfik et al., 

2020). When presented in an engaging manner, with relevant and updated information, there is 

merit to lecture as a delivery modality.  

Independent Learning  

 Independent learning is when the information package (e.g., textbook, course manual) is 

given to the learner, and they are responsible to complete it without or with minimal assistance; 

the accountability is on the learner. In two quantitative studies there was significant knowledge 

gains after independent learning, one utilizing textbook chapters grouped into three sections 

(Chapter section 2: p<0.022) and the other a developed e-manual (p<0.001) (Baroya et al., 2023; 

Oliver, 2017). However, Baroya et al. (2023) also noted insignificant knowledge gains for some 

of the chapter sections (Chapter section 1: p=0.423; Chapter section 3: p=0.158). Researchers 

gave no insight into the insignificant knowledge gains. Other notable results of independent 

learning were an increase in confidence (p<0.001) related to assessment, communication, and 

self-management (p<0.01) (Baroya et al., 2023; Oliver, 2017).  
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 Possible limitations to independent learning that may affect the learner’s knowledge gain 

could be participants not completing the learning package or not having the opportunity to ask 

questions in the moment to further understanding (Oliver, 2017).  

Simulation  

 Simulation learning is a great learning tool as it allows students to apply knowledge 

utilizing real scenarios in a safe environment; it bridges the gap between education and clinical 

practice. In a qualitative study, nurses from a medicine unit took part in two 10-to-15-minute 

emergency simulation scenarios on anaphylactic shock and hypoglycemia (Solheim & Flo, 

2023). Post-training participants reported enthusiasm about the experience, stating it was an 

exciting, positive rewarding way to learn, and helped them prepare for the unexpected. They also 

valued the small group, and teamwork environment that created a culture of trust (Solheim & 

Flo, 2023). This was also reflected in a quantitative study comparing simulation and lecture 

(Tawfik et al., 2020). When asked for feedback, participants in the simulation group reported 

higher general satisfaction (59.4% vs 23.3, p = 0.002), learning motivation (71.9% vs 10%, p < 

0.0001), comfort with teaching method (59.4% vs 13%, p < 0.0001), better learning ability 

(56.3% vs 13.3%, p = 0.001), and understanding of subject matter (59.4% vs 20%, p = 0.0007). 

In this same study, the researchers found that simulation learning, although effective at 

knowledge growth and retention (3 months post-education), was not significantly more effective 

than lecture (immediately post-education: p=0.04; 3 months post-education: p=0.5) (Tawfik et 

al., 2020). Despite these insignificant results, the feedback from the learner is important to note, 

as the learner’s opinion will assist in their engagement and active learning, and ultimate 

knowledge growth.  
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Gamification (Game-Based Learning) 

 Game-based learning utilizes gaming elements to enhance learning through motivation 

and learner engagement (University of Waterloo Center for Teaching and Excellence, n.d.). In 

two quantitative studies of strong design, researchers compared game-based learning to 

simulation and problem-based learning (Ma et al., 2021; Razaghpoor et al., 2024). Researchers 

found a positive significant difference between the intervention group and comparison group for 

knowledge (p<0.001), clinical decision making (p=0.013), cognition (p=0.004), skill (0.008) and 

affective response (p=0.010). These results demonstrated that game-based learning caused 

greater outcomes then the comparison modality (Ma et al., 2021; Razaghpoor et al., 2024). 

Another form on gamification is an escape room. In a weak quantitative study by Frederick et al. 

(2020), an escape room was utilized as part of an exam review session for a OR course covering 

the essentials of OR nurses. Researchers found that the group of learners who participated in the 

escape room had a higher incidence of passing the exam on the first attempt (control group: 44% 

passed on first attempt; intervention group: 75% passed), and with a higher score (control group 

average test score: 79.7%; intervention group: 84%). The researchers did not complete any 

statistical analysis (Frederick et al., 2020).  

 Gamification allows for the application of knowledge in a dynamic and engaging 

environment (Frederick et al., 2020; Ma et al., 2021; Razaghpoor et al., 2024) 

One of the limitations to gamification is the cost associated when technology (e.g., smart phones, 

computer) is used. Razaghpoor et al. (2024) utilized an application (i.e., an app) that participants 

were required to download onto their personal devices. This makes this type of game-based 

modality inaccessible to some, and not inclusive. However, Ma et al. (2021) and Frederick et al. 
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(2020) utilized a more accessible methodology that did not require technology, but required an 

abundance of time over the five sessions students participated in.  

Multi-Modal  

Multi-modal education utilizes multiple different teaching modalities. In two quantitative 

studies, multi-modal education showed significant knowledge gains amongst participants, and 

thus influenced patient outcomes (Crowe et al., 2018; Mohammed et al., 2021). Mohammed et 

al. (2021) incorporated in-person lecture, simulation, handouts, and audio-visual delivery to 

educate nurses on pediatric intestinal obstruction. They found this delivery modality to be 

successful in increasing nursing knowledge (Fisher exact test=65.37; p<0.000), nursing 

competence (t-test=47.13; p<0.000), and quality of nursing care (Fisher exact test=64.96; 

p<0.000) (Mohammed et al., 2021). Crowe et al. (2018) found similar results with a 40-minute-

didactic lecture and a 40-minute simulation on a deteriorating patient. Crowe et al. (2018) noted 

an increase in overall confidence in caring for deteriorating adult patients immediately post-

education (t(41) =-7.156; p<0.001) and 3 months after (t(41) = -5.616, p < 0.001). Further, they 

found a significant increase in knowledge gains immediately post-intervention (t(41) = - 2.57, p 

< 0.001) and 3 months post (t (41) =- 4.48, p < 0.001) compared to baseline  

A possible reason why multi-modal delivery may be successful is the variety of delivery 

modalities ensures that every participant can have their learning styles met, and each learner will 

see the content multiple ways throughout the education (Mohammed et al., 2021). Additionally, 

by incorporating simulation or a hands-on learning component as one of the modalities, the 

learners are given the opportunity to apply the learned knowledge, thus increasing knowledge 

retention (Crowe et al., 2018).  
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Learning Styles  

 When discussing how education will be delivered, it is important to also consider the 

learning styles of those receiving the education. One’s learning style can be defined as how one 

gathers, sorts, interprets, organizes and stores learned information (Chick, 2010). When choosing 

a delivery modality, an educator needs to consider not only the learning style of the learner(s) but 

also the modalities appropriateness for the topic (Chick, 2010; Mangold et al., 2018). Through 

utilizing the Index of Learning Styles (ILS), Mangold et al. (2018) was able to determine the 

learning styles of nurses. The ILA has 4 subscales that capture a variety of learning styles: 

active-reflective, visual-verbal, sequential-global, and sensing-intuitive (Mangold et al., 2018). 

The different types of learners are as follows:  

• Active learner: enjoys learning by trying things and enjoy working in groups. 

• Reflective learner: learns by thinking things through, and prefers to work along, 

or with a familiar, single partner.  

• Visual learner: learns through visual methods such as pictures, diagrams, or flow 

charts.  

• Verbal learner: prefers information to be written or spoken.  

• Sequential learner: has a linear thinking process and learns best in small 

increments.  

• Global learner: has a holistic thinking process. 

• Sensing learner: is a concrete thinker, who is practical, and focused on facts and 

procedures.  

• Intuitive learner: is an abstract thinker, focused on theories and underlying 

meanings, and is innovative.  
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Mangold et al. (2018) found that nurses have a variety of preferred learning styles. In 

each subscale, nurses either had a preference or there was a balance between the two learning 

styles, indicating that nurses did not have strong preferences for either learning style. Nurses had 

strong preferences for sensing (84.54% chose sensing over intuitive) and visual learning (74.68% 

chose visual over verbal) and were balanced for active-reflective (57.99% had a weak preference 

for both active and reflective learning) and sequencing-global (52.09% had a weak preference for 

sequential and global learning) (Mangold et al., 2018). Mangold et al. (2018) also found 

significant associations between learning styles and demographic information. Nurses with <26 

years of had a 6%-13% stronger preference for visual learning than those with more experience 

(p<0.001). Additionally, males had a 24% stronger preference for intuitive learning (p<0.001), 

and 17% stronger preference for visual learning (p<0.002). There were no significant findings 

for an association between learning style and clinical area (Mangold et al., 2018). These findings 

are interesting, as they demonstrate that there is no overall preference for learning style amongst 

nurses and assist in supporting the use of a multi-modal delivery method (Mangold et al., 2018).  

 To further assist in determining an appropriate delivery modality of this pediatric 

educational resource, in the next section I will explore theoretical frameworks to support adult 

learning.  

Supporting Theoretical Frameworks 

 I will draw on two theoretical frameworks to guide the development of the pediatric OR 

educational resource: Knowles’ Adult Learning Theory and Benner’s Novice to Expert Theory. I 

chose these frameworks to gain a better understanding of the adult learner to facilitate my 

understanding of how nurses develop their skills and expertise in a new clinical setting. This 
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understanding will aid in both the thorough development as well as effective implementation of a 

pediatric educational resource for nurses new to the OR.  

Benner’s Novice to Expert Theory 

 Benner’s Novice to Expert theory helps one understand how nurses develop knowledge, 

skill, clinical competence, and comprehension through training (e.g., orientation, education) and 

experiential learning (Benner, 1982; Davis & Maisano, 2016; Ozdemir, 2019). With this training 

and experiential learning nurses progress through the five stages of proficiency: novice, 

advanced beginner, competent, proficient, and expert (Benner, 1982). A novice nurse is someone 

with no experience. They are task-focused with little context or individualization to their actions, 

and have difficulty when situations are outside of what they have learned (e.g., deteriorating 

patient) (Benner, 1982; Davis & Maisano, 2016; Ozdemir, 2019). As the nurse progresses 

through advance beginner, competent, and proficient stages they begin to prioritize based on 

patient presentation and needs and can cope with unpredictable situations. As nurses progress, 

they also start taking on more leadership and mentorship roles and become a valued resource for 

their nursing peers (Benner, 1982; Davis & Maisano, 2016; Ozdemir, 2019). The last stage of 

Benner’s theory is expert. Expert nurses provide holistic care and can easily make critical clinical 

decisions based on prior experience and intuition (Benner, 1982; Davis & Maisano, 2016; 

Ozdemir, 2019). Benner describes expert nurses as chess masters; they deeply understand the 

situation and know what to do because it “feels right” (Benner, 1982).  

The OR is a unique environment as nurses require a distinctive set of skills and 

knowledge not pertinent to other clinical areas, such as knowledge about surgical 

instrumentation, surgical implants, the complex procedural steps, and care of a patient under 

anesthesia. New nursing hires to the OR come from varying backgrounds (e.g., community, 
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surgical units, critical care areas) and experience levels (e.g., new nursing graduates to nurses 

with years of experience). Due to this, all nurses who come to the OR with no prior OR 

experience start as novice nurses. This is very intimidating for many new nurses to the OR, as 

many come with years of experience from other clinical areas (e.g., medicine, surgery, critical 

care) where they were competent, proficient, or expert nurses. Currently, the unit orientation and 

education are the same regardless of previous nursing experience in the OR or other clinical 

areas. Therefore, when developing the pediatric OR educational resource, I need to be mindful of 

the experience nurses bring to the OR and ensure that the resource complements and builds on 

previous knowledge. I also need to consider nurses who do not come with any experience. I also 

need to be empathetic as these nurses start as novice nurses in the OR and will be very task-

focused, with little anticipatory knowledge. It will take them time and experience to become 

competent and progress through Benner’s stages.  

Knowles’ Adult Learning Theory  

Malcolm Knowles popularized the term andragogy to describe the study of how adults 

learn, and to distinguish it from pedagogy the study of how children learn (Collins, 2004; 

Knowles, 1978). This distinction is important as the adult learner is one who brings life 

experiences to their learning, is intrinsically motivated, and needs to have learning applicable to 

their work or responsibilities (Collins, 2004; Teaching Excellence in Adult Learning [TEAL] 

Centre, 2011). Further, adults learn best through self-directed learning, where the learning 

environment is collaborative and respectful, adaptable based on learning needs and objectives, 

and allows them to put the teachings into practice (e.g., active participation through simulation 

and problem-based learning) (Collins, 2004; TEAL Centre, 2011). Through active participation 
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and engagement learning in adults is enhanced and the retention of new concepts is greater 

(Collins, 2004). 

By following the concepts of the Adult Learning Theory, I can develop the pediatric OR 

educational resource to best reflect the requirements of adult learners. The delivery modality 

could be self-directed and incorporate simulation or game-based learning. A multi-modality 

delivery may be beneficial in allowing for multiple delivery methods to increase engagement and 

get the learner hands-on experience with relevant OR skills. As the resource pertains to safe, 

competent care of pediatric patients in the OR, and is directly relevant to their practice, many 

nurses may be self-motivated to complete the self-directed learning. The resource can also build 

on prior nursing and life experiences to aid in learning of pediatric content, such as 

developmental stages and anatomical differences.  

Summary of State of Evidence 

 Finding pediatric OR nursing literature for this literature review was difficult. In my 

literature search, I found minimal research-based literature on pediatric education and orientation 

for nurses in the OR or the perioperative environment. Due to the lack of OR nursing-specific 

literature, I expanded the search to include other areas of nursing (e.g., critical care, medical, 

surgical), adult patient populations, and non-research literature. This provided more literature, 

although the number of relevant articles identified in my literature search was still small. The 

lack of literature on pediatric-specific OR nursing education is noteworthy and concerning given 

the important intraoperative considerations for pediatric patients.  

 The literature found in this review provides a basis for the development of a pediatric 

educational resource for new nurses hired to the OR. There is demonstrated recommendations 

and research in support of important nursing considerations for resource content. These include 
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pediatric anxiety, thermoregulation, anatomical differences, and procedural differences in 

induction. Further, it is clear that the patient and family are impacted when nurses tailor their 

care to the patient and family while considering the developmental stage and age of the patient. 

By including these topics in the educational resource, new nursing hires to the OR will have a 

better understanding of the intraoperative care of a patient, and thus be able to provide safe 

patient care.  

 When addressing how the resource should be presented to new nursing hires, I was able 

to find multiple articles that demonstrate the impact of different delivery modalities. I considered 

five modalities: lecture, independent learning, simulation and gamification, and the use of 

multiple modalities (multi-modal). Although all have advantages and disadvantages, multi-modal 

aligns the most with Adult Learning Theory and the variety of learning styles of nurses (Collins, 

2004; Mangold et al., 2018; TEAL Centre, 2011). Multi-modal will be able to provide all 

learners with content that is presented in a modality that is not only impactful for their learning 

style, but it presents the educational material multiple times in different ways. It will allow 

presentation of the content (e.g., lecture, independent learning) and application of the newly 

learned material (e.g., simulation, gamification) in a way that facilitates learning and knowledge 

retention.  

Conclusion 

 Quality education is essential for nurses entering into new clinical areas to ensure 

competency and positive patient outcomes. This is especially important for those entering 

clinical areas with new patient populations (i.e., pediatrics). The current lack of pediatric OR 

education for new OR nurses within the OR is alarming and needs to be improved. Through this 

literature review, I explored necessary content, delivery modalities, and learning styles to assist 
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in developing a pediatric educational resource for new nurses hired to the OR. Further, I 

demonstrated key components of Knowles’ Adult Learning Theory and Benner’s Novice to 

Expert Theory. These theoretical frameworks will be utilized when developing the educational 

resource to ensure it is effective for adult learners and nurses entering the OR to enhance nursing 

competency and the delivery of safe, high-quality care.  
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Literature Summary Table for Quantitative Studies  

Legend: ASPAN=American Society of Peri-anesthesia Nurses; ENT= ears, nose, and throat; mYPAS = modified Yale Preoperative 

Anxiety Scale; OR = operating room; PACU=Post-Anesthesia Care Unit; PCBO = Pediatric competency-based orientation; PEARS: 

Pediatric Emergency Assessment, Recognition, and Stabilization  

Study/Design Methods Key Results Comments 

Authors: 

Baroya et al. 

(2023)  

Design: 

Uncontrolled 

before and 

after  

Purpose: to 

evaluate the 

effectiveness 

of the ASPAN 

PCBO 

education on 

peri-

anesthesia 

nursing 

knowledge, 

understanding, 

confidence, 

and ability to 

provide high 

quality 

pediatric care  

N: 60 peri-anesthesia nurses working in preop and 

PACU, with five to >20 years of nursing experience  

 

Country/setting: United States  

 

Intervention: Independent learning 

• Learners provided with 18 chapters of reading 

on pediatric clinical information from the 

ASPAN PCBO  

• Readings divided into 3 sets, with sample 

topics of: 

• Set 1: growth and development, and 

assessment  

• Set 2: airway management and 

emergencies, and post-op care 

• Set 3: Pain management, general 

anesthesia, and discharge teaching  

 

Data collection before and after intervention: 

• ASPAN PCBO pre- and posttests for 

knowledge, and confidence and recognition of 

nursing expertise tools utilized in other studies  

 

Outcome 1: Nurse confidence and recognition of 

nursing expertise  

Outcome 2: Nurse Knowledge  

Outcome 1: Nurse confidence and 

recognition of nursing expertise  

• Self-reported confidence increase 

seen in assessment, medications 

administration, self-management, 

and knowledge (p<0.01) 

• Total confidence increased by 

12% (score of 85.9 pretest to 97.8 

post-test; p<0.001) 

• Recognition of nursing expertise 

increased by 11% (score of 43.4 

pretest and 48.6 posttest; 

p<0.001) 

Outcome 2: Nurse knowledge  

• improvements in knowledge seen 

across all chapter sets pertaining 

to care of pediatric patients  

• Only significant improvement in 

knowledge was for Set 2 

knowledge  

• Pretest group score 62.2%  

• Posttest group score 81.5%  

• P=0.022  

 

Strength of 

Design: Weak  

 

Quality: Medium  

 

Comments:  

• Convenience 

sampling  

• Used 

developed 

assessment 

tools, but did 

not describe 

or outline 

tools  

• Did not 

define 

outcome 

measures 

explicitly  

• Moderate 

statistical 

score  
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Study/Design Methods Key Results Comments 

Authors: 

Crowe et al. 

(2018)  

 

Study 

Design: 

Uncontrolled 

before and 

after 

 

Purpose: to 

assess 

nursing 

confidence, 

knowledge 

and patient 

outcomes on 

a medicine 

unit after 

education 

about 

deteriorating 

patients.  

N: 161 post-license RN and LPN who worked 

on medical inpatient units (median years of 

experience as a nurse was 6 years).  

 

Country/setting: Canada  

 

Intervention: 40-minute-didactic lecture and 

40-minute simulation on a deteriorating patient  

 

Data collection:  

1. Paper based knowledge assessment, 

pre, immediately post- and three 

months post-intervention to assess 

nursing confidence to care for patients 

in acute deterioration, and knowledge 

about deteriorating patients.  

2. Review of the critical care outreach 

team and code blue records three 

months pre- and three most post 

intervention to determine the medicine 

unit's call frequency, patient condition 

upon arrival, and reason for call.  

 

Outcome 1: Changes in knowledge 

Outcome 2: Code blue and critical care 

outreach  

 

Outcome 1: Changes in knowledge 

• Testing score (mean score and standard 

deviation):  

• Pre-: M=12.67; SD=2.19  

• Immediate post-: M=13.34; 

SD=2.06  

• 3 months post-: M=13.98; SD=1.8  

• Change from pre- to immediate post-test 

score: t=2.57; p<0.001  

• Change from pre- to 3 months post-test 

score: t=4.48; p<0.001  

Outcome 2: Code blue and critical care 

outreach  

• Increase in enhanced understanding 

and early recognition of deteriorating 

patients  

• 3 months prior to intervention 67% 

(n=232) of consults were related to a 

deteriorating patient.  

• 3 most post intervention 74% (n=276) 

of consults were related to a 

deteriorating patient.  

• Code blue data saw decrease in the 

overall number of code blue arrests 

(n=16 3 month prior, and n=14 3 

months post)  

• 3 months post there was a decrease in 

pulseless cardiac arrest (59% decrease, 

p<0.05), and increase in pre-attests 

called (increase by 52%, p<0.05).  

Strength of 

Design: Weak  

 

Quality: Medium 

 

Key items to note:  

•  Did not use 

high level 

statistics 

(e.g., linear 

regressions) 

to determine 

associations.  

• Statistically 

significant 

results  
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Study/Design Methods Key Results Comments 

Authors: 

Fortier et al. 

(2010) 

Design: 

Uncontrolled 

before and 

after 

Purpose: to 

examine 

pediatric 

perioperative 

anxiety and 

identify risk 

factors for 

increased 

anxiety  

N: 261 children aged two to twelve years old undergoing 

general anesthesia for outpatient tonsillectomy and 

adenoidectomy  

 

Country/setting: United States  

 

Data collection:  

• To measure pediatric perioperative anxiety 

•  mYPAS 

• Measured the day of the procedure in pre-op 

area, at parental separation, entrance to the 

OR, and at mask induction  

• Visual analog scale (VSA) 

• Measured postoperatively in PACU 

• Numeric rating scale (NRS) 

• Measured after discharge by parents until day 

14 post-operatively  

• To measure child behaviors and pain  

• Parent's postoperative pain measure  

• Measured after discharge by parents until day 

14 post-operatively  

• Post-hospitalization behavioral questionnaire  

 

Outcome 1: Pediatric perioperative anxiety 

Outcome 2: Pediatric behaviors and pain  

Outcome 1: Pediatric 

perioperative anxiety  

• Increased 

postoperatively (F(1, 

223) = 382.47; 

p<0.001) 

• Anxiety increased at 

mask induction and 

immediately post-

operatively (F(1, 184) = 

534.81, P < 0.00), and 2 

weeks post-operatively 

(F(1, 188) = 183.54, P 

< 0.001).  

 

Outcome 2: Pediatric 

behaviors and pain 

 

Perioperative anxiety was 

positively correlated with 

pain within the first 24 

hours after surgery (r=0.26, 

P=0.004) and new onset 

negative behavioral change 

in the 2 weeks following 

surgery (r = 0.25, P = 0.006) 

Strength of Design: 

Weak  

 

Quality: Medium 

 

Key items to note:  

• Used validated 

tools  

• Utilized ANOVA 

• Had significant 

results  
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Study/Design Methods Key Results Comments 

Authors: 

Frederick et 

al. (2020) 

Design: 

Cross-

sectional 

study 

Purpose: to 

see the 

effectiveness 

an escape 

room would 

have on exam 

results for 

nurses taking 

an OR course  

N: 22 registered nurses taking an AORN OR course to 

learn the essentials of OR nursing  

• Group 1: 18 learners  

• Group 2: 4 learners  

 

Country/setting: United States  

 

Data collection:  

• Tests scores on final exam  

• Group passing rate on first attempt at writing 

exam  

• No statistical analysis was done related to study 

limitations not disclosed  

 

Outcome 1: Test scores on final exam  

Outcome 2: Passing rate  

Outcome 1: Test scores on 

final exam  

• Group 1: 79.7%  

• Group 2: 84%  

 

Outcome 2: Passing rate  

• Group 1: 44.4  

• Group 2: 75%  

  

Strength of Design: 

Weak  

 

Quality: Weak 

 

Key items to note:  

• No statistical 

analysis  

• Unequal group 

sizes  

• Included in 

literature review 

related to 

pertaining directly 

to the OR.  
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Study/Design Methods Key Results Comments 

Authors: 

Luehmann et 

al. (2019) 

Design: Non-

randomized 

clinical trial 

Purpose: to 

study the 

effects of 

parental 

presence for 

induction has 

on pediatric 

anxiety  

N: 1084 children (964 in the control group, and 120 

in the study group)  

 

Country/setting: Beaumont Children's Hospital, 

Michigan, United States  

 

Intervention: Parental presence for induction  

Control: No parental presence for induction and give 

pharmaceuticals for anxiety  

 

Data collection:  

• Chart audits  

• Use of preoperative midazolam 

• Satisfaction survey  

• Not validated 

• 5-point Likert Scale  

• Given to caregivers of participants (e.g., 

parent, family, or other primary caregiver), 

and health care workers (e.g., nurses, 

physicians) in the OR 

  

Outcome 1: Midazolam use  

Outcome 2: Caregiver satisfaction  

Outcome 3: Healthcare worker satisfaction  

Outcome 1: Midazolam use  

• 51% (392/964) of control 

group participants receive 

midazolam compared to 13% 

(16/118) of study participants 

(p<0.001)  

• After adjusting for 

demographic and surgical 

service the study group has a 

71% decrease in odds of 

medication preoperative 

(aOR 0.29, CI 0.16 to 0.52; 

p<0.0001)  

 

Outcome 2: Caregiver 

satisfaction  

• Caregivers rated the benefit 

of the program a 5 (great 

benefit) on Likert Scale  

 

Outcome 3: Healthcare worker 

satisfaction 

• Physicians rated the benefit 

of the program to patients a 

3-4 out of 5 on the Likert 

Scale  

• Nurses rated benefit of 

program a 5 out of 5 on 

Likert Scale  

 

Strength of Design: 

Weak  

 

Quality: Medium 

 

Key items to note:  

• Convenience 

sampling by 

anesthesia the 

day of surgery  

• Control group 

much smaller 

than study group  

• Moderate 

statistical analysis 

• More females in 

the control group 

(32%) compared 

to study group 

(41%) (p=0.04).  

• 53% of study 

group participants 

had an ENT 

procedure, 

compared with 

32% in control 

group (p<0.001)  
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Study/Design Methods Key Results Comments 

Authors: Ma 

et al. (2021) 

Design: 

Randomized 

Control Study  

Purpose: 

explore if 

game-based 

learning is 

more 

effective that 

scenario 

simulation to 

improve 

nursing 

student 

competency 

in disaster 

relief  

N: 104 undergraduate nursing students (18-to-22 

years old) (intervention group=51; control group 

53) 

 

Country/setting: China  

 

Groups:  

Intervention: Game "Brave the Wind and Wave"  

• Played in 5 sessions, representing different 

part of the disaster relief  

• 6 groups of 8-10 students  

• Researchers could augment the contents and 

tasks for the students 

• Game elements included cooperation, 

competition, question/answer, and time 

pressure 

Control: Simulation group  

• 8-10 students in each group  

• Had 5 sections representing different parts of 

the disaster relief  

 

Data collection: pre- and post-intervention  

• The Questionnaire of Disaster Rescue Ability 

• Testing domains cognition, skill and 

affective response  

• 5-point Likert Scare  

 

Outcome 1: Total Competency level  

Outcome 2: Comparing Domains  

Outcome 1: Competency level  

• The Questionnaire of Disaster 

Rescue Ability score increased in 

both groups  

• Intervention: pre: 3.38; post: 

4.04  

• Control: pre: 3.29; post: 3.77 

• Average total score for 

intervention group higher than 

control (p=0.002)  

 

Outcome 2: Comparing Domains  

• Cognition  

• Intervention: 4.05 ± 0.56 

• Control: 3.75 ± 0.48  

• p=0.004  

• Skill  

• Intervention: 3.88 ± 0.50  

• Control: 3.62 ± 0.53 

• p=0.008  

• Affective response  

• Intervention: 4.25 ± 0.42 

• Control: 4.02 ± 0.48  

• p=0.010  

 

 

Strength of 

Design: Strong  

 

Quality: Medium  

 

Comments:  

• Noted ethics 

approval  

• Participants 

were nursing 

students vs. 

practicing 

nurses, query 

generalizability  

• Could have 

used more 

sophisticated 

statistical 

analysis  
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Study/Design Methods Key Results Comments 

Authors: 

Mangold et 

al. (2018) 

Design: 

Cross-

sectional 

study 

Purpose: to 

describe 

dominant 

patterns of 

learning for 

nursing  

N: 1,399 nurses in tertiary and 

quaternary academic medical 

centers who worked on adult 

inpatient, ambulatory, 

procedural, or emergency units   

 

Country/setting: Southwestern 

United States  

 

Data collection:  

• Assessment tool: Index of 

Learning Styles 

• 44-item questionnaire 

with 4 subscales 

(active-reflective, 

visual-verbal, 

sequential-global and 

sensing-intuitive)  

• A higher score within 

in a subscale indicated 

a strong preference for 

this style of learning, 

and a low score (weak 

preference) indicates a 

balance between the 

learning styles in the 

subscale 

• Rankings: Strong-

Moderate-Weak 

 

Outcome 1: Type of learning 

style  

Outcome 1: Type of learning style  

Active-Reflective:  

• Balanced between these learning styles  

• 428 (30.68%) participants had a weak preference for 

active learning  

• 381 (27.31%) participants had a weak preference for 

reflective learning  

Sensing-Intuitive  

• Favor for sensing learning style  

• 443 (31.71%) participants had a strong preference 

for sensing  

• 30 (2.15%) participants had a strong preference for 

intuitive  

• 83.54% of participants choose sensing as their 

preferred style  

Visual-Verbal  

• Favor for visual learning style  

• 74.68% of participants choose visual as their 

preferred style  

Sequential-Global  

• Overall, well balanced between styles, with slight 

preference for sequential  

• 134 (9.63%) participants had a strong preference for 

sequential learning, and 20 (1.44%) had a strong 

preference for global learning  

• 461 (33.12%) participants had a weak preference for 

sequential learning, and 264 (18.97%) had a weak 

preference for global learning 

 

Outcome 2: demographic variables and learning styles 

Strength of 

Design: Weak  

 

Quality: Strong 

 

Key items to note:  

• Tool chosen 

based on 

reliability, 

validity, and 

recent use with 

nurses in the 

literature  

• Participants 

were from 

different 

clinical areas  

• Large number 

of participants 
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Study/Design Methods Key Results Comments 

Outcome 2: demographic 

variables and learning styles  

 

• Nurses with <26 years of experience had stronger 

preference for verbal learning (p<0.001), whereas 

those with less experience favored visual learning 

(p<0.001) 

• Males have a 24% stronger preference for intuitive 

learning than females (p<0.001), and 17% stronger 

preference for visual learning (p<0.001) 

• No significant findings were noted between clinical 

areas  
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Study/Design Methods Key Results Comments 

Authors: 

Mohammed 

et al. (2021) 

Design: 

Uncontrolled 

before and 

after 

Purpose: to 

assess 

competency 

level and skill 

performance 

of nurses 

after 

education on 

pediatric 

intestinal 

obstruction  

N: 50 nurses and 50 pediatric patients (one day to 

two years old) on neonatal and pediatric surgical 

units at a Specialized Pediatric Hospital.  

 

Country/setting: Benha City, Egypt  

 

Intervention: received a multi-modal (e.g., modified 

lecture, simulation, handouts, and audio-visual) 

educational program on pediatric intestinal 

obstruction  

 

Data collection before and after intervention: 

• Nurse's Knowledge Assessment on illness  

• Completed by the nurse  

• Nurses given a percentage out of 100%, with 

80-100% bring good knowledge  

• Nurses Competence Scale  

• Assessed by researchers 

• Assessed nurses' competency level with 

caring for children with intestinal obstruction  

• Overall ranking: poor, average, or good 

competence (score range from 0 to 3500) 

• Quality of nursing care  

• Assessed by researchers  

• Assessed the quality of the nurse's patient 

care  

• Overall ranking: low, moderate, or high 

quality (score range 0 to 72) 

 

Outcome 1: Nursing Knowledge  

Outcome 2: Nursing Competence  

Outcome 3: Quality of Nursing Care  

Outcome 1: Nursing Knowledge  

• Pretest: 66% (33 of 50) of nurses 

scored poor for knowledge  

• Posttest: 96% (48 of 50) of 

nurses scored good for 

knowledge  

• Fisher exact test=65.37; P<0.000 

Outcome 2: Nursing Competence  

• Total competency increased from 

a mean score of 1295 ± 157 to a 

mean score of 2850 ± 174  

• t-test=47.13; P<0.000  

Outcome 3: Quality of Nursing Care 

• Pretest 56% of nurses (28 of 50) 

provided low quality of care 

• Posttest 94% of nurses (47 of 50) 

provided high quality of care  

• Fisher exact test=64.96  

• P<0.000 

 

Linear Regression  

• Course attendance was a positive 

independent predictor of nurse’s 

competency pre and post 

education 

(p=0.023 and p<0.000) 

 

Pearson Correlation Coefficient  

• Positive correlation between 

nurses' competence level and 

quality of care post education  

• R=0.929; p=<0.000 (2-tailed) 

Strength of 

Design: Weak  

 

Quality: High  

 

Comments:  

• Developed 

tools were 

validated.  

• Tools were of 

favorable 

internal 

consistency and 

high reliability  

• Good statistical 

analysis (e.g., 

chi-square test, 

linear 

regression) 
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Study/Design Methods Key Results Comments 

Authors: 

Oliver (2017)  

Design: 

Uncontrolled 

before and 

after 

Purpose: To 

develop a 

clinical guide 

to increase 

perioperative 

outpatient 

nurses' 

knowledge on 

pediatric 

anxiety  

N: 31 perioperative and intraoperative nurses who 

care for pediatric patients  

 

Country/setting: Nevada, United States  

 

Intervention: one-hour educational intervention and 

printable resource for each participating nurse, 

including a reference card  

• Learners had the option of self-learning or 

attending a voluntary instructed online 

education session  

 

Data collection: pre and post intervention  

• Knowledge attitude and confidence 

• Participant evaluation of the intervention (5-

point Likert scale)  

 

Outcome 1: Knowledge of pediatric anxiety  

Outcome 2: Attitudes regarding one’s own 

knowledge  

Outcome 3: Confidence in treating pediatric patients 

with anxiety  

Outcome 4: Participant evaluation of intervention  

Outcome 1: Knowledge  

• statistically significant mean 

difference between pre-test and 

post-test knowledge score [t (29) 

= 6.6, p<0.001] 

Outcome 2: Attitude  

• statistically significant 

improvement in self-reported 

attitudes (p<0.001) was  

Outcome 3: Confidence 

• statistically significant 

improvement in confidence 

(p<0.001) was noted  

Outcome 4: participant evaluation 

• 30 of the 31 participants 

completed the survey with 90-

93% of participants agreeing or 

strongly agreeing that the 

intervention was clear, well 

structured, aided in their 

learning, helped improve 

confidence with caring for 

pediatric anxiety, and that the 

intervention was well presented.  

Strength of 

Design: Weak  

 

Quality: Medium  

 

Comments:  

• Convenience 

sampling  

• Ethical 

considerations 

discussed (e.g., 

ethics approval, 

informed 

consent, 

evaluation) 

• Validated tools  

• Assessment 

tool was short, 

and had only a 

few questions 

for each 

outcome 

• Did not specify 

amount of 

learners who 

attended the 

voluntary 

instructed 

session  
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Study/Design Methods Key Results Comments 

Authors: 

Razaghpoor 

et al., (2024)  

Design: 

Controlled 

before-after 

Purpose: 

compare 

effect of 

serious game 

and problem-

based 

learning on 

nursing 

student 

knowledge 

and clinical 

decision 

making for 

transfusion 

medicine in 

pediatric 

nursing  

N: 76 undergraduate nursing students  

 

Country/setting: Iran  

 

Groups:  

Intervention 1: Serious Game (quiz based) 

• Player takes role of staff nurse and answers 

multiple choice questions throughout scenario  

• Daily play for 2 weeks, and asked to read 

educational e-manual  

Intervention 2: problem-based learning  

• Two in person sessions (four hours total)  

• Educational content delivered through lecture, then 

small groups made and given scenario and 

problem-based intervention  

Control 

• Normal course based content  

 

Data collection:  

• Validated researcher made pre and post tool used 

to:  

• Collect demographic info  

• Assess knowledge  

• Higher score indicated better knowledge 

(score -100 to +100) 

• Clinical decision making  

• Higher score indicated better decision 

making (-33.33 to +100)  

 

Outcome 1: Knowledge growth  

Outcome 2: Clinical decision making  

Outcome 1: Knowledge growth  

• Knowledge for both 

interventions increased 

compared to control group 

(p<0.05) 

• Serious game had a pre and 

post-test mean score difference 

of 15.1 (8.7, 21.5), with 

t=4.91, and p<0.001  

• Problem based learning has a 

pre and post mean score 

difference of 6.6 (2.0, 11.0), t-

2.97, and p=0.006  

• Mean score difference between 

groups was significant 

(p<0.001) 

 

Outcome 2: Clinical decision 

making  

• Mean score difference between 

groups was significant 

(p<0.001) 

• Serious game had a pre and 

post-test mean score difference 

of 9.6 (2.2, 16.9, with t=2.69, 

and p=0.013 

• Problem based learning has a 

pre and post mean score 

difference of 16.7 (8.1, 25.6), 

with t=3.99, and p<0.001 

 

Strength of Design: 

Strong  

 

Quality: Medium  

 

Comments:  

• Convenience 

sampling  

• Noted ethics 

approval  

• ANOVA and 

Bonferroni tests 

used  

 



OR PEDIATRIC ORIENTATION DEVELOPMENT - TOMPKINS 

 

 

73 

 

Study/Design Methods Key Results Comments 

Authors: 

Tawfik et al., 

(2020) 

Design: 

Randomized 

Control Study  

Purpose: to 

evaluate the 

retention of 

knowledge 

between 

simulation 

and lecture-

based 

learning in 

medical 

students  

N: 72 third year medical students  

 

Country/setting: Saudi Arabia  

 

Groups: 60-minute sessions with 

same instructor and learning 

objectives  

Intervention: Simulation  

• Four different cases of bronchial 

asthma including intrinsic 

intermittent asthma, extrinsic 

mild asthma, extrinsic moderate 

asthma, and intrinsic severe 

asthma 

• Six students per group  

Control: Lecture  

• Power point presentation, with 

two multi-media videos  

 

Data collection: pre-, immediate 

post-intervention, and three months 

post intervention  

• Multiple choice knowledge 

assessment  

• Content clinical presentation, 

pathological changes, 

pathophysiology changes, 

etiology, etc.  

 

Outcome 1: Knowledge development 

Outcome 2: Feedback 

Outcome 1: Knowledge 

• Pretest  

• No difference between groups (p=0.3) 

(Simulation: 41.2 ± 10.7%; Lecture: 38.9 

± 7.2%) 

• Immediate post-test  

• Improvement within groups (Simulation 

p ≤ 0.001; lecture p=0.3), but simulation 

showed a greater improvement (not-

significant, p=0.4) (Simulation: 50.6 ± 

10.7%; Lecture: 45.3 ± 20%) 

• Three-month post-intervention  

• Scores higher than baseline, but no 

significant improvements (p=0.5) 

(Simulation: 48.9 ± 12.2%; Lecture: 46.5 

± 13.5%) 

 

Outcome 2: Feedback  

• General satisfaction scores higher in 

simulation (59.4% vs 23.3, p = 0.002)  

• Motivation for learning higher in simulation ()  

• Feeling comfortable with the method higher in 

simulation (59.4% vs 13%, p < 0.0001) 

• Understanding of subject taught in a short time 

higher in simulation (59.4% vs 20%, p = 

0.0007) 

• Better learning ability was higher in 

simulation (56.3% vs 13.3%, p = 0.001) 

Strength of Design: 

Strong  

 

Quality: Medium  

 

Comments:  

• Noted ethics approval  

• Participants were 

medical students vs. 

practicing nurses, 

query generalizability  

• Standardized 

instructor for both 

groups  
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Study/Design Methods Key Results Comments 

Authors: 

West et al. 

(2020) 

 

Design: 

Randomized 

Control Study 

 

Purpose: To 

determine if 

preoperative 

Child Life 

Preparation 

reduced 

anxiety prior 

to 

intravenous 

anesthesia 

induction 

N: 59, ages 3 to 10 years old, undergoing elective 

surgery  

 

Country/setting: Vancouver, Canada, British Columbia 

Children's Hospital  

  

Control Group: 31 children, standard practice with no 

Child Life Preparation program 

• Standard practice included topical anesthetic 

application (e.g., EMLA cream 5%), use of 

playroom preoperatively, parent accompaniment to 

the OR, and use of auditory and/or visual 

distraction techniques 

 

Intervention Group: 28 children, standard practice, and 

Child Life Preparation program 

• Adapted to the needs of the child and family  

• Included developmentally appropriate education 

(e.g., role play using dolls and medical equipment; 

coping and relaxation skills; and age-appropriate 

explanations about upcoming OR events) 

 

Data collection:  

Anxiety assessed at two time points using mYPAS-

Short Form:  

1) in the preoperative holding area  

2) in the OR prior to IV cannulation  

• mYPAS-SF is rated out of 100, with 100 

representing extremely high anxiety  

 

Outcome 1: Preoperative anxiety 

Outcome 1: Preoperative 

anxiety  

 

Control Group:  

Baseline mYPAS= 29.2 

[22.9-35.4] 

 

OR mYPAS= 35.4 [22.9-

54.2] 

 

Intervention Group:  

Baseline mYPAS= 29.2 

[22.0-43.8] 

 

OR mYPAS= 28.1 [22.9-

35.9] 

 

• CLP significantly reduced 

OR mYPAS scores by an 

average of 13.8 (p=0.005) 

• In 6 to 10-year-old 

participants CLP 

significantly reduced OR 

anxiety (p=0.015)  

• In 3 to 5-year-old patients 

CLP did not significantly 

reduce OR anxiety 

(p=0.124) 

 

Strength of Design: Strong  

 

Quality: Medium  

 

Key items to note:  

• Intervention group has 

more males than females 

with a ratio of 19:9 

• Confounding factors 

identified and accounted 

for 

• Retention rate of 84% 

related to rescheduling of 

surgeries and change of 

anesthesia  

• Unsure if playroom used 

for control group was 

same playroom used for 

CLP (query if the control 

group received part of the 

intervention) 
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Literature Summary Table for Qualitative Studies 

Legend: AORN: American Association of periOperative Registered Nurses; COREQ: Consolidated Criteria for Reporting Qualitative 

Research; PONT: Paediatric Perioperative Nursing Training; PNTP: Paediatric Nursing Training Program  

Study/Design Methods Key Results Comments 

Authors: 

Abebe et al. 

(2018) 

Design: 

Qualitative  

Purpose: To 

assess how 

nurses who 

recently 

completed the 

SickKids-

Ethiopia 

PONT 

applied their 

knowledge 

and skill to 

clinical 

practice  

N: Nine BSc level 

perioperative nurses 

(four males and five 

females) who 

completed the PONT 

program, aged 27 to 53 

years old.  

 

Country/setting: 

Ethiopia  

 

Data collection:  

• 25–37-minute 

semi-structured 

interviews using an 

interview guide by 

a hired interviewer 

• Interviews were 

transcribed and 

analyzed 

inductively using a 

systematic process 

of coding and 

theme 

development  

Theme 1: using and sharing new knowledge, skills and 

confidence gained from the PONT 

• All participants reported the PONT helped with 

new knowledge and skill development, and 

refreshed what they already knew  

• Training motivated them to correct bad practices 

(e.g., not using count sheets, or completing the 

surgical safety checklist) 

• Participants were able to arrange education for 

current staff, and orientations and demonstrations 

for new hires  

 

Theme 2: availability of appropriate perioperative in-

service training  

• Eight of the nine participants had never received 

any training prior to PONT; all training was from 

senior staff who had no formal training  

• Reported that training can motivate change, assist 

in improving patient well-being, and content is 

focused training can be easily retained  

 

Theme 3: sustainability of changes, both personal and 

programmatic  

• PONT improved confidence  

• Aided in the creation of change (e.g., instrument 

counting)  

Rating: Medium credibility  

 

Comments:  

• No statement locating 

the researcher culturally 

or theoretically  

• Details of PONT 

content not discussed, 

mention that it aligns 

with the AORN 

program  

• No mention of type of 

patient participants 

cared for (e.g., adult or 

pediatrics)  

• Results can be 

transferable related to 

the educational nature  

• Authenticity is evident 

based on the 

descriptions and 

narrative presentation 
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Study/Design Methods Key Results Comments 

Authors: 

Solheim & 

Flo (2023) 

Design: 

Qualitative  

Purpose: to 

describe 

nurses' 

experiences 

of simulation-

based 

learning  

N: 21 medical nurses attended the 

focus groups who participated in the 

simulation (24-64 years old, and 2-

25 years of nursing experience) 

 

Country/setting: Norway 

 

Intervention: two 10-to-15-minute 

emergency simulation scenarios 

(e.g., anaphylactic shock and 

hypoglycemia) with a computer-

driven mannequin  

• Each simulation session had a 

theoretical lesson associated 

lead by the nursing manager  

• Each simulation was followed 

up a 25-to-30-minute debrief  

 

Data collection:  

• 12-18 months after training 

nurses were asked about their 

thoughts on the simulation 

training via focus groups  

• The focus groups comprised of 

the same nurses who were in the 

simulation groups  

• A thematic guide was used for 

the interviews that was 

developed by the researchers 

with specific questions 

pertaining to the simulation  

• The COREQ was followed  

Theme 1: Simulation as rewarding learning 

method  

• Staff enthusiastic about the simulation 

• Thought it was exciting and a new way of 

thinking and learning for many  

• Positive and rewarding way to learn  

• Helped prepare them for the unexpected  

• Useful in practicing teamwork, and 

building trust  

 

Theme 2: Pedagogical factors that affected the 

simulation  

• Liked the small groups for simulation, 

simulation group was their peers,  

• Did not like that some had to observe, 

made those who did the simulation 

uncomfortable. However, some who 

observed saw benefit in watching others.  

• Some reported performance anxiety and 

feared being judged.  

 

Theme 3: Wanted to repeat simulation  

• All the participants expressed wanting 

more simulation training with difference 

scenarios  

• Some expressed wanting to repeat the 

study scenarios  

• The debrief was appreciated and helped 

learning  

Rating: High credibility  

 

Comments:  

• Description of 

program included.  

• Results can be 

transferable related 

to the educational 

nature.  

• Authenticity is 

evident based on 

the descriptions and 

narrative 

presentation.  

• Had detailed 

description of 

analysis  

• Ethics approval  

• Trustworthiness 

established through 

establishing 

credibility, 

dependability and 

transferability  
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Literature Summary Table for Non-Research Literature 

Legend: AORN: American Association of periOperative Registered Nurses; ASPAN=American Society of Peri-anesthesia Nurses  

Study/Purpose Appraisal Considerations Content Relevance  

Authors: Bräuer 

et al. (2024)  

 

Purpose: An 

overview of 

perioperative 

thermoregulation 

in children  

Publication Date: 2024  

 

Publication Source: Anasthesiologie und Intensivmedizin (article accessed in 

English) 

  

Work Cited:  

• Published Literature  

• Research literature  

• Non-research literature  

• Literature reviews  

 

Key Information:  

• Article highlights considerations for pediatric thermoregulation in the OR  

• Risk factors and causes of hypothermia  

• Preventative measures  

• Safety considerations for preventative measures  

Content Relevance: High  

 

Content covered in article 

pertains to potential content 

of educational recourse. 
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Study/Purpose Appraisal Considerations Content Relevance  

Authors: Dave 

(2019) 

 

Purpose: An 

overview of 

premedication 

and induction 

of anesthesia in 

pediatric 

patients  

Publication Date: 2019  

 

Publication Source: Indian Journal of Anesthesia  

 

Work Cited:  

• Published Literature  

• Research literature  

• Non-research literature  

• Literature reviews  

 

Key Information:  

• Article highlights key pediatric anesthesia consideration for induction  

• Premedication and route of administration  

• Non-pharmacological management of perioperative anxiety  

• Anesthesia induction  

• Pediatric anxiety  

Content Relevance: 

Moderate  

 

Content covered in article 

pertains to potential content 

of educational recourse. 
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Study/Purpose Appraisal Considerations Content Relevance  

Authors: Derig 

(2016) 

 

Purpose: To 

communicate 

an overview of 

perioperative 

care for 

pediatric 

patients  

Publication Date: 2016  

 

Publication Source: AORN 

 

Work Cited:  

• Government Agencies  

• Textbooks 

• ASPAN Competency Orientation for Registered Nurses  

• Published Literature  

• Case Studies  

• Recommendations and information articles  

 

Key Information:  

• Article highlights key pediatric knowledge perioperative nurses should know 

while caring for pediatric patients, including:  

• Development stages 

• Laryngospasms  

• Positioning  

• Thermoregulation  

• Airway differences  

• Fluid management  

Content Relevance: High  

 

Content covered in article 

pertains directly to 

Literature Review objective.  
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Study/Purpose Appraisal Considerations Content Relevance  

Authors: 

Mower (2015) 

 

Purpose: To 

communicate 

age-specific 

plans of care 

for the 

perioperative 

setting  

Publication Date: 2015 

 

Publication Source: AORN 

 

Work Cited:  

• Government agencies  

• Textbooks 

• Published Literature  

• Case studies  

• Non-research literature  

 

Key Information:  

• Age specific differences for perioperative care (i.e., neonate to adult) 

• Section on infants and children, and adolescents, covering topics such as:  

• Pain  

• Temperature regulation 

• Pulmonary function  

• Psychosocial  

Content Relevance: High  

 

Content covered in article 

pertains directly to 

Literature Review objective.  
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Study/Purpose Appraisal Considerations Content Relevance  

Authors: 

Nemeth et al. 

(2021) 

 

Purpose: To 

address 

anesthesia 

concerns 

related to 

pediatric 

hypothermia  

Publication Date: 2021 

 

Publication Source: International Journal of Environment Research and Public 

Health  

 

Work Cited:  

• Published Literature  

• Quality improvement projects  

• Case studies  

• Non-research literature  

 

Key Information:  

• Anesthesia concerns for the pediatric patient and perioperative hypothermia  

• Incidence  

• Development  

• Risk Factors  

• Adverse Events  

• Prevention  

Content Relevance: 

Moderate  

 

Content covered in article 

pertains to potential content 

of educational recourse.  
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Study/Purpose Appraisal Considerations Content Relevance  

Authors: 

Panella (2016) 

 

Purpose: Child 

Life 

perspective of 

preoperative 

care of the 

pediatric 

patient  

Publication Date: 2016 

 

Publication Source: AORN 

 

Work Cited:  

• Textbook 

• Published Literature  

• Quality improvement projects  

• Case studies  

• Non-research literature  

 

Key Information:  

• Developmental stages of pediatric patients and the unique preparation 

commonly required for surgical procedures  

Content Relevance: 

Moderate  

 

Content covered in article 

pertains to potential content 

of educational recourse.  
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Appendix C: Consultations and Environmental Scan Report 

London Health Sciences Centre (LHSC) Victoria Hospital in London, Ontario, serves as 

a trauma hospital for all ages in Southwestern Ontario. This facility's operating room (OR) 

completes elective and trauma procedures on pediatric (neonatal to adolescent) and adult 

patients. There is no dedicated or specialized nursing staff for either patient population. At this 

facility, I am the clinical educator responsible for ensuring that nursing staff are provided with 

education to provide safe and competent patient care. This includes orientating new nursing staff 

to the OR (e.g., new nursing graduates and experienced nurses) with or without prior OR 

experience. Additionally, many new nursing hires to the OR come with adult experience and 

minimal pediatric experience. Despite this identified lack of pediatric expertise, our current 

orientation does not include pediatric content, except for mentioning that they are a particular 

population with unique needs. Further, despite caring for pediatric patients for decades, there has 

never been a pediatric-focused education for new nursing hires in the OR at LHSC. This is a 

noteworthy oversight, and as the current clinical educator, I hope to change this with my Master 

of Nursing Science (MScN) practicum project. For this project, in partial fulfillment for my 

degree, I hope to develop a pediatric orientation resource for new nursing hires to the OR to 

provide them with the knowledge and skills to care for pediatric patients safely and competently.  

Before starting the consultations and environmental scan, I completed a literature review 

exploring the development of educational resources for new nursing hires in the OR. In the 

literature review, I identified vital perioperative considerations for pediatric patients (e.g., 

thermoregulation, procedural differences for induction, and family-centered care) and potential 

delivery modalities of the resource (e.g., lecture, simulation, independent learning, and multi-

modal). The literature review provided foundational knowledge that aided in the completion of 
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consultations with personnel from the LHSC OR and an environmental scan. I consulted with 

current OR nurses with varying OR experience levels, pediatric anesthesiologists and surgeons, 

OR managers, and the OR professional practice consultant. Through the consultations, I aimed to 

understand the current state of pediatric knowledge amongst nurses, which delivery modalities 

were preferred by nurses, and to determine any barriers or challenges new nurses to the OR 

experience when caring for pediatric patients noted by LHSC OR personnel. The environmental 

scan occurred simultaneously and involved consulting pediatric clinical educators (in units other 

than the OR) from LHSC and pediatric OR clinical educators nationwide. Through the 

environmental scan, I aimed to explore essential knowledge and skills for pediatric care and 

understand what other pediatric ORs are doing for their orientations. Additionally, I explored 

guidelines and resources from professional organizations, such as the American Association of 

periOperative Registered Nurses (AORN), Operating Room Nurses Association of Canada 

(ORNAC), Canadian Anesthesiologists' Society and American Society of Anesthesiologists, to 

gain insights into necessary content for the resource (e.g., thermoregulation, and anesthesia 

recommendations), and recommendations for education delivery for new nurses hired to the OR.  

In the following paper, I will present my findings from the consultations and 

environmental scan. These conclusions will be used in creating an OR pediatric orientation 

resource for new nursing hires.  

Methods 

 I completed consultations and an environmental scan to expand on the knowledge gained 

from the literature review. Specifically, I consulted with individuals affiliated with the LHSC OR 

and completed the environmental scan through communications with pediatric clinical educators 

at LHSC and pediatric OR clinical educators from across Canada. I also included a review of 
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resources from the AORN, ORNAC, Canadian Anesthesiologists' Society and American Society 

of Anesthesiologists in the environmental scan. Plans for both the consultations and 

environmental scan were developed with the assistance of my supervisor to determine the most 

effective collection methods (e.g., interview, survey, email) and to develop the data collection 

tools. In the next section, I will describe my methodology, objectives, and data analysis of the 

consultations and environmental scan findings.  

Consultation Plan 

 I consulted with members and affiliates of the LHSC OR who could provide insights into 

essential content and delivery modalities of the pediatric orientation resource and assist with 

resource development. I sent surveys to current OR nursing staff with varying levels of OR 

experience (e.g., six months or less experience, 6 to 12 months of experience, 1 to 2 years of 

experience, and more than two years of experience in the OR) and pediatric anesthesiologists and 

surgeons. Additionally, I interviewed the current OR managers and the OR professional practice 

consult to determine current knowledge gaps influencing pediatric care, get their 

recommendations on resource development, and obtain their general feedback regarding a 

pediatric orientation for the OR. When conducting the consultations, there were three outlined 

objectives:  

1. To determine what knowledge and skills novice nurses need to care for pediatric patients 

in the OR. This was completed through consulting OR nursing staff with different levels 

of experience (e.g., six months or less experience, 6 to 12 months of experience, 1 to 2 

years of experience, and more than two years of experience in the OR), OR managers, 

and pediatric anesthesiologists and surgeons.  
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2. To determine the fundamental pediatric content to include in the pediatric orientation 

resource for new nursing hires to the OR through either surveys or interviews with 

current OR nursing staff with different levels of experience, OR managers, a professional 

practice consultant, and pediatric anesthesiologists and surgeons.  

3. To determine the preferred delivery modality or combination of modalities for the 

pediatric orientation resource through either surveys or interviews with current OR 

nursing staff with different levels of experience, current OR managers, and a professional 

practice consultant.  

Current OR Nursing Staff 

 Current OR nursing staff with varying levels of OR experience (e.g., six months or less 

experience, 6 to 12 months of experience, 1 to 2 years of experience, and more than two years of 

experience in the OR) were asked to complete a voluntary survey asking for their opinions and 

experiences working with pediatric patients and their views of how new staff care for pediatric 

patients. The survey was created on Microsoft Forms and included branching, Likert Scale, 

select all, and short text questions. I had planned to present the survey at one of the unit's weekly 

in-services, but due to time constraints, this was not possible. Instead, I emailed the nursing staff 

a short description of the survey and provided a link to the survey. I also included the survey 

description and link in our weekly newsletter and posted a QR code where? that took the staff 

member to the survey when scanned. The email and survey sent to current OR nurses are in 

Appendices A and B. Approximately 120 nurses (registered nurses and registered practical 

nurses) are in the OR and I received 22 responses.  

Pediatric Anesthesiologists and Surgeons  

 Nursing, anesthesia, and surgery work closely in the OR to ensure patients are safely 
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cared for. Due to this and the expertise in pediatric care within the OR, pediatric 

anesthesiologists and surgeons have unique insights into what they consider fundamental skills 

and competencies for OR nurses who assist them in providing patient care. Through an email 

containing a description of the project, I sent a Microsoft Forms survey link to the pediatric 

anesthesiologists and surgeons at LHSC. The survey included branching, Likert Scale, select all, 

and short text questions. The email and survey sent to pediatric anesthesiologists and surgeons 

can be found in Appendices C and D. I emailed the survey to 25 pediatric anesthesiologists and 

surgeons and received seven responses.  

I used a Microsoft Excel spreadsheet to organize and analyze data and content analysis 

methodologies by Elo & Kyngäs (2008) to analyze the data. I organized the data into categories 

and subcategories to better visualize and understand the data.  

OR Managers 

 The OR managers are crucial for staff education as they are acutely aware of safety 

incidents and gaps in staff knowledge and skills through adverse event reports, word of mouth, 

and unit metrics. I met with the two OR managers in person for a 30-minute semi-structured 

interview to gain insights based on their experiences that will benefit the development of the 

pediatric orientation resource. The email and semi-structured interview questions can be found in 

Appendix E.  

Professional Practice Consultant 

 At LHSC, all units have a professional practice consultant who ensures staff practice 

safely and competently and is available for any practice-related concerns and questions. I 

consulted the professional practice consultant for the OR for assistance with content, resource 

development, and organizational guidelines and recommendations for orientation development. I 
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met with them via Microsoft Teams for a 30-minute semi-structured interview. Appendix F 

includes a copy of the email and questions sent to the professional practice consultant.  

Data Management and Analysis  

I exported survey data into a Microsoft Excel spreadsheet for easy viewing and analysis, 

and I transcribed the notes from semi-structured interviews into a Microsoft Word document. I 

analyzed quantitative data from the surveys using descriptive statistics, whereas I analyzed 

qualitative data from the surveys and semi-structured interviews using methodologies laid out by 

Elo & Kyngäs (2008) for inductive content analysis. I created categories within the data which I 

further categorized to determine larger groups/categories/ideas/patterns to assist with 

understanding the information. 

 As mentioned, I concurrently completed an environmental scan. In the next sections, I 

will highlight its purpose, objectives, and methodologies.    

Environmental Scan 

 The intent of the environmental scan was to gather information from individuals and 

written sources internal and external to my organization but outside of my direct unit (Charlton 

et al., 2021). I contacted pediatric clinical educators at LHSC and OR pediatric clinical educators 

from across Canada and sent pre-created questions regarding their new hire unit orientations, 

barriers and challenges noted in new hire orientations, and delivery of their orientations. The 

objectives of the environmental scan were:  

1. To determine the fundamental pediatric content needed in the orientation resource 

through consulting pediatric clinical educators within LHSC and across Canada, as well 

as by accessing guidelines and resources published by the American Association of 

periOperative Registered Nurses (AORN), Operating Room Nurses Association of 
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Canada (ORNAC), Canadian Anesthesiologists' Society and American Society of 

Anesthesiologists.  

2. To determine the most effective delivery modality or combination of modalities for the 

orientation resource based on recommendations from pediatric clinical educators within 

LHSC and across Canada and the guidelines and resources from AORN, ORNAC, 

Canadian Anesthesiologists' Society, and American Society of Anesthesiologists.  

3. To identify developed guidelines and resources that can be used in creating the pediatric 

orientation resource through consultations with pediatric clinical educators at LHSC and 

across Canada.  

In the following sections, I will discuss the different resources reviewed and the individuals I 

consulted to complete the environmental scan.  

LHSC Pediatric Clinical Educators  

 LHSC has numerous pediatric clinical educators who work in neonatal, inpatient, 

outpatient, critical care, and perioperative care. These clinical educators are experts in their 

respective areas and have the knowledge and resources to assist in developing a pediatric 

orientation resource for new nurses to the OR. I emailed these clinical educators about the 

project and my questions about pediatric education within their areas. I gave the option of setting 

up a Microsoft Teams or in-person semi-structured interview or answering the questions via 

email. I received two responses, one from the neonatal intensive care unit (NICU) and one from 

perioperative care. I had a 60-minute semi-structured interview over Microsoft Teams with the 

clinical educators from NICU and a 60-minute in-person semi-structured interview with the 

pediatric educator from perioperative care. The email and questions I sent to the LHSC clinical 

educators can be found in Appendix G.   
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Canadian OR Pediatric Clinical Educators 

 I am part of a Canada-wide OR clinical educator group that includes adult and pediatric 

hospitals, with hospitals ranging from community hospitals to trauma hospitals. A central 

component of this group is asking practice, policy, and education-related questions to our peers. I 

emailed the group asking for assistance from those caring for pediatric patients regarding 

orientation education for new OR nursing hires. The email described the project, asked some 

questions about the content and delivery of their education, and asked what resources they used 

to help with development. Appendix H contains the email and semi-structured interview 

questions I sent these clinical educators. I received four responses to the email. Some responses 

were very detailed, whereas others were vague or only answered specific questions.  

Practice Standards and Guidelines 

 The resources utilized for the environmental scan were:  

• 2023 edition of the AORN Guidelines for Perioperative Practice 

• 2023 ORNAC Standards, Guidelines, and Position Statements for Perioperative 

Registered Nurses 

• 2022 American Society of Anesthesiologists practice guidelines for management of the 

difficult airway,  

• Statement on American Society of Anesthesiologists physical status classification system  

• Statement on practice recommendations for pediatric anesthesia from the American 

Society of Anesthesiologists  

• 2023 American Society of Anesthesiologists practice guidelines for preoperative fasting 

• Canadian Anesthesiologists' Society guidelines for? the practice of anesthesia 

All resources from the American Society of Anesthesiologists and the Canadian 
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Anesthesiologists' Society were free to access online through the organizations’ websites. The 

AORN guidelines and ORNAC standards are purchased resources that I accessed through 

permissions from LHSC OR management.  

  I initially thought these resources would be essential for developing the pediatric 

orientation resource due to their relevancy and impact on current policies and procedures within 

the OR. To complete the resource assessment, I read each guideline and standard and noted any 

content related to pediatric patient care in the OR. The AORN and American Society of 

Anesthesiologists guidelines provided a great basis for pediatric recommendations as this 

population were mentioned in the guidelines. The other resources and guidelines did not, or 

minimally mentioned pediatric patients, and were therefore not as impactful with the 

development of the pediatric orientation resource. 

Data Management and Analysis  

Information from email replies and the practice standards and guidelines were copied into 

a Microsoft Excel spreadsheet. I transcribed my notes from the semi-structured interviews in a 

Microsoft Word document and later copied it into a Microsoft Excel spreadsheet so all data 

would be together. I analyzed all interview data via inductive content analysis following the 

methodologies by Elo & Kyngäs (2008). To better understand the data, I categorized information 

into common categories (e.g., content, delivery) and subcategories based on the questions asked 

in the survey and the responses received.  

Ethics 

 Ethics approval from MUN was not required as this project falls under number three of 

MUN’s Health Research Ethics Authority (HREA) Screening Tool (Appendix A) as the project 

is for quality improvement with no research component. Due to being a quality improvement 
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project with no research component, no ethics approval was necessary from LHSC. My only 

requirement from LHSC was to obtain approval from the unit managers and director. I have 

received approval from these individuals, and they have no issues with the project being 

completed on the unit. 

Consultations  

 All information gathered from the surveys and semi-structured interviews was given 

voluntarily, and consent was implied based on participation. All data obtained from the 

consultations was de-identified, and no personal information was asked of any participants (e.g., 

in the survey). Information from nursing and pediatric physicians will be presented in the 

following sections as group data (e.g., from current OR nursing staff). Information from OR 

managers and the professional practice consultant will be identified by role with no personal 

information.  

Environmental Scan  

 All information gathered from the Clinical Educators was confidential and given 

voluntarily. Responding to my email implied consent to participate. The data collected is stored 

on my password-protected computer in a file dedicated to this project to prevent the accidental 

release of raw data. Information from the individuals will be presented in the next section as 

grouped data, i.e., “from OR Clinical Educators across Canada,” rather than presented 

individually.   

Consultation Results 

 The consultations provided great insights into the perspectives of current OR nursing 

staff, pediatric anesthesiologists and surgeons, OR managers, and the professional practice 

consultant. The information from these consultations further supported the literature review 
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findings and provided additional items to consider. The survey response rates were low, with 22 

of 140 current OR nurses (15%) and 7 of 20 (35%) pediatric anesthesiologists and surgeons 

completing the survey. These results are surprising as it was found in a meta-analysis that with 

the increase in popularity, intranet online surveys used in published research have an average 

response rate of 44.1% (Wu et al., 2022). Additionally, I thought the response rate would be 

higher as current OR nurses and physicians repeatedly report the need for more education for 

new OR nurses and are opinionated on how it should be developed. However, the surveys were 

distributed during July, corresponding with many summer vacations, which may account for a 

portion of those who did not respond. Despite this, I received enough responses with substantive 

data providing an appropriate foundation for the orientation resource.  

Nursing Experience  

Of the nurses who responded, four had less than two years of OR experience (two 6-

months or less, one 6-to-12 months, and one 1-to-2 years of experience); the other nurses had 

greater than 2 years of OR experience with 36% (8 of 22) having 5-to-10 years of experience and 

27.3% (6 of 22) having greater than 15. Prior pediatric experience was low, with only four nurses 

reporting prior pediatric experience (one with less than 2 years of OR experience and three with 

greater than 2 years of OR experience). Two of those with prior pediatric experience had 2-to-5 

years of experience with pediatric patients, whereas the other two nurses had 6 months or less of 

pediatric experience.  

Current Orientation and Readiness  

LHSC’s current OR Orientation combines in-class lectures and precepted shifts. If the 

new nursing hire does not have prior OR experience, they also enroll in an OR course that covers 

the basics of being an OR nurse. There is currently minimal content for pediatric patients, and 
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the primary way they receive pediatric knowledge and experience is through their precepted 

shifts.  

Those with less than 2 years of OR experience reported mixed feelings about how the in-

class OR orientation prepared them for pediatric patients. Of the four respondents, they each 

chose a different component of the Likert Scale when asked if the in-class orientation prepared 

them for practice with pediatric patients; one chose each of agree, neither agree nor disagree, 

disagree, and strongly disagree. This changed when asked how the precepted shifts prepared 

them for pediatric practice, with three respondents agreeing and one strongly disagreeing. The 

difference could be the surgical service new OR nurses are placed into for orientation. Not all 

surgical services have pediatric patients, and pediatric experience is not an intentional 

component of our current orientation.  

The experienced nurses (those with over 2 years of OR experience) were asked if they 

felt new nursing hires to the OR were prepared well in orientation to care for pediatric patients. 

Of the 18 nurses, 12 disagreed with the statement, and one strongly disagreed; this amounts to 

72.2% of the experienced nurses; two nurses agreed with the statement, and two neither agreed 

nor disagreed. Pediatric anesthesiologists and surgeons were asked a similar question: “I feel 

confident that VH-OR nurses have the competency to care for pediatric patients. Of the seven 

respondents, six agreed with this statement, and 1strongly agreed. The difference in opinions 

here may be related to how closely the nurses work together in the room, and that the 

experienced nurses are precepting new nursing hires regularly and are acutely aware of the 

knowledge gaps of new nursing hires.  
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Gaps in Knowledge and Skills 

 There were many identified knowledge gaps for new nursing hires to the OR. In the 

surveys, examples of crucial nursing knowledge regarding pediatric patients were provided based 

on findings from the literature review. The areas that were identified with the most extensive 

knowledge gaps were developmental stages and age-specific care (highlighted by all physicians, 

nursing (18 of 22), OR managers and professional practice consultant), procedural differences 

for inductions and anesthesia complications (highlighted by 6 of 7 physicians, 19 of 22 nurses, 

OR managers and professional practice consultant), and anatomical differences and vital signs 

(highlighted by 2 of 7 physicians, 17 or 22 nursing staff and the professional practice consultant). 

Some of those who participated in the surveys or interviews further elaborated on these topics. 

They stated that new nurses lack experience interacting with pediatric patients (e.g., how to talk 

to them and hold infants), gaining trust, and forming relationships with pediatric patients. They 

also lack basic assessment skills for pediatric patients. Due to this experience, it is thought that 

new nurses are unable to recognize when a patient is deteriorating and how to help. Those who 

participated also identified additional knowledge gaps, such as how to prepare the OR 

environment for pediatric patients (e.g., warming the room), specialized equipment for airways 

and vitals monitoring, pediatric surgical instrumentation (e.g., choosing instrumentation based on 

size of patient and special surgical equipment for pediatric patient), and the attention to detail to 

ensure we maintain skin integrity (e.g., choosing the proper surgical skin prep, use of surgical 

tape, and location of electrical surgical grounding pad).  

Essential Resource Content 

 All consulted personnel were asked about essential content for the pediatric orientation 

resource. Utilizing content analysis methodologies laid out by Elo & Kyngäs (2008), I identified 
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categories and subcategories. These included growth and development (including developmental 

stages, age-specific care, and how to talk to pediatric patients), thermoregulation (including 

techniques to warm pediatric patients at different developmental stages, and risks and 

consequences of hypothermia), family-centered care (including parental presence for induction, 

incorporating Child Life Specialists in care or adapting their techniques to assist in reducing 

stress in patients and families, and how to speak to families and include them in the care of the 

pediatric patient), assisting anesthesia (including the difference in pediatric airways, inductions, 

emergency management, and equipment), and understanding of pediatric surgical equipment 

(including selecting the size of instrumentation based on the pediatric patient, and specialized 

surgical equipment).  

Resource Delivery Modality 

 Only nurses were asked about preferred delivery modality due to the resource being 

developed for nurses. There was a resounding preference for multi-modal delivery (e.g., lecture 

paired with simulation), with 20 of 22 nurses indicating it as an effective way for them to learn. 

Simulation-based learning was also preferred by 13 of 22 nurses, suggesting that it was an 

effective learning modality. Two nurses also indicated that hands-on patient care experience, 

such as assigned precepted shifts with pediatric patients, would be beneficial.  

Barriers and Challenges  

 Consulted individuals identified many barriers and challenges with OR nurses when 

caring for pediatric patients. The main barrier was a lack of knowledge or experience with 

pediatric care. Within this, subcategories were identified, such as lack of knowledge on 

interacting with pediatric patients, assisting anesthesia, providing family-centered care, and 

identifying and selecting pediatric equipment.  
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The most common barrier or challenge identified was a lack of knowledge about 

interacting with pediatric patients. It was noted that new nurses lack the personal experience and 

knowledge to develop therapeutic relationships with pediatric patients. They are unaware of how 

to speak to pediatric patients (specifically infants, toddlers, and preschool-aged children) when to 

include the pediatric patient in assessments, and unsure of how to carry or transport the patient to 

the OR (e.g., carry, toy car, walk, crib or stretcher). Further, it was stated that new nurses to the 

OR are unable to effectively manage and soothe pediatric patients who are experiencing 

preoperative anxiety. Related to this category was the identified lack of knowledge that new 

nurses to the OR (especially those without prior pediatric experience) have regarding the 

developmental stages of pediatric patients, and the necessary age-specific care requirements. 

Many new nurses to the OR are young adults with minimal personal experience with children. 

Further, it was mentioned by one individual that pediatric care was not a required component of 

their nursing education; I cannot verify what nursing program this individual attended, but this is 

noteworthy as the pediatric orientation resource may have to start with the basics of pediatric 

care (e.g., vital signs). As the resource is implemented and continually refined what is being 

taught in nursing schools may need to be considered to ensure that new nursing hires to the OR 

have a fundamental understanding of pediatric care and assessment.  

Another prominent theme from the data was the knowledge and skill to assist anesthesia 

effectively. Some subcategories included a lack of knowledge to identify emergencies (e.g., 

laryngospasms), pediatric deterioration, and treating pediatric patients like adult patients (e.g., 

with equipment and their patient-nurse interactions).  

The last two identified barriers and challenges were a lack of family-centered care and 

pediatric equipment knowledge. The difficulties identified with family-centered care were a lack 
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of awareness of parental presence for induction and the inability to incorporate or speak to 

families accompanying pediatric patients. Lack of knowledge of pediatric equipment was also 

identified, specifically when it came to specialized equipment (e.g., tape oximeter compared to 

clip oximeter or laparoscopic equipment) or awareness of the pediatric patient size (e.g., 

choosing the correct size of retractor or needle drivers).  

The consultations have yielded valuable information that can be directly applied to the 

creation of the pediatric orientation resource for new nursing hires to the OR at LHSC. To 

supplement this information, I completed an environmental scan, and the results are presented in 

the next section.  

Environmental Scan Results 

 The personnel consulted, and resources explored for the environmental scan provided 

significant information for developing the OR pediatric orientation resource. I had three LHSC 

pediatric clinical educators respond, two from NICU and one from perioperative care, and five 

pediatric OR clinical educators respond from across the country (Ontario, PEI, Manitoba, and 

British Columbia). Some of the resources reviewed did not provide a large variety of information 

or detailed information. The standards from ORNAC and the Canadian Anesthesiologists’ 

Society provided vague recommendations, such as ensuring staff are adequately trained and 

having appropriately sized equipment for pediatric patients (Dobson et al., 2024; ORNAC, 

2023). However, the guidelines from AORN had an immense amount of helpful and research-

based recommendations, as well as the American Society of Anesthesiologists that had published 

guidelines on difficult airway management and fasting guidelines (Apfelbaum et al., 2022; 

AORN, 2023; Committee on Economics, 2020; Committee on Pediatric Anesthesia, 2021; Joshi 

et al., 2023).  
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 Utilizing Elo and Kyngäs’ (2008) content analysis methodology, I determined categories 

and subcategories within the environmental scan data. These categories were based on the 

questions asked during the semi-structured interviews and email and included essential 

knowledge, delivery modality, and barriers and challenges. A few subcategories were identified 

from the essential knowledge and skills category that will be discussed, including individualized 

patient care and anesthesia care for pediatric patients. I will present this information in the 

following section.  

Essential Knowledge and Skill  

 All the guidelines and all but one personnel involved in the environmental scan (e.g., 

ORNAC, AORN, American Society of Anesthesiologists and the Canadian Anesthesiologists’ 

Society) emphasized the need for proper pediatric education to ensure competency (Apfelbaum 

et al., 2022; AORN, 2023; Committee on Pediatric Anesthesia, 2021; Dobson et al., 2024; Joshi 

et al., 2023; ORNAC, 2023). Unfortunately, the guidelines did not specify what content was 

essential for pediatric education before independent practice in the OR, but they did provide 

practice recommendations that can be used to determine essential education. From the clinical 

educator groups, one OR pediatric clinical educator mentioned that they currently do not offer 

any formal orientation besides preceptor shifts. However, they noted that education is important 

to ensure safe patient care and that they would re-evaluate their orientation to determine if it was 

necessary. The remaining clinical educators (at LHSC and across Canada) all felt that proper 

education before precepted shifts was essential.  

 Recommended essential pediatric topics from the clinical educators were similar, 

including developmental stages and age-specific care, assessments (e.g., vital signs, pain, neuro), 

thermoregulation, physiological differences between pediatric and adult patients, skin integrity 



OR PEDIATRIC ORIENTATION DEVELOPMENT - TOMPKINS 

 

 

100 

(e.g., skin development, pressure injury prevention, and positioning), emergency management 

and assisting anesthesia. To build on the necessary content the NICU educators emphasized the 

importance of educating nurses about the difference between neonates and the rest of the 

children population. The main differences emphasized were the immature skin development and 

the negative impact improper skin prep selection and surgical dressing and tape can have, as well 

as changes and differences in vital sign values depending on the gestational age of the patient. 

These are important considerations when developing this resource that I would not have 

considered without their guidance. The guidelines emphasized assisting anesthesia, emergency 

airway management, individualized care, thermoregulation, surgical skin prep selection, pressure 

injury prevention, and fasting guidelines for pediatric patients.  

Individualized Patient Care  

 Adapting nursing care to the patient can be incredibly impactful (AORN, 2023). AORN 

(2023) recommends individualizing patient care for pediatric patients to assist in reducing 

preoperative anxiety and creating therapeutic relationships. The pediatric clinical educators at 

LHSC and across Canada further emphasize this. The clinical educators all identified knowledge 

of the pediatric developmental stages and age-specific care as essential content for the 

orientation resource. With this knowledge, new OR nurses can improve their communication 

with the pediatric patient, tailor their assessments to the patient, and create a more holistic 

therapeutic relationship.  

Anesthesia Care for Pediatric Patients   

 Assisting anesthesia during the perioperative period is essential for all OR nurses, 

regardless of patient age. However, there are many differences between adults and pediatric 

patients regarding anesthesia care, including induction procedures, emergencies, and airway 
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anatomy. As an OR nurse, it is essential that one is aware of the differences and understands how 

to assist anesthesia with routine care, difficult airways, and in emergency situations. All but one 

OR pediatric clinical educator indicated that knowledge of anesthesia care for pediatric patients 

was essential to the OR nurse’s practice due to the process being different from adults. Further, 

ORNAC states that OR nurses need to be aware of the anesthesia plan of care to provide safe and 

competent patient care (ORNAC, 2023). This is partially done by having the foundational 

knowledge and skills to assist anesthesia.  

To assist with providing new OR nursing staff with this knowledge, many clinical 

educators shared their current orientations with me, and there are resources online that can be 

accessed (some of which were included in the previously completed literature review), one of 

which is from the American Society of Anesthesiologists. The American Society of 

Anesthesiologists has a detailed guideline for anesthesiologists to manage difficult airways, 

including pediatric patients, which can be used as a reference for the pediatric orientation 

resource (Apfelbaum et al., 2022).  

 With essential knowledge and skills identified for the pediatric orientation resource, in 

the next section I will focus on delivery modalities of other pediatric orientations.  

Resource Delivery Modality  

There was no mention of recommended delivery modalities of orientations in the chosen 

guidelines; however, the clinical educators provided many insights into how they currently 

facilitate their orientations. The most common delivery modality was multi-modal, primarily 

lecture paired with simulation (e.g., in a simulation lab or hands-on experience with the 

equipment). In contrast, another clinical educator provided their staff with an independent 

learning booklet, lecture, and a shadow shift with a Child Life Specialist before the new staff 
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precepted shifts. Clinical educators emphasized providing multiple delivery methods to appeal to 

different learning styles and provide some hands-on experience with equipment and techniques 

prior to patient care.  

Two clinical educators mentioned that they utilize a tiered orientation, which allows new 

hires to gain comfort in caring for less acute or adult patients before caring for more acute or 

pediatric patients. One clinical educator divides their orientation into two sessions, adult and 

pediatric, and has staff complete in-class orientation and precepted shifts with adult patients 

approximately 1 month before completing pediatric in-class orientation and precepted shifts. 

They have found this tiered orientation effective as it allows new staff to gain comfort with the 

unit and adult patients before caring for pediatric patients and the complexities and 

unpredictability that can come with this unique population.  

Barrier and Challenges  

 The clinical educators provided many insights into the barriers and challenges 

experienced by new nursing hires when caring for pediatric patients. Some common barriers and 

challenges identified include lack of exposure to pediatric patients, fear, being uncomfortable 

with having someone always watching you provide care (e.g., parents or caregiver), knowledge 

gaps and minimal prior nursing experience, not following policy, adapting to different workflows 

with pediatric patients compared with adults, and not understanding family-centered care (e.g., 

including parents in child’s care). These barriers can be challenging to overcome with little or no 

education on pediatric patients before providing care.  

 To support new nursing hires, the clinical educators provided comprehensive pediatric 

education/orientation, plenty of precepted shifts with pediatric patients, shadow shifts with Child 

Life Specialists, and ongoing support from the clinical educator, management, and charge nurses. 
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Additionally, continuing education and skill refreshers were found to help ensure staff maintain 

competency in pediatric care.  

 The main categories of essential knowledge and skills, delivery modality, and barriers 

and challenges were consistent in the environmental scan and consultations. In the following 

section, I will synthesize the consultations and environmental scan findings.  

Synthesis of Findings 

The information acquired from the environmental scan and the consultations provide a 

strong foundation for developing the pediatric orientation resource for new nursing hires to the 

OR.  

Through the consultations, I identified that the current OR orientation lacks pediatric 

content, and experienced nurses are noticing the deficit in knowledge and skills amongst new 

hires. Although pediatric physicians do feel confident in the competency of the OR nurses to care 

for pediatric patients, they did note that there were challenges and gaps in new nurses' 

knowledge that may impact care.  

Gaps in Knowledge and Skills and Essential Content  

 The consultations provided great insights into the knowledge and skills gaps of current 

OR nurses. These gaps included knowledge of pediatric developmental stages and age-specific 

care, physiological and anatomical differences between adult and pediatric patients (including 

vital signs), specialized pediatric anesthesia and surgical equipment, and anesthesia procedures 

for pediatric patients. This is reinforced in the findings from the environmental scan. Essential 

content for the pediatric orientation resource identified in the environmental scan includes 

knowledge of pediatric developmental stages and age-specific care (including individualized 

care), family-centered care, ability to assist anesthesia, skin integrity (e.g., surgical prep 
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selection, pressure injury prevention, and positioning), thermoregulation, emergency 

management, and understanding of surgical equipment.  

 The essential content emphasized in the consultations and environmental scan aligns with 

what was found in the literature review (Derig, 2016; Mower, 2015; Panella, 2016). This is 

partially because some of the survey and interview questions are based on the literature review 

findings. Still, some of the essential content suggested by individuals had no example prompts 

(e.g., in the environmental scan). This alignment of findings between the literature review, 

consultations, and environmental scan adds robustness to the foundation for the orientation 

resource.  

Resource Delivery Modality  

 In both the consultations and environmental scan, the preferred delivery modality was 

multi-modal (e.g., lecture and simulation, independent learning paired with shadow shifts and 

lecture). This delivery modality was preferred as it presented similar information multiple times 

in different ways, appealed to various learning styles, and when combined with hands-on 

opportunities (e.g., simulation), it was beneficial in solidifying taught knowledge (Crowe et al., 

2018; Mohammed et al., 2021). The literature reflects this preference not only from learner 

preference but also due to the increased knowledge gain, nursing competency, and quality of 

nursing care noted compared to other learning modalities (Crowe et al., 2018; Mohammed et al., 

2021). Multi-modal delivery is also supported by Knowles’ Adult Learning Theory in that adults 

learn best in a collaborative and respectful environment where they can put the teachings into 

practice (Collins, 2004; Teaching Excellence in Adult Learning [TEAL] Centre, 2011). Multi-

modal resource delivery will allow this to occur using simulation and gamification, in addition to 

lectures or a self-directed learning package (Collins, 2004; TEAL Centre, 2011).  
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 Two clinical educators utilized a tiered orientation, progressively building on knowledge 

and skills. Although I can see the benefit of this orientation style, I am unsure how to implement 

this in the LHSC OR. Many surgical services in the OR provide care for adult and pediatric 

patients, and the OR is currently structured in such a way that we do not have separate staff for 

either patient population. One way I may be able to incorporate this premise is through separate 

adult and pediatric orientation days, but still keeping the orientation days at the beginning of the 

nurse's orientation. Separating the content may assist the new hire in understanding that there are 

two separate patient populations with unique considerations.  

Barriers and Challenges  

 Numerous identified barriers and challenges were rooted in a lack of knowledge, skill, 

and experience with pediatric patients. Many nurses who come to the OR do not have prior 

pediatric nursing experience and, without provided education, are not given the knowledge and 

skill to provide competent care for these patients. One of the most prominent identified 

challenges is that new pediatric nurses do not know how to talk to or interact with pediatric 

patients and, therefore, have difficulty completing assessments, making care decisions (e.g., how 

to transport the patient to the OR), and forming positive therapeutic relationships that could help 

ease preoperative anxiety. The main barrier with this is that new nursing hires do not understand 

the different developmental stages and age-specific care necessary for pediatric patients, which is 

evident in their interactions. Other identified barriers included a lack of assessment skills (e.g., 

vital signs, pain), understanding of pediatric emergencies, and family-centered care. Hopefully, 

by including these topics in the pediatric orientation resource, I can help new nurses hired to the 

OR overcome these barriers and challenges.  
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Conclusion 

 Using consultations and an environmental scan, I determined that there were identified 

knowledge and skill gaps in current OR nurses regarding pediatric patients in the OR. Thus, 

there is a need for a pediatric-specific OR orientation. During the consultations, I gained insights 

from key personnel regarding essential content to include in the pediatric orientation resource for 

new nurses hired to the OR, the best delivery modality, and barriers and challenges for nurses 

when working with pediatric patients. The environmental scan reinforced this information, where 

I consulted other pediatric clinical educators at LHSC and pediatric OR clinical educators from 

across the country. The environmental scan also gave me insights into what other units within 

LHSC and ORs across Canada are doing for their orientations; I can use this information and 

modify it to fit the needs of the LHSC OR. The one barrier to the consultations and 

environmental scan was the lack of responses to surveys and emails. Although the information 

gathered was noteworthy and helped tremendously in providing a foundation for developing the 

pediatric orientation resource, it is possible that more responses would have provided contrasting 

inputs or stronger arguments for content inclusion. Despite this, I was able to identify 

categories/themes within the data, such as knowledge gaps, essential pediatric knowledge, 

essential resource content, resource delivery modality and barriers and challenges. Within these 

categories, I identified subcategories such as individualized care and anesthesia care. The 

information gathered through the consultations and environmental scan, coupled with findings 

from the literature review, will provide foundational knowledge to develop an impactful 

pediatric orientation resource for new nursing hires to the LHSC OR that provides staff with the 

knowledge and skills necessary to provide safe and competent care to pediatric patients.  
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Appendix A  

Sample Email to Current OR Nursing Staff  

To whom it may concern:  

I am completing a practicum project as part of my Master of Science in Nursing (MScN) 

at Memorial University. For my project, I am developing a pediatric orientation resource for new 

OR nurses to assist with increasing the competency, skill, and patient care of our pediatric 

patients. To aid in creating this resource, I have completed a literature review and am in the 

process of completing consultations with key stakeholders and experts, along with an 

environmental scan to identify essential content to include, ideal delivery modality, and 

established resources.  

If you have a moment, I was wondering if you would be willing to complete the linked 

survey below. All information provided will be de-identified in the final report for the project 

and will be used to assist in developing the pediatric orientation recourse for new nurses hired to 

the OR.  

Linked Survey  

Thank you for your time, and I look forward to your response. 

Sincerely,  

Rebecca Tompkins  

MScN Student  

Memorial University  

rprtompkins@mun.ca 
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Appendix B 

Survey Questions for Current OR Nursing Staff 

 The following questions will be in a Microsoft Form Survey and provided to current OR 

nursing staff. The survey will have a branching style question at the beginning to determine the 

individual's level of experience.  

Branching question:  

1. How much of OR nursing experience do you have?  

a. 6 months or less → if chosen will bring the individual to the novice nurse survey  

b. 6 to 12 months → if chosen will bring the individual to the novice nurse survey 

c. 1 to 2 years → if chosen will bring the individual to the novice nurse survey 

d. 2 to 5 years → if chosen will bring the individual to the experienced nurse survey 

e. 5 to 10 years → if chosen will bring the individual to the experienced nurse 

survey 

f. 10-15 years → if chosen will bring the individual to the experienced nurse survey 

g. Greater than 15 years → if chosen will bring the individual to the experienced 

nurse survey  

 

For novice nurses (<2 years of experience)  

1. How long have you been practicing as a nurse:  

a. 6 months or less  

b. 6 to 12 months  

c. 1 to 2 years  

d. 2 to 5 years  

e. 5 to 10 years  

f. 10-15 years  

g. Greater than 15 years  

 

2. Before coming to the OR, did you have any pediatric nursing experience?  

a. Yes → Will proceed to question 3  

b. No → Will proceed to question 4  

 

3. How long did you care with pediatric patients?  

a. 6 months or less  

b. 6 to 12 months  

c. 1 to 2 years  

d. 2 to 5 years  

e. 5 to 10 years  

f. 10-15 years  

g. Greater than 15 years  
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4. The knowledge provided during OR orientation was sufficient to prepare me to care for 

pediatric patients.  

a. Strongly Agree 

b. Agree 

c. Neither Agree or Disagree  

d. Disagree  

e. Strongly Disagree  

 

2. I felt prepared to care for pediatric patients after my initial OR orientation.  

a. Strongly Agree 

b. Agree 

c. Neither Agree or Disagree  

d. Disagree  

e. Strongly Disagree  

 

3. The following pediatric content would be beneficial for new nursing hires to the OR 

(select all that apply):  

a. Development stages and age-specific care  

b. Family-Centered Care  

c. Anatomical Differences and Vital Signs  

d. Procedural Differences for Induction and Complications  

e. Thermoregulation  

f. Other (Please specify)  

 

4. The following are knowledge gaps for new staff when caring for pediatric patients (select 

all that apply): 

a. Development stages and age-specific care  

b. Family-centered Care  

c. Anatomical Differences and Vital Signs  

d. Procedural Differences for Induction and Complications  

e. Thermoregulation 

f. Other (Please specify)  

 

5. The following delivery modalities would be beneficial in my learning of pediatric care 

for the OR:  

a. Lecture  

b. Independent Learning (e.g., self-directed, manual, online resource)  

c. Simulation  

d. Game-Based Learning  

e. Multi-modal (e.g., lecture combined with simulation)  

f. Other (Please specify)  

 

6. What common barriers or challenges do you see with OR nurses when interacting and 

caring for pediatric patients? (short answer) 
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7. Please use the section below to communicate any other feedback or thoughts about 

pediatric education for new nursing hires to the OR. (short answer) 

 

For experienced nurses (>2 years of experience)  

1. How long have you been practicing as a nurse:  

a. 2 to 5 years  

b. 5 to 10 years  

c. 10-15 years  

d. Greater than 15 years  

 

2. Before coming to the OR, did you have any pediatric nursing experience?  

a. Yes → Will proceed to question 3  

b. No → Will proceed to question 4  

 

3. How long did you care with pediatric patients?  

a. 6 months or less  

b. 6 to 12 months  

c. 1 to 2 years  

d. 2 to 5 years  

e. 5 to 10 years  

f. 10-15 years  

g. Greater than 15 years  

 

4. I feel that new nursing hires to the OR are prepared to care for pediatric patients after OR 

orientation.  

a. Strongly Agree 

b. Agree 

c. Neither Agree or Disagree  

d. Disagree  

e. Strongly Disagree  

 

5. The following pediatric content would be beneficial for new nursing hires to the OR 

(select all that apply):  

a. Development stages and age-specific care  

b. family-centred Care  

c. Anatomical Differences and Vital Signs  

d. Procedural Differences for Induction and Anesthesia Complications 

e. Thermoregulation  

f. Other (Please specify)  
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6. The following are knowledge gaps for new staff when caring for pediatric patients (select 

all that apply): 

a. Development stages and age-specific care  

b. Family-Centred Care  

c. Anatomical Differences and Vital Signs  

d. Procedural Differences for Induction and Anesthesia Complications 

e. Thermoregulation 

f. Other (Please specify)  

 

7. The following delivery modalities would have been beneficial in my learning of pediatric 

care for the OR:  

a. Lecture  

b. Independent Learning (e.g., self-directed, manual, online resource)  

c. Simulation  

d. Game-Based Learning  

e. Multi-modal (e.g., lecture combined with simulation)  

f. Other (Please specify)  

 

8. What common barriers or challenges do you see with OR nurses when interacting and 

caring for pediatric patients? (short answer) 

 

9. Please use the section below to communicate any other feedback or thoughts about 

pediatric education for new nursing hires to the OR. (short answer)
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Appendix C 

Sample Email to Pediatric Surgeons and Anesthesiologists  

To whom it may concern:  

My name is Rebecca Tompkins. I am the Clinical Educator at the Victoria Hospital OR 

and am currently completing a practicum project as part of my Master of Science in Nursing 

(MScN) at Memorial University. For my project, I am developing a pediatric orientation 

resource for new OR nurses to assist with increasing the competency, skill, and patient care of 

our pediatric patients. To aid in creating this resource, I have completed a literature review and 

am in the process of completing consultations with key stakeholders and experts, along with an 

environmental scan to identify essential content to include, ideal delivery modality, and 

established resources.  

If you have a moment, would you be willing to complete the linked survey below? All 

information provided will be de-identified in the final report for the project and will be used to 

assist in developing the pediatric orientation recourse for new nursing hires to the OR.  

Linked Survey  

Thank you for your time, and I look forward to your response. 

Sincerely,  

Rebecca Tompkins  

MScN Student  

Memorial University  

rprtompkins@mun.ca 

mailto:rprtompkins@mun.ca
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Appendix D 

Survey Questions for Pediatric Surgeons and Anesthesiologists 

1. I feel confident that the VH-OR nurses are competent in caring for pediatric patients.  

a. Strongly Agree 

b. Agree 

c. Neither Agree nor Disagree  

d. Disagree  

e. Strongly Disagree  

 

1. The following pediatric content would be beneficial for new nursing hires to the OR 

(select all that apply):  

a. Development stages and age-specific care  

b. Family Centered Care  

c. Anatomical Differences and Vital Signs  

d. Procedural Differences for Induction and Anesthesia Complications  

e. Thermoregulation  

f. Other (Please specify)  

 

2. The following are potential knowledge gaps for new staff when caring for pediatric 

patients (select all that apply): 

a. Development stages and age-specific care  

b. Family-Centered Care  

c. Anatomical Differences and Vital Signs  

d. Procedural Differences for Induction and Anesthesia Complications 

e. Thermoregulation 

f. Other (Please specify)  

 

3. What common barriers and challenges do you see with OR nurses when interacting and 

caring for pediatric patients? (short answer) 

 

4. Please use the section below to communicate any other feedback or thoughts about 

pediatric education for new nursing hires to the OR. (short answer)  
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Appendix E 

Email Template and Semi-Structured Interview Questions for OR Managers  

To whom it may concern:  

I am completing a practicum project as part of my Master of Science in Nursing (MScN) 

at Memorial University. For my project, I am developing a pediatric orientation resource for new 

OR nurses to assist with increasing the competency, skill, and patient care of our pediatric 

patients. To aid in creating this resource, I have completed a literature review and am in the 

process of completing consultations with key stakeholders and experts, along with an 

environmental scan to identify essential content to include, ideal delivery modality, and 

established resources.  

At one of our upcoming managers-clinical educator meetings, I wondered if we could 

discuss my practicum projects and the questions outlined below. All information provided will 

be de-identified in the final report for the project and will be used to assist in developing the 

pediatric educational recourse for new nursing hires to the OR.  

Questions of interest:  

1. What pediatric knowledge and skills are essential for: 

a. New OR nurses with minimal pediatric experience?  

b. New OR nurses with previous pediatric experience? 

2. What are some common adverse events you see from staff when it comes to caring for 

pediatric patients?  

3. What common barriers or challenges do you see with OR nurses when interacting and 

caring for pediatric patients?  

4. Is there any other feedback or comments you have that will assist in developing this 

pediatric orientation resource for new nursing hires to the OR?  

 

Thank you for your time.  

Sincerely,  

Rebecca Tompkins  

MScN Student  

Memorial University  

rprtompkins@mun.ca 

 

 

mailto:rprtompkins@mun.ca
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Appendix F 

Email Template and Semi-Structured Interview Questions for the Professional Practice 

Consultant  

To whom it may concern:  

I am completing my practicum project as part of my Master of Science in Nursing 

(MScN) at Memorial University. For my project, I am developing a pediatric orientation 

resource for new OR nurses to assist with increasing the competency, skill, and patient care of 

our pediatric patients. To aid in creating this resource, I have completed a literature review and 

am in the process of completing consultations with key stakeholders and experts and an 

environmental scan to identify essential content to include, ideal delivery modality, and 

established resources.  

If you have a moment, would you be willing to complete the linked survey below, or 

alternatively, can I arrange a Microsoft Teams meeting to discuss the content further with you? 

All information provided will be de-identified in the final report for the project and will be used 

to assist in developing the pediatric education recourse for new nursing hires to the OR.  

Questions of interest:  

1. Is there an organizational process for changing unit orientations or new hire education?  

2. Do you have any recommendations for creating new educational content for nurses?  

3. What pediatric knowledge and skills do you deem essential for new nursing hires to the 

OR with minimal pediatric experience?  

4. Is there any other feedback or comments you have that will assist in developing this 

pediatric orientation resource for new nursing hires to the OR?  

 

Thank you for your time.  

Sincerely,  

Rebecca Tompkins  

MScN Student  

Memorial University  

rprtompkins@mun.ca 

mailto:rprtompkins@mun.ca
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Appendix G 

Sample Email to Internal Individuals 

To whom it may concern:  

My name is Rebecca Tompkins. I am the Clinical Educator at the Victoria Hospital OR. I 

am currently completing a practicum project as part of my Master of Science in Nursing (MScN) 

at Memorial University. For my project, I am developing a pediatric orientation resource for new 

OR nurses to assist with increasing the competency, skill, and patient care of our pediatric 

patients. To aid in creating this resource, I have completed a literature review and am in the 

process of completing consultations with key stakeholders and experts, along with an 

environmental scan to identify essential content to include, ideal delivery modality, and 

established resources. If you have a moment, would you be willing to answer the following 

questions by responding to this email? Alternatively, I can arrange a Microsoft Teams meeting or 

telephone call to discuss the content further with you. All information provided will be de-

identified in the final report for the project and will be used to assist in developing the pediatric 

orientation resource for new nursing hires to the OR.  

Questions of interest:  

5. What knowledge and skills do you deem essential for new nursing hires who come to the 

OR with minimal pediatric experience?  

6. When is this essential content given to new nursing hires (i.e., at what point in their 

orientation or hiring process)?  

7. What resources did you base this educational content on (e.g., guidelines, procedures, 

literature)?  

8. What are the common barriers or challenges for new nursing hires when interacting and 

caring for pediatric patients? How do you assist nurses in overcoming these barriers or 

challenges?  

9. How is your content delivered in your orientation/education? Which method(s) are best 

received by new nursing staff?  

10. Do you have any established resources for your content that you are willing to share?  

 

Thank you for your time, and I look forward to your response. 

Sincerely,  

Rebecca Tompkins  

MScN Student  

Memorial University of Newfoundland  

rprtompkins@mun.ca 
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Appendix H 

Sample Email to External Individuals  

To whom it may concern:  

My name is Rebecca Tompkins. I am the Clinical Educator at the London Health Science 

Centre - Victoria Hospital OR in London, Ontario. I am currently completing a practicum project 

as part of my Master of Science in Nursing (MScN) at Memorial University of Newfoundland. 

For my project, I am developing a pediatric orientation resource for new OR nurses to assist with 

increasing the competency, skill, and patient care of our pediatric patients. To aid in creating this 

resource, I have completed a literature review and am in the process of completing consultations 

with key stakeholders and experts, along with an environmental scan to identify essential content 

to include, ideal delivery modality, and established resources. If you have a moment, would you 

be willing to answer the following questions by responding to this email, or alternatively, can I 

arrange a Microsoft Teams meeting or phone call to discuss the content further with you? All 

information provided will be de-identified in the final report for the project and will be used to 

assist in developing the pediatric orientation resource for new nursing hires to the OR.  

Questions of interest:  

1. What knowledge and skills do you deem essential for new nursing hires who come with 

minimal pediatric experience?  

2. When is this essential content given to new nursing hires (i.e., at what point in their 

orientation or hiring process)?  

3. What resources did you base this educational content on (e.g., guidelines, procedures, 

literature)?  

4. What are the common barriers or challenges for new nursing hires when interacting and 

caring for pediatric patients? How do you assist nurses in overcoming these barriers?  

5. How is your content delivered in your orientation/education? Which method(s) are best 

received by new nursing staff?  

6. Do you have any established resources for your content that you are willing to share?  

 

Thank you for your time, and I look forward to your response. 

Sincerely,  

Rebecca Tompkins  

MScN Student  

Memorial University of Newfoundland  

rprtompkins@mun.ca 



OR PEDIATRIC ORIENTATION DEVELOPMENT - TOMPKINS 

 

 

121 

Appendix I 

Health Research Ethics Authority (HREA) Screening Tool 

Student Name: Rebecca Tompkins  

Title of Practicum Project: Development of a pediatric operating room (OR) orientation 

resource for new nursing hires (RN and RPN/LPN) to the OR. 

Date Checklist Completed: June 15, 2024 

This project is exempt from Health Research Ethics Board approval because it matches item 

number ____3____ from the list below.  

1. Research that relies exclusively on publicly available information when the information 

is legally accessible to the public and appropriately protected by law; or the information 

is publicly accessible and there is no reasonable expectation of privacy. 

2. Research involving naturalistic observation in public places (where it does not involve 

any intervention staged by the researcher, or direct interaction with the individual or 

groups; individuals or groups targeted for observation have no reasonable expectation of 

privacy; and any dissemination of research results does not allow identification of 

specific individuals). 

3. Quality assurance and quality improvement studies, program evaluation activities, 

performance reviews, and testing within normal educational requirements if there is no 

research question involved (used exclusively for assessment, management or 

improvement purposes). 

4. Research based on review of published/publicly reported literature. 

5. Research exclusively involving secondary use of anonymous information or anonymous 

human biological materials, so long as the process of data linkage or recording or 

dissemination of results does not generate identifiable information. 

6. Research based solely on the researcher's personal reflections and self-observation (e.g., 

auto-ethnography). 

7. Case reports. 

8. Creative practice activities (where an artist makes or interprets a work or works of art). 

 

For more information please visit the Health Research Ethics Authority (HREA) at 

https://rpresources.mun.ca/triage/is-your-project-exempt-from-review/ 

 

 

 

 

https://rpresources.mun.ca/triage/is-your-project-exempt-from-review/
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Answer Key to Crossword  

Across  

Number  Answer 

4 Separation 

6 Stress 

8 Four 

9 Play Therapy  

11 Fluid Warmer 

12 Perioperative Anxiety  

15 Laryngospasm  

17 Skin  

18 Caregiver 

19 Size 

20 Neonate 

21 Toddler 

 

Down  

Number  Answer 

1 Preadolescence 

2 Play 

3 PPI 

5 Corrected Age 

7 Epiglottis 

10 Excitement 

13 Patient 

14 Increase 

15 Normal  
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Appendix E: Demonstration and Simulation Facilitator Guide 

The following demonstrations and simulations of pediatric anesthesia and surgical 

considerations in the OR are in addition to the pediatric orientation PowerPoint presentation and 

should be completed after the presentation.  

Demonstration – Pediatric Anesthesia Considerations  

Pediatric Anesthesia Cart  

 

 

 

 

 

Instructor to review pediatric anesthesia cart.  

• Location → in Medical Device Reprocessing (MDR)  

o Ensure that there is a pediatric anesthesia cart available 

o If no cart is available, rely on the PowerPoint presentation and ensure that 

learners get to see the physical cart at another point in orientation  

• What cases do we need the pediatric anesthesia cart for?  

o All pediatric cases, as it contains pediatric anesthesia equipment that is not 

stocked on the routine anesthesia cart  

 

 

Supplies:  

• Pediatric anesthesia cart  

• Pediatric laryngoscope handle and blades 

• Pediatric oral airways  

• Endotracheal tubes (oral and nasal, and cuffed and uncuffed)  

• Pediatric laryngeal mask airway 

• Pediatric blood pressure cuffs  

• Pediatric SpO2 monitors  

• Pediatric EKG electrodes  
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• Review contents of pediatric anesthesia cart  

o Specifics are outlined towards the end of the PowerPoint presentation  

o If no cart is available, rely on the PowerPoint presentation and ensure that 

learners get to see the physical cart at another point in orientation  

Mask Induction and Oral Intubation Demonstration 

 

 

 

Supplies:  

• Cuffed and uncuffed oral endotracheal tubes  

• Stylet  

• 10ml syringe 

• Anesthesia face mask  

• Laryngoscope handle and pediatric blades  

• Glideslope with pediatric blades 

• Bottle of normal saline  
o This is used to allow easier insertion of the endotracheal tube with the 

pediatric mannequin  
o Not normally used for oral intubations 

• Two instructors are ideal (one to be the nurse, and one the anesthesiologist)  

• Pediatric mannequin that allows for intubation or adult intubation model  
 

Scenario:  

A pediatric patient (age will be appropriate to the pediatric model available) comes to the 

OR for a tonsillectomy. The patient is from day surgery and does not have an IV, therefore 

anesthesia has chosen to do a mask induction. The patient’s parent will accompany them to 

the OR assisted by the Child Life Speciality.  
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Instructions for Demonstration:  

1. The instructor will introduce the scenario and resume the nursing position in the 

demonstration. The other nurse assisting will be anesthesia.  

2. Before the patient enters the room, the instructor will demonstrate the cuffed and uncuffed 

oral endotracheal tubes. The instructor will inflate the cuffed tube and show the learners the 

small amount of air needed to inflate.  

3. The patient enters the room their parent on a stretcher and is moved onto the OR bed. The 

stretcher is removed from the OR, and the parent is instructed to remain by the child’s side.  

4. Nursing places a safety strap over the patient's thighs 2 inches above the knees for intubation. 

This ensures the patient will not accidentally fall off the OR bed.  

5. A saturation monitor is placed on the patient by nursing.  

a. The patient is given a description of the monitor (depending on age). For example, 

infant SpO2 monitors resemble a band-aid, nursing can state this to the patient. For 

older patient the SpO2 monitor is the same one as used for adults.  

b. For infants: The SpO2 monitor that resembles a band aid is to be placed on a finger, a 

toe, or around a patient's hand or foot, depending on patient size, with the monitor 

(red light) on the nail bed, the bottom of the foot, or the palm.  

i. Infant SpO2 monitor placement video: pediatric SpO2 monitor placement 

health care - Google Search  

c. For infants and older, the SpO2 monitors can be placed on a finger, or on a toe of the 

pediatric patient.  

d. For most patients, all other monitors will be placed on the patient following mask 

induction.  

https://www.google.com/search?q=pediatric+SpO2+monitor+placement+health+care&sca_esv=44a461ee568849d4&sxsrf=ADLYWIKVzLGka38_dtJw558vcoFM5kxzHw%3A1728478019085&source=hp&ei=Q3sGZ_7QAu_Lp84P4IyUqA4&iflsig=AL9hbdgAAAAAZwaJU7yME2x0BKZdExb3ToiiGDpZjinI&ved=0ahUKEwi-_s6yqoGJAxXv5ckDHWAGBeUQ4dUDCBg&uact=5&oq=pediatric+SpO2+monitor+placement+health+care&gs_lp=Egdnd3Mtd2l6IixwZWRpYXRyaWMgU3BPMiBtb25pdG9yIHBsYWNlbWVudCBoZWFsdGggY2FyZTIHECEYoAEYCjIHECEYoAEYCkjGaFAAWKdncAl4AJABAJgBcqABmCOqAQQ0Ni41uAEDyAEA-AEBmAI8oAKvJcICCxAAGIAEGLEDGIMBwgIOEC4YgAQYsQMY0QMYxwHCAg4QLhiABBixAxiDARiKBcICDhAAGIAEGLEDGIMBGIoFwgILEC4YgAQY0QMYxwHCAhEQLhiABBixAxjRAxiDARjHAcICBRAuGIAEwgIIEAAYgAQYsQPCAggQLhiABBixA8ICCxAAGIAEGLEDGMkDwgILEAAYgAQYkgMYigXCAgsQLhiABBjHARivAcICBRAAGIAEwgIOEAAYgAQYsQMYgwEYyQPCAggQABiABBiSA8ICCBAAGIAEGMkDwgIGEAAYFhgewgIFECEYoAHCAgUQIRifBcICCxAAGIAEGIYDGIoFwgIIEAAYgAQYogTCAgQQIRgVmAMAkgcFNDkuMTGgB-yIAg&sclient=gws-wiz#fpstate=ive&vld=cid:e664c64e,vid:vGb-QwIf_-0,st:0
https://www.google.com/search?q=pediatric+SpO2+monitor+placement+health+care&sca_esv=44a461ee568849d4&sxsrf=ADLYWIKVzLGka38_dtJw558vcoFM5kxzHw%3A1728478019085&source=hp&ei=Q3sGZ_7QAu_Lp84P4IyUqA4&iflsig=AL9hbdgAAAAAZwaJU7yME2x0BKZdExb3ToiiGDpZjinI&ved=0ahUKEwi-_s6yqoGJAxXv5ckDHWAGBeUQ4dUDCBg&uact=5&oq=pediatric+SpO2+monitor+placement+health+care&gs_lp=Egdnd3Mtd2l6IixwZWRpYXRyaWMgU3BPMiBtb25pdG9yIHBsYWNlbWVudCBoZWFsdGggY2FyZTIHECEYoAEYCjIHECEYoAEYCkjGaFAAWKdncAl4AJABAJgBcqABmCOqAQQ0Ni41uAEDyAEA-AEBmAI8oAKvJcICCxAAGIAEGLEDGIMBwgIOEC4YgAQYsQMY0QMYxwHCAg4QLhiABBixAxiDARiKBcICDhAAGIAEGLEDGIMBGIoFwgILEC4YgAQY0QMYxwHCAhEQLhiABBixAxjRAxiDARjHAcICBRAuGIAEwgIIEAAYgAQYsQPCAggQLhiABBixA8ICCxAAGIAEGLEDGMkDwgILEAAYgAQYkgMYigXCAgsQLhiABBjHARivAcICBRAAGIAEwgIOEAAYgAQYsQMYgwEYyQPCAggQABiABBiSA8ICCBAAGIAEGMkDwgIGEAAYFhgewgIFECEYoAHCAgUQIRifBcICCxAAGIAEGIYDGIoFwgIIEAAYgAQYogTCAgQQIRgVmAMAkgcFNDkuMTGgB-yIAg&sclient=gws-wiz#fpstate=ive&vld=cid:e664c64e,vid:vGb-QwIf_-0,st:0
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6. Parental Presence for Induction  

a. The parent is present to assist in soothing the patient and encourage cooperation.  

b. The parent should stand at the side of the patient towards the patient’s head.  

c. Anesthesia will instruct the parent as appropriate to hold their child (e.g., for infants), 

provide support, or engage with the child (e.g., play with toys that were brought to the 

OR).  

7. Mask Induction  

a. Option 1:  

i. Anesthesia will place the mask near the patient's nose and mouth.  

ii. Nursing is to be with the patient, providing comfort and distraction 

• During this time, anesthesia and/or nursing will ask the patient to 

count from 10, sing a song, tell a story, etc.  

iii. If necessary, restraining limbs gently may be needed if the pediatric patient is 

upset or resistant to the anesthesia face mask. This is for patient safety so as 

not to fall off the OR bed or to protect the patient's face from monitoring 

devices.  

• If assisting is restraining the patient, do not place hands on joints. The 

instructor will demonstrate the correct way to hold a patient's arm by 

applying light force above and below the joints.  

• One can also limit motion by using an arm to block the patient's hand 

from reaching their face.  

• The procedure used will depend on the patient's size, the situation, and 

those present to assist.  
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iv. Once the patient has lost consciousness, the mask will be placed onto the 

patient's face, and a good mask seal will be obtained by anesthesia.  

• Anesthesia will assess the patient's level of consciousness.  

b. Option 2:  

i. The instructor will demonstrate how to hold the mask on the pediatric patient.  

• The same principles apply to an adult.  

• Light pressure is to be used when applying the face mask to ensure the 

mask is on the patient's face and a seal is maintained.  

• Too much pressure may make the patient feel uncomfortable 

and increase anxiety.  

• You should be able to see the end-tidal CO2 wave on the monitors if 

there is a good face mask seal.  

• This is usually an anesthesia task; however, if the patient cooperates, 

they can delegate it to nursing.  

i. The patient will lose consciousness fast this way due to more anesthetic gas 

being inhaled and less being dispersed into the environment.  

ii. Once the patient has lost consciousness, anesthesia will apply more pressure 

to ensure a good mask seal will be obtained.  

c. Once the pediatric patient has lost consciousness the parent will be accompanied out 

by Child Life.  

8. (optional) Placement of laryngeal mask (LMA). This is anesthesia-dependent. Some 

anesthesiologists prefer an LMA while placing an IV. The LMA ensures that the patient 

receives oxygen. LMA placement also removes the need for someone (e.g., nursing, 
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respiratory therapist, medical student or resident) to hold the mask on the patient. It allows 

for greater assistance with monitor placement and IV insertion.  

9. Nursing to put on remaining patient monitors. The instructor will demonstrate this.  

a. Attach 3 or 5 lead ECG to patient. Which lead system is used will depend on the 

patient's medical history. We usually use a 3-lead system unless there is a cardiac 

history or advised by anesthesia.  

b. Put on blood pressure cuff. 

i. Show the different sizes of pediatric blood pressure cuffs  

ii. The cuff should cover 40% of the mid-upper arm circumference (American 

Heart Association, 2016).  

10. If LMA was not placed by anesthesia, nursing may be asked to hold the mask on the patient 

for IV insertion. The instructor will reinforce the proper mask seal for learners.  

11. IV insertion  

a. Anesthesia will place an IV in the patient for medication administration.  

b. Factors affecting IV placement:  

i. Side of operation, especially with upper limb surgery. IV will go on the 

opposite limb.  

ii. The side that anesthesia is on (i.e., the side that the anesthesia machine is on).  

iii. Patient medical history  

• Cast placement  

• Limb deformities  
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12. Oral Intubation  

a. Anesthesia will start to administer medications for intubation via the new IV.  

b. Nursing will hold the mask on the patient if no LMA is placed.  

i. If an LMA is placed, anesthesia will remove the LMA and may put the mask 

back on the patient's face while they organize their intubation equipment.  

c. Anesthesia will use the laryngoscope or glideslope to visualize the vocal cords.  

i. Instructor to demonstrate both.  

• Emphasize the importance of not moving the patient during intubation 

and not accidentally hitting anesthesia.  

ii. While anesthesia is visualizing the vocal cords, nursing will be getting the 

endotracheal tube ready to pass to anesthesia. 

• Ensure it is in the correct orientation, and if it is bent with a stylet, do 

not adjust the bend.  

iii. When anesthesia is ready (i.e., have visualized the vocal cords), they will 

reach for the endotracheal tube and intubate the patient.  

iv. Once the tube is placed, nursing to hold the tube at the patient's lips, ensuring 

the hand is stabilized. Do not let go until the endotracheal tube is secured (i.e., 

taped in place).  

v. If using a cuffed endotracheal tube, the cuff should be inflated with a syringe. 

Anesthesia may choose to do this task due to the risk of trauma due to 

overinflation; please confirm with them before inflating.  

vi. Nursing or anesthesia will connect the endotracheal tube to the circuit.  
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vii. Anesthesia will tape the endotracheal tube in place. Once the tube is secured, 

nursing can let go of the endotracheal tube. 

viii. The anesthesia circuit will be placed into a securement device (i.e., "Waldo").  

13. Once the tube is secured, the nursing and surgical teams can position the patient.  
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Mask Induction and Nasal Intubation Demonstration 

 

 

 

Supplies:  

• Cuffed and uncuffed nasal endotracheal tubes  

• 10ml syringe 

• Magill forceps  

• Anesthesia face mask  

• Laryngoscope with smaller blades and handle 

• Glideslope with smaller blades 

• Bottle of normal saline  

o This is used to allow easier insertion of the endotracheal tube with the 

pediatric mannequin  

o Warm solution can be used in nasal intubation to allow for easier 

movement of the endotracheal tube 

• Two instructors are ideal (one to be the nurse, and one the anesthesiologist)  

• Pediatric mannequin that allows for intubation or adult intubation model  

 

Scenario:  

A pediatric patient (age will be appropriate to the pediatric model available) comes to the 

OR for dental surgery. The patient is from day surgery and does not have an IV, therefore 

anesthesia has chosen to do a mask induction. There will be no parent accompanying the 

patient.  
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Instructions for Demonstration:  

1. The instructor will introduce the scenario and resume the nursing position in the 

demonstration. The other nurse assisting will be anesthesia.  

2. Before the patient enters the room, the instructor will demonstrate the cuffed and uncuffed 

nasal endotracheal tubes. The instructor will inflate the cuffed tube and show the learners the 

small amount of air needed to inflate.  

3. The patient enters the room without a parent on a stretcher and is moved onto the OR bed.  

4. Nursing should put a safety strap over the patient's thighs 2 inches above the knees for 

intubation. This ensures the patient will not accidentally fall off the OR bed.  

5. A saturation monitor is placed on the patient by nursing.  

a. The patient is given a description of the monitor (depending on age). For example, 

infant SpO2 monitors resemble a band-aid, nursing can state this to the patient. For 

older patient the SpO2 monitor is the same one as used for adults.  

b. For infants: The SpO2 monitor that resembles a band aid is to be placed on a finger, a 

toe, or around a patient's hand or foot, depending on patient size, with the monitor 

(red light) on the nail bed, the bottom of the foot, or the palm.  

i. Infant SpO2 monitor placement video: pediatric SpO2 monitor placement 

health care - Google Search  

c. For infants and older, the SpO2 monitors can be placed on a finger, or on a toe of the 

pediatric patient.  

d. For most patients, all other monitors will be placed on the patient following mask 

induction.  

 

https://www.google.com/search?q=pediatric+SpO2+monitor+placement+health+care&sca_esv=44a461ee568849d4&sxsrf=ADLYWIKVzLGka38_dtJw558vcoFM5kxzHw%3A1728478019085&source=hp&ei=Q3sGZ_7QAu_Lp84P4IyUqA4&iflsig=AL9hbdgAAAAAZwaJU7yME2x0BKZdExb3ToiiGDpZjinI&ved=0ahUKEwi-_s6yqoGJAxXv5ckDHWAGBeUQ4dUDCBg&uact=5&oq=pediatric+SpO2+monitor+placement+health+care&gs_lp=Egdnd3Mtd2l6IixwZWRpYXRyaWMgU3BPMiBtb25pdG9yIHBsYWNlbWVudCBoZWFsdGggY2FyZTIHECEYoAEYCjIHECEYoAEYCkjGaFAAWKdncAl4AJABAJgBcqABmCOqAQQ0Ni41uAEDyAEA-AEBmAI8oAKvJcICCxAAGIAEGLEDGIMBwgIOEC4YgAQYsQMY0QMYxwHCAg4QLhiABBixAxiDARiKBcICDhAAGIAEGLEDGIMBGIoFwgILEC4YgAQY0QMYxwHCAhEQLhiABBixAxjRAxiDARjHAcICBRAuGIAEwgIIEAAYgAQYsQPCAggQLhiABBixA8ICCxAAGIAEGLEDGMkDwgILEAAYgAQYkgMYigXCAgsQLhiABBjHARivAcICBRAAGIAEwgIOEAAYgAQYsQMYgwEYyQPCAggQABiABBiSA8ICCBAAGIAEGMkDwgIGEAAYFhgewgIFECEYoAHCAgUQIRifBcICCxAAGIAEGIYDGIoFwgIIEAAYgAQYogTCAgQQIRgVmAMAkgcFNDkuMTGgB-yIAg&sclient=gws-wiz#fpstate=ive&vld=cid:e664c64e,vid:vGb-QwIf_-0,st:0
https://www.google.com/search?q=pediatric+SpO2+monitor+placement+health+care&sca_esv=44a461ee568849d4&sxsrf=ADLYWIKVzLGka38_dtJw558vcoFM5kxzHw%3A1728478019085&source=hp&ei=Q3sGZ_7QAu_Lp84P4IyUqA4&iflsig=AL9hbdgAAAAAZwaJU7yME2x0BKZdExb3ToiiGDpZjinI&ved=0ahUKEwi-_s6yqoGJAxXv5ckDHWAGBeUQ4dUDCBg&uact=5&oq=pediatric+SpO2+monitor+placement+health+care&gs_lp=Egdnd3Mtd2l6IixwZWRpYXRyaWMgU3BPMiBtb25pdG9yIHBsYWNlbWVudCBoZWFsdGggY2FyZTIHECEYoAEYCjIHECEYoAEYCkjGaFAAWKdncAl4AJABAJgBcqABmCOqAQQ0Ni41uAEDyAEA-AEBmAI8oAKvJcICCxAAGIAEGLEDGIMBwgIOEC4YgAQYsQMY0QMYxwHCAg4QLhiABBixAxiDARiKBcICDhAAGIAEGLEDGIMBGIoFwgILEC4YgAQY0QMYxwHCAhEQLhiABBixAxjRAxiDARjHAcICBRAuGIAEwgIIEAAYgAQYsQPCAggQLhiABBixA8ICCxAAGIAEGLEDGMkDwgILEAAYgAQYkgMYigXCAgsQLhiABBjHARivAcICBRAAGIAEwgIOEAAYgAQYsQMYgwEYyQPCAggQABiABBiSA8ICCBAAGIAEGMkDwgIGEAAYFhgewgIFECEYoAHCAgUQIRifBcICCxAAGIAEGIYDGIoFwgIIEAAYgAQYogTCAgQQIRgVmAMAkgcFNDkuMTGgB-yIAg&sclient=gws-wiz#fpstate=ive&vld=cid:e664c64e,vid:vGb-QwIf_-0,st:0
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6. Mask Induction  

a. Option 1:  

i. Anesthesia will place the mask near the patient's nose and mouth.  

ii. Nursing is to be with the patient, providing comfort and distraction 

• During this time, anesthesia and/or nursing will ask the patient to 

count from 10, sing a song, tell a story, etc.  

iii. If necessary, restraining limbs gently may be needed if the pediatric patient is 

upset or resistant to the anesthesia face mask. This is for patient safety so as 

not to fall off the OR bed or to protect the patient's face from monitoring 

devices.  

• If assisting is restraining the patient, do not place hands on joints. The 

instructor to demonstrate the correct way to hold a patient's arm by 

applying light force above or below joints.  

• One can also limit motion by using an arm to block the patient's hand 

from reaching their face.  

• The procedure used will depend on the patient's size, the situation, and 

those present to assist.  

iv. Once the patient has lost consciousness, the mask will be placed onto the 

patient's face, and a good mask seal will be obtained by anesthesia.  

• Anesthesia will assess the patient's level of consciousness.  

b. Option 2:  

i. The instructor will demonstrate how to hold the mask on the pediatric patient.  

• The same principles apply to an adult.  



281 

 

 

 

• Light pressure is to be used when applying the face mask to ensure the 

mask is on the patient's face and a seal is maintained.  

• Too much pressure may make the patient feel uncomfortable 

and increase anxiety.  

• You should be able to see the end-tidal CO2 wave on the monitors if 

there is a good face mask seal.  

• This is usually an anesthesia task; however, if the patient cooperates, 

they can delegate it to nursing.  

ii. The patient will lose consciousness fast this way due to more anesthetic gas 

being inhaled and less being dispersed into the environment.  

ii. Once the patient has lost consciousness, anesthesia will apply more pressure 

to the make to ensure a good mask seal will be obtained.  

7. (optional) Placement of laryngeal mask (LMA). This is anesthesia-dependent. Some 

anesthesiologists prefer an LMA while placing an IV. The LMA ensures that the patient 

receives oxygen. LMA placement also removes the need for someone (e.g., nursing, 

respiratory therapist, medical student or resident) to hold the mask on the patient. It allows 

for greater assistance with monitor placement and IV insertion.  

8. Nursing to put on remaining patient monitors. The instructor will demonstrate this.  

a. Attach 3 or 5 lead ECG to patient. Which lead system is used will depend on the 

patient's medical history. We usually use a 3-lead system unless there is a cardiac 

history or advised by anesthesia.  

b. Put on blood pressure cuff. 

i. Show the different sizes of pediatric blood pressure cuffs  
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ii. The cuff should cover 40% of the mid-upper arm circumference (American 

Heart Association, 2016).  

9. If LMA was not placed by anesthesia, nursing may be asked to hold the mask on the patient 

for IV insertion. The instructor will reinforce the proper mask seal for learners.  

10. IV insertion  

a. Anesthesia will place an IV in the patient for medication administration.  

b. Factors affecting IV placement:  

i. Side of operation, especially with upper limb surgery. IV will go on the 

opposite limb.  

ii. The side that anesthesia is on (i.e., the side that the anesthesia machine is on).  

iii. Patient medical history  

• Cast placement  

• Limb deformities  

11. Nasal Intubation  

a. Anesthesia will start to administer medications for intubation via the new IV.  

b. Nursing will hold the mask on the patient if no LMA is placed.  

i. If an LMA is placed, anesthesia will remove the LMA and may put the mask 

back on the patient's face while they organize their intubation equipment.  

c. Anesthesia will use the laryngoscope or glideslope to visualize the vocal cords.  

i. Instructor to demonstrate both.  

• Emphasize the importance of not moving the patient during intubation 

and not accidentally hitting anesthesia.  
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ii. The nasal endotracheal tube should be placed in normal saline before 

visualization of the vocal cords. The normal saline acts as a lubrication for the 

endotracheal tube.  

iii. While anesthesia is visualizing the vocal cords, nursing will be getting the 

nasal endotracheal tube ready to pass to anesthesia. 

• Ensure it is in the correct orientation, and if it is bent with a stylet, do 

not adjust the bend.  

iv. When anesthesia is ready (i.e., they have visualized the vocal cords), they will 

reach for the endotracheal tube and place it in the patient's nares.  

v. Once the tube has reached the oropharynx, use the Magill forceps to advance 

it into the glottis.  

vi. Once the tube is placed, nursing to hold the tube at the nares, ensuring the 

hand is stabilized. Do not let go until the endotracheal tube is secured (i.e., 

taped in place).  

vii. If using a cuffed endotracheal tube, the cuff should be inflated with a syringe. 

Anesthesia may choose to do this task due to the risk of trauma due to 

overinflation; please confirm with them before inflating.  

viii. Nursing or anesthesia will connect the endotracheal tube to the circuit.  

ix. Anesthesia will tape the endotracheal tube in place. Once the tube is secured, 

nursing can let go of the endotracheal tube. 

x. The anesthesia circuit will be placed into a securement device (i.e., "Waldo").  

12. Once the tube is secured, the nursing and surgical teams can position the patient.  
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Simulation Section - Pediatric Mask Induction and Intubation 

Each learner will practice mask induction and intubation. The instructor or other nurse 

will act as anesthesia, and the learner will act as nursing. The above-outlined steps will be 

followed. As learners complete the nursing component of the simulation, they may participate as 

anesthesia to allow the instructor to assist the other learners.  

The simulations ensure that learners can touch and use all the equipment on the 

mannequin.  

Mask Induction and Oral Intubation Scenario:  

 

Mask Induction and Nasal Intubation Scenario:  

 

Scenario:  

A pediatric patient (age will be appropriate to the pediatric model available) comes to the 

OR for dental surgery. The patient is from day surgery and does not have an IV, therefore 

anesthesia has chosen to do a mask induction. There will be no parent accompanying the 

patient.  

 

Scenario:  

A pediatric patient (age will be appropriate to the pediatric model available) comes to the 

OR for a right ankle open reduction and internal fixation. The patient is from day surgery 

and does not have an IV, therefore anesthesia has chosen to do a mask induction. There 

will be no parent accompanying the patient.  
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Demonstration 2: Pediatric Surgical Instruments 

The instructor will gather various instruments from the Medical Device Reprocessing 

unit to demonstrate the difference between the instruments used on adults and pediatric patients.  

 

The instructor will lay instruments on a surgical table to allow students to visualize and 

touch them. The main comparison is the size of the instruments. Instruments are commonly 

chosen based on the patient's size and what is appropriate for the procedure. For example, one 

would not use a large retractor on a small child if it were related to potential patient injury, 

instrument control, and surgical site visualization. 

Supplies:  

• Laparoscopic Instruments  

o Neonatal  

o Pediatric  

o Adult  

o 5mm and 10mm telescope  

• Addison forceps  

• Hemostats  

o Mosquito (MDR Location: Cart 0502/0502A02) 

o Snap (MDR location: Cart 0304/0304D04) 

• Balfour Retractor  

o Baby (MDR location: Cart 0302/0302A01) 

o Child (MDR location: Cart 0302/0302A02) 

• Scalpel blade 15 versus 10  

• Mixter  

o Baby (MDR location: Cart 0304/0304E03) 

o Adult  

• Deaver retractor  

o Baby (MDR location: Cart 0304/0304F06) 

o Adult  
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