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SUMMARY

Intensive Care Unit (ICU) and Emergency Department (ED) nurses are first in line to
recognize and witness a patient’s cardiac arrest. They are closer to the patient than the physician
or emergency doctor. In addition, ICU and ED nurses are responsible for initiation of cardio-
pulmonaryresuscitation (CPR)aswell as post-cardiac arrestmanagement. The patient’s successful
recovery after in-hospital cardiac arrest is directly dependent on the nurses’ competency. ED
and ICU nurses provide care and monitoring for patients in critical condition, which requires
sufficient theoretical knowledge, excellent practical skills, awareness of actual modern protocols
of emergency conditions, and confidence in their actions. The lack of knowledge and proficient
skills among nurses put patients at risk for adverse outcomes. The aim of this literature review
is to explore the status of ICU and ED nurses’ education in advanced life support (ALS) in
worldwide literature in order to determine main trends in improving nurses’ ability to perform
high-quality CPR. The literature review was conducted through searches from several databases
such as CINAHL, PubMed, and Google scholar. 14 peer-reviewed English language articles
published between 2012 and 2019 were chosen for the review. As a result of the study, it can be
stated that in-situ mock code simulation is a progressive and effective method of education for
all health care providers (physicians, nurses, paramedics). Usage of high-fidelity manikins for
ALS training is proven to enhance skills performance at course conclusion worldwide. In-situ
simulation (ISS) with high-fidelity manikins should be implemented in each medical facility.
The training should be conducted according to a comprehensive schedule to increase nurses’
confidence and practical skills in CPR.

Key words: cardiopulmonary resuscitation, high-fidelity simulation, nursing education,
mock-code, cardiac arrest, code blue, simulation training.

ntroduction. Sudden cardiac arrest

(SCA) is considered as one of the
most important and meaningful problems in
medicine as it is significant in volume and has
economic and social impact [1]. As is known,
SCA can be divided into two areas: in-hospital
and out-of-hospital. Concerning in-hospital
cardiac arrest (CA) only 20 per cent of patients
survive while the death-rate is 80 per cent [2].
Cardiac arrest is a life-threatening condition
characterized by a total disturbance of blood
circulation as result of abrupt cessation of
cardiac mechanical function. Specific markers
for cardiac arrest include the absence of carotid
pulse and the patient gasping or having trouble
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breathing. It is very important to understand
that cardiac arrest is a reversible condition, but
only if intervention is performed immediately;
if not, it can lead to death [3].

The initial steps of CPR are well known to
each Health Care Worker (HCW) and consist of
chest compressions and breaths. High-quality
CPR increases the possibility of the patient’s
survival, especially if CPR is performed
according to the following instructions: start
chest compressions within 10 seconds of the
onset of cardiac arrest; deliver appropriate
rate of chest compressions, which is about 100
to 120/min; the depth of chest compressions
should be five to six centimeters for adults;
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and give two breaths with appropriate volume
of air and avoid leaning on the patient’s chest,
making sure that the patient’s chest is rising [4].
There is almost an equal number of
cases of in-hospital cardiac arrests (IHCA)
and out-of-hospital cardiac arrests (OHCA)
and the main reason for both is cardiac in
origin [5]. According to the statistics by the
American Heart Association (AHA), the total
number of OHCA was 366,807 in 2018, which
is about 13.5 per cent of all deaths in USA
for the same period [6]. In the United States,
approximately 209,000 patients experience an
in-hospital cardiac arrest (IHCA) each year
[7], amounting to an incidence of 3—6 episodes
per 1000 hospitalizations [8]. Also, every year,
an estimated 359,400 adult patients in the US
and 275,000 in Europe are delivered to the
emergency department with CA [9].
Regardless of efforts to improve the
“chain of survival” procedure, the lack of the
victims’ recovery after IHCA is still an issue.
Only 24 per cent of patients after IHCA are
discharged from the medical facility [9,7] and
about 14 per cent of them suffer from serious
neurological deficiencies [7]. Therefore, the
following procedures heavily influence the
patient’s survival after cardiac arrest: quick
diagnostic of CA, instantaneous initial response,
and performing high quality CPR [10].
Normally, nurses are the first line of
HCWs who encounter THCA. Morecover,
indications to start basic life support (BLS) due
to life-threatening conditions are identified by
nurses. So, their competence in BLS and ALS
is crucial in saving a patient’s life. Inefficient
primary evaluation, knowledge gaps in protocol
of treatment, and inappropriate monitoring of
resuscitation lead to unsuccessful CPR results
[11]. However, nurses often experience a level
of fear of performing CPR and have a hard
time remembering protocols and executing
the practical skills needed for management of
emergency cases [12,18]. To reach increased
survival rates, the nursing staff needs to
maintain their ability to recognize cardiac
arrest sooner, to respond more quickly, and to
perform competently during emergencies [13].
The purpose of this literature review
is to explore the status of ICU and ED
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nurses’ education in advanced life support
in worldwide literature in order to determine
main trends in improving nurses’ ability to
perform high-quality CPR.

Methodology. A literature search was
conducted through databases CINAHL,
PubMed, and Google Scholar for the
following terms: nurse, cardiopulmonary
resuscitation, high-fidelity simulation, nursing
education, mock-code, cardiac arrest, code
blue, resuscitation, and simulation training.
All key words were checked from the MeSH
database. The publication date was limited to
articles published between 2012 and 2019.
About 150 articles fitting the search criteria
were found. Articles in which authors only
briefly mentioned the method of education
without explaining it and which were not
strictly related with theme were excluded. 14
peer-reviewed full versions of refereed articles
in English were chosen for the review. The
chosen articles were analyzed with regard to
the detailed explanation of the educational
intervention and the results and benefits of in-
situ simulation and mock-code.

Training courses in a simulation
center and the retention of knowledge and
skills after the training course.

First, attention should be paid on the
retention of practical skills and knowledge of
nurses and the schedule of training courses. In
the “traditional” education model, healthcare
professionals have to pass an exam for BLS
certification and then repeat the course
every two years to renew the certificate. The
certification consists of classroom teaching
with a video-based course and a simulation
scenario in a simulation center. However, the
American Heart Association (AHA) 2015 CPR
Guidelines i1s determined that the two-year
pause in training is too long [14]. At present,
healthcare workers (HCW) who participate
in CPR following cardiac arrest must attend
recurring short-interval education courses
[15]. Repetitive frequent training in BLS and
retraining in ALS may be useful for HCW
who are likely to face patients with cardiac
arrest [14]. In a mixed-method, explanatory
study [16], it was found that the skills learned
in CPR training were only sustained for
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about two weeks, after which they started to
progressively deteriorate, with significant
deterioration of these skills revealed six
months after training. However, two Swedish
hospitals conducted astudy on the effect of CPR
and automated external defibrillator (AED)
training on the self-perceived attitudes of
health-care professionals towards performing
resuscitation. The results showed that HCW,
particularly nurses, were able to improve their
attitudes toward CPR and increase their level
of knowledge after the training [17].

Several = weaknesses have  been
recognized in the classical system of education
for HCW. Comparing the time period of the
deterioration of Advanced Cardiovascular
Life Support (ACLS) skills and BLS skills
is revealed that ACLS skills are lost faster.
Moreover, a traditional BLS/ACLS class does
not compare to a real emergency in a medical
facility [18]. Indeed, Curran, Fleet and Greene
[16] state that the active participation in BLS/
ACL courses does not assure that HCW will
be able to remember course content and use
it successfully when faced with a real life-
threatening situation. However, Kim et al
[19] state that a simulation-based learning
method plays a significant role in teaching
nurses motor skills. Therefore, a suitable
type of simulation training should be chosen
in order to reach the educational aims and
outcomes. Nevertheless, nurses who do not
encounter a cardiac arrest every day would be
able to change their attitude to CPR, decrease
their fears and increase their confidence
through participation in a training simulation.
Permanent repetitive learning programs can
lead to a positive change in healthcare workers’
attitudes toward BLS. Moreover, a correlation
has been found between healthcare workers’
participation in previous BLS courses and
their attitude and level of concern towards
CPR. More specifically, the most experienced
HCWs have more positive attitudes and not as
much concern towards CPR and AEDs than
HCWs with less experience [20]. Therefore,
the maintenance of HCWs competence in
CPR and ALS is a continuous process that
requires an appropriate level of education
and that is not limited to classroom teaching.

Furthermore, it is preferable that nurses take
part in simulation more frequently than once
in every two years. Indeed, Lund-Kordahl
et al. [21] found that high quality of CPR is
directly dependent on BLS course degree.
The study also reported that the most critical
components of CPR, such as ventilations and
hands-on time, were also the most dependent
by the level of preparedness resulting from
training.

Asdemonstrated by these examples, BLS
training and refreshing of skills and knowledge
is crucial for increasing the HCWs confidence
and ability to perform CPR when needed.
Moreover, not only medical professionals
should be involved in the continuous education
process - the administration should have an
interest as well [20].

Recurrent BLS courses are also strongly
recommended for increasing the quality and
time of initial response and the preparedness
for emergencies in the workplace, in other
words, to increase nurses’ ability to perform
high-quality CPR in critical situations.
Furthermore, they give a chance to increase
positive outcomes after cardiac arrest as well
as encourage inter-professional collaboration
in healthcare facilities [22]. The study of Vural
et al. [23] found that CPR skills should be
improved through special training programs
at regular intervals. In addition, nurses’
knowledge and competence should be re-
evaluated regularly according to the actual
resuscitation guidelines.

In-situ simulation training’s role in
modern education of healthcare providers.

In situ simulation (ISS) is a modern
method of educating ED and ICU nurses in
their workplace. ISS has become the most
requested method. As far as nurses encounter
emergency cases daily, ISS could bring a
positive impact on patient safety through the
development of nurses’ basic skills and help
improve communication and teamwork among
HCW [24]. ISS is a developing teaching
strategy focused on improving professionals’
competencies and interdisciplinary interaction
practice in order to improve patient safety.
Furthermore, ISS is simulation that is
provided in a real clinical environment and
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where involved participants are on-duty in
their workplaces during simulation [25].
Therefore, one of the main benefits of ISS
training is a realistic and interactive training
environment. Participants have a chance to
develop their critical thinking and reflect on
the location of emergency medical equipment
and availability of necessary resources [12].
Usually, simulation training activities depend
on the level of fidelity of the manikin [26].

Thehigh-fidelity clinical scenarios, based
on ISS in nursing, can educate newcomers
as well as experienced nurses by supporting
them in developing effective communication
and collaboration skills, training them in
emergency cases, and providing them with
a variety of real life-threatening conditions
through simulations [19]. For most HCW
who attend CPR courses, cardiac arrests and
resuscitations are not part of their daily work.
Therefore, simulation scenarios have become
an important component of nurses’ training
concerning preparedness and performance in
real life emergencies [27].

Some studies have made
recommendations for the appropriate schedule
(frequency, length, and time) and agenda
for ISS. Initial findings of Delac et al. [12]
revealed that in-situ medical emergency
team/code simulation followed by debriefing
improved the performance of responders.
After Five Alive course, where 250 nurses
participated, the hospital offers four 1-hour
sessions every month, which has been found
an effective training tool. It has been found
challenging to offer the program during the
off-shift and weekends, when HCW would be
better focused on their performance and tasks
in the simulation [12].

Mock-code programs’ added value
for continuous education in the workplace
for nurses’ skill retention and preparedness
for emergencies.

When examining the influence and
benefits of using mock-code or code blue in
the workplace, several success factors can
be recognized. According to Herbers and
Heaser [28], in-situ simulation (mock-code)
is one of the most applicable modern methods
of education for nursing staff. It can help to

achieve good results by hands-on practice for
the improvement of nurses’ muscle memory
and to let HCWs develop and fix their skills
in team player roles. Moreover, a repetitive
mock-code in the workplace can improve the
time of initial response during cardiac arrest
and lead to an increased level of confidence
among HCWs inemergency situations. According
to Reece et al., [29] the mock-code scores were
meaningfully higher if participants attended the
simulation during day-time and by nurses who
had been more confident in their CPR skills.

An implementation of an in-situ
mock-code program in medical facilities has
given a chance for effective collaboration
between other units and allowed medical
staff to recognize mistakes and evaluate their
experience and personal value as well as
the importance of participation. The result
of the study Roth, Parfitt, & Brewer [30]
implicates that in-situ mock-code is an actual
and resultative method of permanent self-
development, increasing of self-confidence,
self-satisfaction, and education for nursing
staff. In-situ mock-codes are a better solution
for team work improvement and possibility for
HCW to conduct hands on training in short-
time period [29]. However, nurses frequently
had concerns and their roles were not clear
for them during emergency situations. In a
study by Hunziker, Pagani, & Fasler [31],
initial response was delayed because nurses
were confused and expected the physician’s
instructions.

The mock-code (code blue) programs
are typically used for ISS training. Normally
the mock-code session is delivered in a
realistic training environment, for example, in
different places of medical facilities such as
the washroom, waiting room, or patient room
[9,17]. Thus, nurses are able to significantly
improve their level of confidence and practical
skills through mock-code simulation [18,12].
Two approaches have been explored in mock-
code research: whether conducting mock-
code without preliminary training intervention
[16,18], or after preparatory training
intervention before mock-code. Both improved
performance during resuscitation [30,33].
In general, medical facilities where patients
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stay for shorter periods had more experienced
nurses who also received higher mock-code
scores during simulation than other nurses.
In both studies specific improvements were
found, such as an increase in the level of HCWs
confidence or quality of performance during
mock-code, for example, reduction in the time
ofinitial chest compression [16,18]. In a quasi-
experimental study by Huseman [18], nurses
were educated through simulation of cardiac
arrest. Mock-code training had been provided
for three months and two important things
were achieved: HCWs first chest compression
was 25 per cent quicker (t(27)=2.8, p=0.0079)
and epinephrine was administered 23 per cent
quicker than before (t(27)=4.6, p<0.0001).
Thus, it can be concluded that in situ-mock
codes significantly improve response times and
increase staff confidence levels. Furthermore,
Shehata [22] has provided data proving the
efficacy of in-situ simulation for nurses.
Therefore, medical facilities may consult this
data to make essential changes in their internal
CPR policies.

Conclusions. The loss of professional
skills such as performing high-quality CPR or
recognizing the signs of cardiac arrest could
be due to the reduction in the level of nurses’
knowledge over time. Retention of knowledge
and skills and the level of nurses’ confidence
are dependent on the frequency of patient
emergency cases in medical facilities.

In-situ simulation and use of mock-
codes could significantly improve the current
quality of life-support skills among nurses and
have an influence on patient outcomes after in-
hospital cardiac arrest. Annual assessments of
nurses’ resuscitation skills are not enough to
guarantee the quality of knowledge and skills.

The implementation of repetitive in-
situ simulations can reduce nurses’ stress
levels during emergencies, help improve and
maintain their CPR knowledge and skills
at the appropriate level, and increase their
positive attitude towards CPR and emergency
situations.

The schedule for mock-codes or in-situ
simulations at medical facilities should cover
the period of “retention of knowledge”; the
interval should be at minimum once in every
three months and at maximum once in every
two weeks. ISS should be conducted during
daytime for nurses who are having a day-off.

The evaluation of nurses’ knowledge
and skills should be conducted according
to the current actual CPR guidelines.
Healthcare workers should also conduct a self-
assessment, as it is a good tool for permanent
self-development and self-improvement. For
better results and a positive dynamic after
the ISS mock-code implementation, medical
professionals and administration as well as
managers of medical facilities should be
equally involved in the process.
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TYAIHAOI

Meno6ukenep peanumanus >xkoHe KapkbiHAael Tepanus (PKTB) sxone KaOsuimay
benimmeci (Kb) — Oy OipiHIni >kemici MEAWIIMHA KbI3METKEPJIEPiHiH FaHa eMec, Tall TOKTaIl,
KYPEK KbI3METIHIH NallMeHT eMec, AUarHOCTUPYIOT. Menoukenep aopirepre Kaparaszia rnamu-
eHTKe oJijieKaiaa xakbiH. bapnbirsina kocsiMiia PKTD sxone Kb meitipreprepi xypek-okme
peannmanusiceiHbIH (JKOP) 6acTaManibUibIFbIHA, COHIAN-aK, MAIIMEHTT] MOCT-PeaHUMAIHSUIBIK
Ke3eHje Kyprizyre »ayanthl. Emaey mekemecinme (EM) skypek KbI3MeTI TOKTaFaHHaH
KEWiH MalWeHTTIH JAEHCAYJBbIFbIH COTTI KallblHA KENTIpy MeHipOMKenepiH Ky3bIPETTLIIK
neHreiine Tikener OaimanpicTel. PKTDB sxene Kb MenmunmHanbelk Oukenepi ©T€ KHBIH
KaFAalarel MAUEHTTePl KYTY/Il )KoHE OaKblUIay bl )Ky3€re achlpajibl, OJ1 KeTKUTIKTI Oi1iM
JEHreliH, MKOFapbl MPAKTUKAIBIK JAaFAbUIap/bl, UTYFBIJI KOMEKTIH Ka3ipri 3aMaHFbl XaTTaMma-
Japbl calnachklHIA JKaKChl XabapAapibIKThl )KOHE 63 1C-KUMbUIIaphlHA CEHIMA1 OOMyAbl Tanar
eTeni. MeiiipOuKkenep apachlHIAFbl OUTIM MEH TOXIpUOE JCHIeHIHIH TOMEHIIr MalueHTTI
eMJICYIIH KOJANChI3 HOTM)KECIHE YIIbIpaTaabl. OAeOu IIOIYyIbIH MaKCaThl dJIEMIIK d1eOueT
MoJiMeTTepl OOMBIHIIA MEAMLMHAIBIK OWKEIepAiH MKOFaphl camajibl OpbIHAAY KaOlIeTiH
KaKcapTyIaFrbl HETI3r1 TPEHATEep/l aHbIKTAy YIIiH OMip TIpUIUIIriH KOJAAyAblH KeHEUTUIreH
KYPCHI CalachIHJAFbl MEHIpOUKENepIiH aFbIMIAaFbl O1LTIM MOpPTEOECIH 3epTTey OOJIBIT TaOblIa-
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ne1. Onedu mony CINAHL, PubMed, and Google scholar cuskTer nepexrep 6azaceinaa i3aey
apKbUIBI KYprizuial. Tammay yimis aFbUTIIbIH TUTIHAE 14 MaKasa TaHaan ajibIHIbl, COHBIH 1ITTHIE
3epTTey mmonynapsl 6ap sxoHe 2012 sxpuinan Oactan 2019 xbinFa Aeilin xkapusiaaHFaH. 3epT-
Tey HOTIXKeCiHAe «in-situ lock code» *xyMbIC OpHBIHAAFBI CUMYIISIIUSIIBIK, CLIEHApUiiiep - Oy
MEIIMIIMHA KbI3METKepIIepine (aopirepaep, Menoukenep, ¢henpamepiaep) apHanran OKbITYIbIH
MPOTPECCUBTI KOHE THIMII OdiCl eKEHMAIr aHbIKTaIAbl. JKOFapbl MIbIHAWBI MaHEKEHACP/Il
OMIpJIIK KaMTaMachI3 €Tyl KOJJIayIbIH KeHEHTUITeH KypChl OOMBIHIIIA TPEHUHT Ke31H/1e Maiiaa-
JaHy Kypc Ke31HJle MPaKTUKAJIBIK JaFAbUIap bl KYIIEHTY 1 OapIbIK xkepae nanenaesl. Korapsl
IIbIHAWBI MaHEeKeHAepl Oap >KYMBIC OpPHBIHIA CUMYISLUSIBIK OKBITY OpOip MEIUIIMHAIBIK
MeKkeMmee eHrizinyi tuic. Mynnait tpeaunr JKOP opeinaay kesinze MeiipOukenepain o3iHe
CEHIMJIIIIK JIEHTeHiH J>KOHE NPAKTUKAJBIK JaFAbUIapblH apTTHIPY YIIIH JKacajdFaH OKBITY
KecTeciHe CorKec Kyhenl Typ/ie Kypri3iiyi THiC.

Kinm ce3oep: dcypek-exne peanumayuscol, i#co2apel pearucmix CUMYIAYus, meoouxe
OIniMi, dHcanaan Koo, HCypex KblaMemiHiy MOKmMAaybsl, KOK KOO, CUMYIAYUSIILIK MPEHUHS.

AHHOTALUMA

Menununckue cectpsl Otaenenus peanumaruu (OPUT) u [Ipuemuoro Otnenenue (I10)
— 3TO TepBasi TUHUS MEIULIHUHCKUX pPaOOTHUKOB, KOTOPHIE HE TOJHKO CTAKMBAIOTCS C OCTa-
HOBKOW CEpJECYHOU IEATEIBHOCTHU MTAlUEHTA, HO U JUArHOCTUPYIOT €e. MEeIUIIMHCKUE CECTPBI
ropaszio OJrke K MaIMeHTy, HEXENH JOKTopa. B JIomoJHeHnn KO BCeMy, METUIIMHCKHE Ce-
ctpbl 10 u OPUT oTBeTcTBEHHBI 32 MHUIUAIMIO cepaeuHo-1erounoil peannmanuu (CJIP);
a TaKk)ke, 3a BEJICHUE MallMeHTa B NOCT-PEAHUMALIMOHHOM Mepro/ie. Y CIIEIHOE BOCCTaHOBIIE-
HUE 3[T0POBbS MAIMEHTA TIOCJIC OCTAHOBKU CEPICYHOM ACATEITHPHOCTH B JICYEOHOM YUPEKICHUH
(JIITY) HampsiMyro 3aBHCHUT OT YPOBHS KOMIIETEHIIMH MEIUIIMHCKUX cecTep. MeauImHCHKIE
cectpel OPUT u T1O ocymiecTBIsIOT yXO W HAONIOJCHUE 32 MAIUCHTAMH, HAXOISITUMUCS
B KPUTHUYECKOM COCTOSIHUHU, KOTOpOe TpeOyeT JOCTaTOYHOrO YPOBHS 3HAHUM, IPEBOCXOTHBIX
NPaKTUYECKUX HABBIKOB, XOPOLIEH OCBEJOMJICHHOCTH B 00JaCTH COBPEMEHHBIX NMPOTOKOJIOB
HEOTJIOKHOM TOMOIIIM U YBEPEHHOCTH B COOCTBEHHBIX AeUCTBUAX. HU3KMil ypoBeHb 3HAHUH 1
OTIbITa CPEM MEAUIIMHCKUX CECTEep MOJBEpraeT MalreHTa pUcKy HeOJIaronpusTHOTO UCX0Ja
neuyenus. Llenbto nurepaTypHOro o03opa siBisieTCs MCCael0BaHUE TEKYILEero craryca oopaso-
BaHMI MEIUIIMHCKHUX cecTep B obiactu PacmmpeHHOro Kypca mojjiep:kaHus Ku3Heobecre-
YEeHHs TI0 JTaHHBIM MUpOBOM IUTEpaTyphbl UIsl TOTO, YTOOBI ONMpPENETUTh OCHOBHBIE TPEHIbI
B YJIYYIICHUM CIIOCOOHOCTH MEAMLMHCKUX CECTEp BBINOJHATH BbICOKOKauecTBeHHYIO CJIP.
JluteparypHsbiii 0030p ObUT MPOBEJEH MyTEM MOUCKA B Takux 0Oa3ax, maHHbIX, Kak CINAHL,
PubMed, and Google scholar. [lyist ananu3a O6pu10 BeIOpaHo 14 cTaTteil Ha aHTJIMICKOM SI3bIKE,
BKJIFOYAOIME B ceOs 0030phl UCCIEI0BaHMA, U onyOauKoBaHHbIe B iepuoa ¢ 2012 mo 2019
rofpl. B pesynbrare nccnemoBanust ObIIIO ONMPENENICHO, YTO CUMYJISIITUOHHBIC CIICHAPHUU Ha pa-
O6oueM mecTe «in-situ mock code» - 310 mporpeccuBHBIN ¥ 3HPEKTUBHBIA METOT OOYICHHS TS
MEIULMHCKUX PAOOTHUKOB (JOKTOPOB, MEIUIIMHCKHX cecTep, penpamepoB). Kcnonb3oBanue
BBICOKO-PEAJTMCTUIHBIX MAaHEKEHOB BO BpEeMsl TpeHUHTa 10 PacimmpeHHoMy Kypcy moiepixKa-
HUS KU3HEe00ecreyeHs TOBCEMECTHO JI0Ka3all0 YCUJICHHE MPAaKTUYECKUX HABBIKOB BO BPeMs
Kypca. CUMyJISIIIIOHHOE 00y4eHne Ha paboueM MeCTe ¢ BBICOKO-PEATUCTUYHBIMUA MaHEKEHAMH
JIOJDKHO OBITH BHEAPEHO B KKIOM MEIUIIMHCKOM yUpekaeHUH. [10100HbII TPEHUHT TOJDKEeH
MPOBOJAUTHCA CUCTEMAaTUYECKH, B COOTBETCTBUH C COCTABJICHHBIM IpadukoM oOyueHus s
YBEJIMYEHUS] YPOBHS YBEPEHHOCTH B ce€0€ M MPAKTHUECKUX HABBIKOB MEIUIIMHCKUX CECTEP BO
Bpems BbinoHeHust CJIP.

Knroueswie cnosa: cepoeuno-ne2ounasn peaHumMayusi, 8b1COKO-peaiucmuyras CUMyiayus,
MedcecmpuHcKkoe 06pazosanue, YuUKmMueHslll K00, OCMAHOBKA CEPOEYHOL 0esimelbHOCIU, KOO
CUHUU, CUMYTAYUOHHBIL MPEHUHL.



