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Abstract
Prebriefing for Clinical Judgment in Nursing Simulation
Elizabeth R. Parker

Simulation in nursing education has become a standard method of instruction to provide
nursing students with a realistic and safe environment in which to practice and hone clinical
skills. There are three components to a nursing simulation: prebriefing, the simulation
experience, and debriefing. While there is a list of minimum criteria recommended for the
prebriefing experience at the time of this dissertation there were no published frameworks or
models for prebriefing.

A quasi-experimental pretest/posttest study assessed the impact of a structured
prebriefing method on sophomore level nursing students’ (N = 55) clinical judgment, perception
of their ability to care for patients, and their perceptions of the prebriefing and simulation
experiences when compared to a group that was exposed to only the standard prebriefing criteria.
All participants had the same simulation scenario. Participants were placed in groups of four then
groups were randomly assigned to the structured prebriefing (intervention) or standard
prebriefing (control). The instruments used in this study were the Satisfaction and Confidence in
Learning Scale (SCLS), Prebriefing Experience Scale (PES), Lasater Clinical Judgment Rubric
(LCJR), and the Perception to Care in Acute Situations (PCAS).

This dissertation includes two chapters based on the same study as well as a chapter of
lessons learned with commentary on completing nursing education research with postpandemic
nursing students. The first dataset reported are results from the SCLS and PES. These
instruments are posttest only and were completed after the prebriefing and simulation

experience. The second dataset reported are results from the LCJR and the PCAS. The LCJR was



used by two faculty members to rate student demonstration of clinical judgment during the
simulation scenario. The PCAS was implemented as pretest/posttest; participants completed it
upon arrival to their scheduled simulation then again after the simulation scenario was finished.
All data were collected prior to debriefing as the groups had different debriefing experiences.

The findings of this study indicate that all participants were satisfied with the simulation
and prebriefing experiences. No statistically significant differences were found between group
perceptions of confidence, satisfaction, or prebriefing. There was a statistically significant
increase from pretest to posttest scores on the PCAS on which participants rated themselves
higher in their perceptions to care for patients. There was no interaction as there was not a
statistically significant interaction between group and time. There were no statistically significant
differences between groups for participant clinical judgment scores as rated by two faculty
members.

Unprecedented attrition and retention were seen in the participant cohort. Though not an
aim of this study, this phenomenon is attributed to the changes being seen in the postpandemic
learner. More students did not return after their first year than in previous years and 49% were
unsuccessful in the Fundamentals of Nursing course compared to the usual 5%.

These results show that while participants were satisfied with both interventions, and
their confidence in their ability to provide care did increase after the simulation, there may not be
a difference between structured and standard prebriefing. Additional studies are needed with
different cohorts to determine if structured prebriefing has an effect on nursing student clinical
judgment or if the unique variables caused by COVID-19 had lingering effects on these

participants.
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Chapter I: Introduction to the Dissertation

Simulation is an educational activity used to emulate clinical scenarios and has become a
standard part of nursing education curricula often used to supplement clinical hours. In nursing
education, simulation provides an opportunity for students to practice physical demonstration of
skills and communication. Students are also able to make decisions and prioritize care using
clinical reasoning without there being mortal consequences to real-life patients (Motola &
Devine, 2013). Developing clinical reasoning and clinical judgment is vital for nursing students
and there is evidence supporting simulation has an impact on improved course and clinical
learning outcomes, critical thinking, and clinical reasoning (Cant & Cooper, 2017). Students
have reported that simulation is a fun opportunity and have felt satisfied with their simulation
experiences. Furthermore, students report feeling simulation is an opportunity to grow their skills
and confidence in a safe environment (Cant & Cooper, 2017).

A simulation framework was established by Jeffries (2012) in an effort to standardize the
components of simulation with recommendations for creation and facilitation. There are three
components of a simulation-based experience (SBE): prebriefing, the simulation scenario, and
debriefing. Prebriefing involves a type of orientation or introduction to the experience. Next is
the actual simulation scenario. Finally, debriefing is facilitated by the simulation faculty to
encourage participants to reflect on their experience, perceptions, decision making, and the
patient’s outcomes (INACSL, 2021). Existing frameworks are used for the debriefing experience
to best guide and encourage active participation in the reflection process. There are no formal
frameworks for prebriefing, however, and as a result there are many ways prebriefing currently

being used.



In nursing simulation, prebriefing is inconsistent and varied. Even the language differs, as
programs sometimes use the same term to describe activities completed prior to physically
arriving at the SBE and activities done on site before the clinical scenario begins. Following the
recommendation of the International Nursing Association for Clinical Simulation and Learning
(INACSL), for the purposes of this study the word “prebriefing” is used to describe any activity
completed prior to the simulation scenario itself and after the student arrives to the simulation.
There are different prebriefing formats implemented in different nursing education programs
including simulated shift reports, patient chart reviews, videos of skill demonstration, skill
practice time, concept mapping, a quiz or pretest, and lecture on related content. While the
methods and activities are varied, INACSL recommends standard components for prebriefing
(INACSL, 2021). Minimally, prebriefing should include (a) discussion on psychological safety,
(b) discussion on the fact that simulation is fictional, and the students are being asked to engage
in it as if it were a real situation, and (c) an orientation to the equipment being used and the
environment in which the simulation is being held (Page-Cutrara, 2014). For the purposes of this
study, the definition of prebriefing comprised only of these minimum components will be
described as “standard prebriefing” (Appendix C). Alternatively, “structured prebriefing” for
clinical judgment is used in this study to describe a purposeful, consistent facilitation of student
discussion regarding patient status and development of a plan of action (Appendix C). The
structured prebriefing method used in this study was developed by two nursing faculty. Both
faculty are Certified Healthcare Simulation Educators (CHSE). One has over 20 years of
experience in nursing education with 18 years in simulation. The other has nine years of

experience in nursing education with eight in simulation. The purpose of this study was to



explore the impact of a structured prebriefing prior to a clinical simulation scenario when

compared to standard prebriefing.



Specific Aims
The following aims, hypotheses, and research questions were addressed in this study:
Aim 1 — Examine the impact of structured prebriefing compared to a standard prebriefing on
student confidence and satisfaction using the Nursing Student Satisfaction and Self Confidence
in Learning Scale (SCLS).

A. Hypothesis — Nursing students exposed to structured prebriefing will have higher
confidence and satisfaction scores compared to those exposed to standard prebriefing.

Aim 2 — Examine the impact of structured prebriefing compared to a standard prebriefing on
nursing student perceptions of simulation and education using the Prebriefing Experience Scale
(PES).

A. Hypothesis — Nursing students exposed to structured prebriefing will have more
positive perceptions of simulation and education practices compared to those exposed
to standard prebriefing.

Aim 3 — Determine the effect of structured prebriefing compared to a standard prebriefing on
clinical judgment in nursing students during simulation as measured using the Lasater Clinical
Judgment Rubric (LCJR) by two faculty raters.

A. Hypothesis — There will be higher faculty-rated clinical judgment scores for
participants exposed to structured prebriefing compared to participants exposed to
standard prebriefing.

Aim 4 — Examine the impact of structured prebriefing compared to standard prebriefing on
student perception of ability to care for patients using the Perception to Care in Acute Situations

(PCAS).



A. Hypothesis — There will be a higher increase in pre to posttest scores on perception of
their ability to care for patients for participants exposed to structured prebriefing
compared to the participants exposed to standard prebriefing.

Aim 5 — Explore the relationships among student clinical judgment and self-assessed confidence,
satisfaction, perceptions of simulation in nursing students, and demographic variables.

A. Research Question 1 — Do students with higher clinical judgment scores report higher
perceptions of ability to care for patients?

B. Research Question 2 — What are the relationships among student characteristics and
study variables?

Organization of the Dissertation

The first chapter of the dissertation provides an introduction to the study. Chapters II and
III present the study, methods, and findings for the aims of the dissertation written in manuscript
format. Specifically, Chapter II addresses aims 1 and 2 and Chapter III addresses aims 3, 4, and
5. After completing the data analysis and reflecting on the experience of completing the research
study, it was determined that all data findings would be reported in Chapters II and III. This led
to a change in the plan submitted in the study proposal. Chapter IV is now a commentary on
lessons learned and implications for future research instead of a data-based manuscript. Chapter
V is a conclusion of the dissertation including an overall review of chapters II, III, and 1V,
results, limitations, potential for further studies, and implications for nursing education.

Dissemination Plan

Following completion of this dissertation, the chapter manuscripts will be submitted for

publication in nursing education journals. A manuscript based on Chapter II will be titled,

“Impact of a Structured Prebriefing on Confidence, Satisfaction, and Perceptions of Simulation



in Nursing Students” and will be submitted to Clinical Simulation in Learning as a research brief
article. A manuscript based on Chapter III will be titled, “Clinical Judgment and Structured
Prebriefing for Nursing Student Simulation: A Quasi-experimental Study” and will be submitted
to Simulation in Healthcare as an empirical investigation article. A manuscript based on Chapter
IV will be titled, “Lessons Learned Conducting Postpandemic Nursing Education Research ™ will
be submitted to Nurse Education Today as a contemporary issue article. This dissertation was
accepted for presentation at the Virginia State Simulation Association in Lynchburg, Virginia, in
the summer of 2023. It will be submitted to INACSL and National League for Nursing’s Nursing

Education Research Conference for presentation in 2024.
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Chapter II: Impact of a Structured Prebriefing on Confidence, Satisfaction, and
Perceptions of Simulation in Nursing Students

Nursing simulation incorporates a variety of educational techniques to replicate real-life
patient care situations and scenarios in a controlled environment. This approach allows nursing
students to practice both physical and less tangible skills like communication, leadership, clinical
reasoning, and prioritization (Cant & Cooper, 2017). Nursing students enjoy simulation and
report higher confidence levels after participating in simulation scenarios (Cant & Cooper,
2017). Jeffries (2012) published a framework and concepts that help standardize simulation
experiences in nursing education: prebriefing, the simulation scenario, and debriefing. However,
prebriefing has yet to be standardized, and as a result this component of simulation has been
inconsistent in terms of the language used, length, whether it counts as clinical hours, and the
actual procedure.

In stark contrast to the options available for debriefing, there are no recommended
frameworks or models for prebriefing. The International Nursing Association for Clinical
Simulation and Learning (INACSL) has published minimum criteria recommended for a
prebriefing experience (INACSL, 2021). These criteria include learner expectations, agenda and
outcomes, a psychological safety discussion, and an orientation to equipment and the
environment. However, without a formal framework, prebriefing has historically been
inconsistently applied in nursing education. Simulation facilitators implement a range of
activities during the prebriefing period of simulation. Different prebriefing activities include oral
shift reports or chart reviews with simulated patient data, concept mapping, reviewing clinical
skills by either observing a demonstration or practicing, and even lectures (McDermott, 2016;

Page-Cutrara, 2014). While facilitators may pair these methods with some or all of INACSL's



criteria, there is limited literature on the effectiveness and impact of different prebriefing styles
and models. The purpose of this study, therefore, was to explore whether using a prebriefing
model, from here on referred to as “structured prebriefing,” has an impact on nursing students’
perceptions of the prebriefing experience and simulation. Structured prebriefing may better
prepare students to meet outcomes, as it can enhance their ability to participate in the simulation
scenario.
Theoretical Framework

Constructivism, a theory commonly applied in education, is often associated with the
field of psychology and the pioneering work of Jean Piaget in cognitive development (Kang et
al., 2010; Piaget, 1957). From a constructivist perspective, educators engage students by posing
guiding questions aimed at fostering connections between concepts. This method of support
allows students to delve into new ideas, through interactions with their peers, and engage in
scaffolding, which means building upon their prior knowledge. Collectively, students navigate
their own understanding and experiences to uncover meaning and acquire new insights.
Philosopher Kant contended that the crucial element in constructivism is active learner
involvement, as opposed to passive learning (as mentioned in Darity, 2008). During structured
prebriefing, the instructor assumes the role of a facilitator. Participants take the lead in
discussions related to information given to them about the simulated patient, their diagnoses, and
concepts in pathophysiology and pharmacology. Students further enhance their existing
knowledge by proposing anticipated clinical presentations, potential interventions, and optimal
outcomes. As students guide the discussion, they rely on their own confidence in their prior

knowledge and their ability to collaborate effectively to bridge any gaps.



Prebriefing

Nursing simulation educators use the term prebriefing to describe activities initiated prior
to the simulation scenario. Some educators include any work completed before the student
arrives for simulation in their definition of prebriefing. This presimulation work may include
assigned reading, paperwork, and clinical skill practice. Other educators use the term to describe
only what is completed after students are on site and before the simulation scenario begins. To
ensure clarity on what the term prebriefing entails, authors have suggested using the term only
on-site activities (Tyerman et al., 2016; INACSL, 2021). The activities used during prebriefing
and the length of prebriefing also differ widely. Educators may provide simulated oral shift
reports, draw concept maps, demonstrate clinical skills, show videos of skills or content, provide
a simulated chart to review, or even deliver didactic content (McDermott, 2016; Page-Cutrara,
2014).

Further differences in prebriefing may be based on student level, the facilitator, or
whether the program allots additional time for prebriefing. According to INACSL (2021),
prebriefing includes reviewing psychological safety, a discussion that involves encouraging
students to abstain from judging each other and keeping what happens in the session
confidential. Simulation is an environment in which mistakes are made and discussed, and
constructive peer feedback should occur professionally Furthermore, INACSL (2021)
recommends the facilitator has training in simulation to provide a consistent experience that
focuses on the objectives of the simulation experience. Providing expectations, objectives, and
an orientation leads to improved student performance (Tyerman et al, 2016); however, INACSL

criteria do not include specific activities.
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In prior studies, researchers explored the effect of prebriefing by comparing the
program’s existing prebriefing method to alternative formats. Some researchers implemented
expert role-modeling videos (Jarville et al., 2018; Franklin et al., 2014), while others allowed the
students to practice clinical skills (Kim et al., 2017). Page-Cutrara and Turk (2017) and Roh et al.
(2018) tested a prebriefing method that incorporated concept mapping. Students in the
intervention group not only reported higher academic and psychological safety, but their
performance was statistically significantly higher when rated by faculty using a checklist (Roh et
al., 2018). Regardless of the specific type of prebriefing, when a concerted effort was made to
use a structured, intentional prebriefing model, the effects have been higher levels of student
performance, competency, self-efficacy, and clinical judgment using observation instruments
(Brennan, 2022; Chamberlain, 2017; Kim et al., 2019; Page-Cutrara & Turk, 2017). Additionally,
many investigators have reported an increase in participant perception of effectiveness,
confidence, and learning when using a structured prebriefing method (Chamberlain, 2017; Kim
et al., 2017; Kim et al., 2019). Prebriefing provides an opportunity to set students up for success
in the simulation experience; feeling prepared can help the student to engage more fully in the
activity.

Self Confidence and Satisfaction

There are many studies in the literature that support the use of simulation in nursing
education and the increased self-confidence students report after simulation experiences
(Bambini et al., 2009; Greco et al., 2019; Lubbers & Rossman, 2017; Menard & Maas, 2019;
Samawi et al., 2014). Overall, students enjoy simulation (Samawi et al, 2014, Lubbers &
Rossman, 2017). When the outcomes of groups exposed to prebriefing were compared to groups

not exposed to prebriefing, the groups who received prebriefing reported higher levels of
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confidence and satisfaction (Chamberlain, 2017; Kim et al., 2019). Further, when a structured
prebriefing method was compared to a standard prebriefing method, students reported feeling
more satisfied with the structured prebriefing method (Page-Cutrara et al, 2017).

Limitations in the Literature

The biggest limitation of the existing prebriefing studies is the variety of instruments
used. Most were self-report instruments, and some were developed by the researchers for their
particular study (Kim et al., 2017). Self-developed instruments require a substantial amount of
time and structure and can lead to potential validity and reliability concerns, whereas tested and
validated instruments would decrease that risk (Polit & Beck, 2020). Furthermore, while most
studies did report a comparison of two prebriefing methods (Page-Cutrara et al., 2017; Brennan,
2022; Coram, 2016), at least one researcher compared groups that were either exposed or not
exposed to prebriefing (Chamberlain, 2017). It would be ideal to compare an intervention
prebriefing method to a standard method comprised of INACSL (2021) criteria. One-group
designs lack the ability to compare to a control group and have many threats to internal and
external validity (Knapp, 2016).

Page-Cutrara and Turk (2017) found statistically significant differences between groups
receiving standard versus structured prebriefing, but other researchers did not report statistically
significant findings. Common for nursing education literature, most studies had small sample
sizes with underpowered analyses.

Specific Aims and Hypotheses

This study was part of a larger study to measure the effect of prebriefing on nursing

student confidence, satisfaction, perception of prebriefing, perception of ability to care for

patients, and clinical judgment. This study enhances the literature by using a variety of
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instruments that have all been previously tested for validity and reliability. The instruments used
for the full study included self-report as well as an instrument that required external raters. The
following specific aims were addressed in this study:

1. Examine the impact of structured prebriefing compared to a standard prebriefing on
student confidence and satisfaction using the Nursing Student Satisfaction and Self
Confidence in Learning Scale (SCLS).

2. Examine the impact of structured prebriefing compared to a standard prebriefing on
nursing student perceptions of simulation and education using the Prebriefing Experience
Scale (PES).

The following hypotheses were tested in this study:

1. Nursing students exposed to structured prebriefing will have higher confidence and
satisfaction scores compared to those exposed to standard prebriefing.

2. Nursing students exposed to structured prebriefing will have more positive
perceptions of simulation and education practices compared to those exposed to
standard prebriefing.

Finally, this study examined relationships among student characteristics and the study

variables.

Method

This quasi-experimental study was conducted to determine the effect of a structured

prebriefing method compared to a control group of a standard prebriefing method on student
simulation satisfaction, confidence in learning, and perception of prebriefing experience.

Qualtrics online survey software was used to collect data.
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Sample

The study sample included sophomore level prelicensure nursing students in a 4-year
BSN program in the southeastern United States. Students enrolled in the Fundamentals of
Nursing course for the first time were eligible to participate. Any student retaking the course
would have already completed this simulation and therefore been previously exposed to the
program’s method of prebriefing. The simulation was a required activity for the course. All
students attended the simulation regardless of participation in the study. Based on their clinical
group assignments, students were assigned to one of 16 simulation groups (four students per
group). The simulation director randomly assigned simulation groups to either structured
prebriefing (intervention) or standard prebriefing (control). Students in the intervention group
received structured prebriefing and students in the control group received standard prebriefing.
Of the 62 enrolled students, 58 consented to participate in the study. The intervention group (n =
24) and the control group (n = 31) totaled 55 students who completed all study aspects. As
historically there have been small effect sizes in nursing research; a power analysis using
G*Power was performed using p < .05, power of .80, and effect size of 0.2 for independent
group ¢ test. The analysis resulted in an estimated sample size of 506 with 253 per group,
suggesting that the current study is considerably underpowered.
Ethical Considerations

Institutional Review Board approval was obtained from Teachers College of Columbia
University. Institutional Review Board and director permission were obtained from the study site
(see Appendix A). The PI served as faculty in the Fundamentals of Nursing course in which the
participants were enrolled. To mitigate any ethical concerns, a second researcher explained the

study to the students during one of the course lectures before the scheduled simulation. A faculty
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member who was not the PI invited students to participate in the study. Participation was
voluntary and students were informed they could stop participating at any time. Participants who
completed all instruments received a $20 gift card. The simulation was a course requirement
regardless of participation in the study. Simulation is not a graded activity in the course or
program, and course grades were not affected by participation in the study. The PI only knew
who participated in the study once final grades were submitted for the semester. If students
desired to participate, they signed an informed consent document and completed a demographic
survey before the simulation began.

Instruments

The study reported in this chapter is part of a larger study that included the following
instruments: the Nursing Student Satisfaction and Self-Confidence in Learning Scale (SCLS), the
Prebriefing Experience Scale (PES), Perception to Care in Acute Situations (PCAS), and the
Lasater Clinical Judgment Rubric (LCJR). The study findings reported in this chapter included
the SCLS and PES.

The SCLS is a self-evaluation with 13 Likert-type items published by the National
League for Nursing (2005; Appendix B). Participants rated their agreement on a five-point scale
(1 = strongly disagree to 5 = strongly agree) with statements regarding their perception and
satisfaction of the simulation instruction and their self-confidence in their clinical growth.
Satisfaction and self-confidence are the two subscales. In a prior study, the SCLS had a
Cronbach’s alpha of .92 (Jara & Nunez, 2018), indicating reliability. The PES was developed by
Page-Cutrara and Turk (2017) as a modified version of the Debriefing Experience Scale (Reed,
2012; Appendix B). The scale is a 20-item Likert-style survey that assesses participant

perceptions of the prebriefing experience, including items on analyzing thoughts and feelings,
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making connections, and the facilitator. It also uses a five-point scale (1 = strongly disagree to 5
= strongly agree). In a pilot study, the PES demonstrated reliability with a Cronbach's alpha of
.94 (Page-Cutrara & Turk, 2017).

Procedure

To maintain consistency, the same simulation faculty facilitated all prebriefing and
simulation activities regardless of group designation. All students enrolled in the Fundamentals
of Nursing course attended this simulation. If the student consented to participate in the study,
they provided their informed consent form and completed a brief demographic survey. All study
data were collected using Qualtrics online survey software. The prebriefing activity then took
place. The control groups were exposed to a standard prebriefing lasting approximately 30
minutes that consisted of an introduction to simulation, expectations, a safety contract, and an
orientation to the environment and equipment. This format was chosen because it contained the
minimum criteria recommended by INACSL (2021).

The intervention group was exposed to a structured prebriefing that included the INACSL
criteria. These participants were also exposed to a clinical judgment-driven prebriefing method
that required students to engage in the development of a plan for what the students would do
when the simulation began (Figure 2.1). This prebriefing method used Socratic questioning to
facilitate group discussion on pathophysiology, expectations of patient presentation, and
identifying interventions. As the group identified data and prioritized actions, this information
was listed on a whiteboard in columns to promote visual connections between the data they had
been given, what they anticipated may happen with this patient, and the priority actions they

planned to take (Figure 2.2). This activity took approximately 1 hour.
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Following the prebriefing, regardless of group designation, all groups had the same
simulation scenario. After the simulation activity and before the debriefing, participants
completed the PES and SCLS instruments. Because prebriefing experiences were different
between groups, the control group was provided the structured prebriefing activity during their
debriefing timeframe in an effort to create equitable education opportunities. The intervention
group had a shorter debriefing experience in which the facilitator assisted the students in
discussing the scenario and used the whiteboard to build the columns they had created during
prebriefing. The facilitator added new columns to document patient data, the assessments that
students had made during the simulation, and the interventions the students took. Connections
were made between all columns to help students visualize the overall care plan, including patient
outcomes, evaluations, and future follow-up ideas.

Results

Participants were predominantly aged 18-20 years (85%), female (91%), and White
(89%). There were no statistically significant differences in age or gender between the groups as
assessed by Chi-square analysis (Table 2.1). There was no statistically significant association
between race and group as assessed by Fisher’s exact test (p = .88). There were no significant
differences in number of college credits obtained prior to attending the program as assessed by ¢
tests (¢ (53) =-.942, p = .35).

Satisfaction and Confidence in Learning Scale

In this study, the SCLS had high internal consistency (Cronbach’s alpha = .898) and
small effect size (Cohen’s d = .195) favoring the control group. An independent-samples ¢ test
was used to determine if there were differences in student perceptions of confidence and

satisfaction between intervention and control groups using the SCLS. There was no statistically
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significant difference between the total mean for intervention group as compared to the control
group (¢ (53)=0.717, p = .477) (Table 2.2). There were no statistically significant differences on
the subscales of satisfaction (¢ (53) = 0.562, p = .65) or confidence (#53) = 0.809, p = .42).
Except for items 6 (I am confident that I am mastering the content of the simulation activity that
my instructors presented to me) and 13 (It is the instructor's responsibility to tell me what I need
to learn about the simulation activity content during class time), all other items had means above
4 (agree), suggesting participants agreed with the statements.
Prebriefing Experience Scale
In this study, the PES had high internal consistency (Cronbach's alpha = .948) and a small
effect size (Cohen’s d = -.414). Independent-samples ¢ tests were used to determine if there were
differences in student perceptions of prebriefing in the intervention group when compared to the
control group using the PES. The total mean was higher in the intervention group (M = 4.65)
when compared to the control group (M = 4.48). The assumption of homogeneity of variances
was violated, as assessed by Levene’s test for equality of variances (p = .003). When equal
variances were not assumed, no statistically significant difference existed between the total
means (¢ (52.8) = - 1.587, p = .119) or for any of the four subscales (Table 2.3).
Discussion
Participants in both study groups reported feeling satisfied and confident after the
simulation, based on high mean scores on the SCLS. On the PES, participants also reported that
they enjoyed and felt prepared by the prebriefing experience. While there were no statistically
significant mean differences between the intervention and control groups on either instrument,
the intervention group had higher means on the scale as a whole and in the subscale means for

both instruments. This study implemented intervention and control groups. However, the SCLS
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is not specific to prebriefing and thus may not have significant differences if all participants felt
similarly about the overall experience. The PES is a newer instrument adapted from a debriefing
experience scale, and perhaps it may not have enough sensitivity to detect group differences. It
should also be noted that this cohort had unprecedented attrition in the semester this study
occurred (49%). While the instruments in this study were not academic or performance related,
participants may not have completed the surveys honestly and intentionally. For example, on the
PES, 11 students selected five for every answer (>18%). A final consideration for not finding
significant differences between the groups is that the intervention was not different enough from
the control prebriefing.

Limitations

Though a potential strength, the same faculty facilitated simulation experiences for all
groups. This was done to maintain consistency in interventions. The facilitator was provided an
outline to follow for both standard and structured prebriefing. However, as they facilitated both
interventions, there is potential for contamination of the control group. Furthermore, the
intervention was only implemented one time for this study which may limit the effect.

This study had a relatively small sample (N = 55), was underpowered, and was limited to
one site. The smaller cohort size was abnormal for this program as cohorts are usually closer to
80 students. This cohort experienced attrition rates in their first year at the university that had not
previously been seen and have been attributed by the admissions department to the financial and
psychological strain of postpandemic living on students and families.

Implications and Future Research
In the future, additional research should be done to compare a standard prebriefing

method encompassing INACSL criteria to a structured prebriefing that may facilitate the
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development of clinical judgment. In an effort to make accurate inferences from the findings,
future studies could use larger sample from multiple sites and diverse populations. Furthermore,
it would be ideal to implement the intervention then measure clinical judgment over multiple
simulations to expose participants to the intervention more than once. It may also be beneficial to
collect academic data to calculate differences between the control and intervention groups prior
to intervention. Conclusion

A structured and intentional prebriefing method could prepare nursing students to engage
more fully in simulation experience and thus potentially lead to better outcomes (Dileone et al.,
2020). Results showed no significant differences in satisfaction, confidence, or prebriefing
experiences in this study. Further studies should be conducted to continue investigating
prebriefing methods and their effect on student perception and performance. If further results
continue to show no statistically significant differences, perhaps the criteria recommend by
INACSL is sufficient. Regardless of the method, many current students, especially early in the
program, need guidance and time to work through problems and reach conclusions. Allowing
them to have sufficient time, space, and encouragement to develop a thorough plan before the

simulation begins means they can enter the simulation room ready to act and make decisions.
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Figure 2.1
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Figure 2.2
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Table 2.1

Demographic Data
Characteristic n %
Race
Black or African American 4 7.3
Two or more 1 1.8
White 52 98.2
Prefer to not disclose 1 1.8
Gender
Female 53 90.9
Male 4 7.3
Prefer to not disclose 1 1.8
Age
18-20 50 85.5
21-23 7 12.7
23-25 1 1.8
College Credits
None 15 23.6
1-6 10 16.4
7-15 13 21.8
16 —24 2 3.6
> 25 (without degree) 10 18.2
Associate’s degree 7 14.5
Bachelor’s degree 1 1.8
Note: N =58
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Table 2.2

SCLS Mean and Standard Deviation

N Mean Std. Deviation
SCLS Total Mean
Intervention Group 24 4.17 461
Control Group 31 4.25 375
Satisfaction Subscale
Intervention Group 24 4.35 .53
Control Group 31 4.42 48
Self Confidence Subscale
Intervention Group 24 4.06 47
Control Group 31 4.15 37
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Table 2.3

PES Mean and Standard Deviation

N Mean Std. Deviation
PES Total Mean
Intervention Group 24 4.65 .34
Control Group 31 4.48 47
Thoughts/Feelings Subscale
Intervention Group 24 4.58 .34
Control Group 31 4.5 46
Learning/Connections Subscale
Intervention Group 24 4.61 4
Control Group 31 4.38 57
Facilitator Skill Subscale
Intervention Group 24 4.68 38
Control Group 31 4.5 53
Facilitator Guidance Subscale
Intervention Group 24 4.8 37
Control Group 31 4.66 44
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Chapter III: Prebriefing for Clinical Judgment in Nursing Student Simulation: A Quasi-
Experimental Study
Simulation has become integrated into nursing education because it provides an
environment for students to experience clinical scenarios in which they can practice and learn
how to provide nursing care without consequences (Motola et al., 2013). In simulation, students
use clinical skills and begin making decisions using prioritization, clinical reasoning, and clinical
judgment. Simulation is comprised of three activities: prebriefing, the simulation scenario, and
debriefing (Brennan, 2022). While substantial research on debriefing has led to the development
of several frameworks and models, there is limited literature regarding prebriefing. The
International Nursing Association for Clinical Simulation and Learning (INACSL) recommends
specific components for prebriefing including a review of the following: learning outcomes for
the simulation activity, timeline of events, psychological safety, and an orientation to the
simulation setting and equipment that may be used (2021). Currently, however, there is no
framework or model that suggests specific activities for use during the prebriefing time.
Furthermore, there is a lack of published studies measuring the effects of prebriefing on student
performance and outcomes (Page-Cutrara & Turk, 2017). Therefore, nursing simulation
facilitators implement prebriefing using a wide variety of activities ranging from chart reviews,
concept maps, clinical skill practice, videos, or didactic content with some or all of INACSL’s
recommended criteria (McDermott, 2016; Page-Cutrara, 2014).
The aim of this study was to determine the effect of structured prebriefing for clinical

judgment, from here on referred to as “structured prebriefing,” on nursing students’ perception of
their ability to care for patients and faculty-rated clinical judgment scores. Structured prebriefing

was compared to what is here on referred to as “standard prebriefing,” which was comprised of
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the INACSL minimum criteria. It was hypothesized that students exposed to structured
prebriefing would have a larger increase in posttest scores on self-perception of ability to provide
care and higher faculty-rated clinical judgment scores than students exposed to standard
prebriefing.
Background
Self and Faculty Assessment

Self-assessment is a critical step in fostering clinical judgment because it encourages
reflection. By actively assessing their own actions and decisions, students take responsibility for
their growth and control of their learning (Lew et al., 2010). Self-regulation is also needed to
cultivate clinical judgment. Research comparing self-assessment to faculty assessment has
shown that students underestimate their academic scores, which is often attributed to low
confidence (Brown et al., 2015). However, students have historically overestimated their ability
when compared to faculty scoring (Hoegh-Larsen et al., 2023; Piper et al., 2019). Hoegh-Larsen
et al. (2023) further studied whether there was a larger difference between the faculty scores and
student self-scores when students ranked themselves high in clinical judgment than when
students ranked themselves low. This increase in differences between student self-rating and
faculty rating is known as the Dunning-Kruger effect (Hoegh-Larsen et al., 2023). The
researchers found that differences between self-evaluation and faculty evaluation scores
increased significantly when the faculty score was lower as those students rated themselves
higher than other students (Heegh-Larsen et al., 2023). Due to the inconsistency between
scoring, Piper et al. suggested using self-evaluation activities as an opportunity to engage
students in active reflection instead of as any type of graded or weighted assessment (Piper et al.,

2019). If a discrepancy exists, they further recommended faculty should follow up with the

31



student to determine if there is a deficit in their ability to self-reflect. Students who cannot
identify self-improvement opportunities, may have difficulty developing clinical judgment skills.
Prebriefing

Using guidelines from their state boards of nursing, programs determine whether to
include simulation in clinical hours for students. They further may or may not consider
prebriefing part of those clinical hours and instead include only the time spent in the simulation
and debriefing period. It is possible that the lack of a recommended framework for prebriefing in
which specific practices occur, contributes to inconsistencies in determining clinical hours.
Prebriefing varies widely, with some nursing simulation facilitators using only criteria
recommended by INACSL, and others incorporating other activities such as videos about clinical
skills, simulated oral shift reports, simulated chart review, lecture, clinical skill practice, or
concept mapping (McDermott, 2016; Page-Cutara, 2014). The prebriefing activities implemented
differ from program to program as well as within programs, depending on the facilitator, the
facilitator's background, student level, and whether or how much time the program allots for
prebriefing. If a facilitator gets only a certain amount of time with each student group, they often
choose to eliminate prebriefing time. Ideally, the nurse simulation facilitator has participated in
continuing education for simulation as recommended by INACSL (2021) in their simulation
criteria. A trained facilitator is more likely to provide consistent, structured experiences and to
guide the simulation experience.
Theoretical Frameworks

Student experience in simulation is informed by content they learn in lecture and
textbooks. Frequently, they have concrete, static, and prescriptive notions of patient presentation

and potential complications. When asked to adapt and consider different possible outcomes, it
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can be hard for nursing students to move beyond the exact examples provided by the textbook
and instead view their patient as complex and multidimensional. Students, or novice nurses,
often struggle to apply what they have learned to a clinical situation (Benner, 1984). Simulation
requires students to access and apply prior knowledge while prioritizing, assessing, and
evaluating patient needs. This study was developed using theories of constructivism and clinical
judgment.
Constructivism

Structured prebriefing builds on what the students bring forward from previous learning.
Often attributed to Jean Piaget in the field of psychology, constructivism is a theory of cognitive
development in which a learner uses previous knowledge to develop new knowledge (Piaget,
1957). A key component of constructivism is scaffolding, or building upon, previous learning
when introducing new ideas. When scaffolding the learning process, faculty encourage students
to make connections by visiting previously learned ideas and building around or upon them.
When they work together, students can share their understanding and contribute to group growth.
In addition to scaffolding, constructivism also promotes active learning. The philosopher, Kant,
argued that there can be no passive participation in constructivism as the learner must be engaged
and involved (as cited in Darity, 2008). The facilitator of structured prebriefing, used in this
study, guides the process with questions, prompts, and mediation. Students contribute to the
discussion with the information they know about the simulated patient, the nursing process,
policies, pharmacology, and pathophysiology. Through this process, they can consider the

patient’s condition and develop appropriate interventions, and a plan of action.
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Clinical Judgment Measurement Model

To define a very complex notion and decrease ambiguity, Tanner (2006) wrote that
clinical judgment requires the ability to be flexible and recognize, make sense of, and respond to
clinical situations. Lasater (2007), who developed an instrument with which to measure clinical
judgment, defined clinical judgment as “the way in which nurses come to understand the
problems, issues, or concerns of patients, to attend to salient information and to respond in
concerned and involved ways” (p. 497). It is considered crucial for a nurse to develop
competence in clinical judgment. The National Council of State Boards of Nursing (NCSBN)
built on Tanner’s Model of Clinical Judgment (2006) and developed the Clinical Judgment
Measurement Model (NCSBN, 2019). The model breaks clinical judgment down into five steps:
recognize cues, analyze cues, prioritize hypotheses, generate solutions, take action, and evaluate
outcomes. The structured prebriefing method used in this study allows students to begin the
process by starting the first four steps with evaluating outcomes being reserved for debriefing.
During structured prebriefing, students must begin to review the data they have and what they
know so they can recognize and analyze cues. They can then prioritize hypotheses and generate
initial solutions. While priorities may change when they enter the simulation scenario, planning
for possibilities and positing what may happen with their patient encourages students to be more
engaged and immersed in the scenario. The prebriefing preparation may alleviate fears and
increase students’ satisfaction with simulation as a whole. Furthermore, given time to go through
the clinical judgment steps, students may feel more confident in decision making during the

simulation scenario.

34



Literature Review

Most previous studies on prebriefing included a comparison of the impact of two
methods of prebriefing on different student variables such as performance, confidence, clinical
judgment, and self-efficacy. The intervention prebriefing has differed in each study and the
“usual” prebriefing method (control) has consisted of the standard, minimal prebriefing INACSL
criteria. Kim et al. (2017) compared a standard prebriefing to allowing students to practice
relevant clinical skills before the simulation. Other formats have included role-modeling videos
in which a faculty member demonstrated a skill (Franklin et al., 2014; Jarvill et al., 2018) and
concept mapping (Page-Cutrara & Turk, 2017; Roh et a., 2018). Roh et al. (2018) found that
participants in the intervention group felt more psychologically safe. They also reported a
statistically significant difference in student performance using a faculty-rated checklist, where
the intervention group scored higher than the control group. While investigators have found
statistically significant differences, there is evidence that when comparing a structured
prebriefing model to a standard prebriefing model, the intervention groups show higher
competency, self-efficacy, performance, and clinical judgment as rated by observers (Brennen,
2022; Chamberlain, 2017, Kim et al., 2019, Page-Cutrara & Turk, 2017). In self-rated
instruments, participants in intervention groups have reported feeling more effective, confident,
and having better learning experiences after a structured prebriefing experience (Chamberlain,
2017; Kim et al., 2017; Kim et al., 2019).
Limitations in the Literature

There was very little overlap of instruments in the reviewed studies. At least one research
team developed their own instruments (Kim et al., 2017). Using instruments previously

demonstrated validity and reliability decreases the risk of problematic measures compared to
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researcher-developed instruments (Polit & Beck, 2020). Another limitation in the literature is that
many investigators used only self-report instruments. Using only self-report instruments limits
the variables that can be studied and limits the objectivity of the data. To date, one study has used
no prebriefing as the control and compared it to prebriefing (Chamberlain, 2017). Comparing an
intervention to no intervention is likely to have results that show differences between the groups
(Cook, 2012). Other studies compared a standard version of prebriefing to some type of
additional activity during prebriefing. Most of the existing studies on prebriefing have had small
samples, underpowered analyses, and used one site, which are common characteristics of nursing
education research. Only one study reported statistically significant differences (Page-Cutrara &
Turk, 2017).
Specific Aims, Hypotheses, and Research Questions
The current study included self-report to gather participant perceptions as well as
objective evaluation of clinical judgment by two raters. Furthermore, this study compared a
structured prebriefing (intervention) to a standard prebriefing with only INACSL’s minimum
criteria (control). The following specific aims were addressed in this study:
1. Determine the effect of structured prebriefing compared to a standard prebriefing on
clinical judgment in nursing students during simulation as measured using the Lasater
Clinical Judgment Rubric (LCJR) by two faculty raters.
2. Examine the impact of structured prebriefing compared to standard prebriefing on
student perception of ability to care for patients using the Perception to Care in Acute
Situations (PCAS).

The following hypotheses were tested in this study:
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1. There will be higher faculty-rated clinical judgment scores for participants exposed to
structured prebriefing compared to participants exposed to standard prebriefing.

2. There will be a larger increase in pre to posttest scores on perception of their ability to
care for patients in participants exposed to structured prebriefing compared to the
participants exposed to standard prebriefing.

Finally, the following research questions were answered:

1. Do students with higher clinical judgment scores report higher perceptions of ability to
care for patients?

2. What are the relationships among student characteristics and study variables?

Method

This quasi-experimental, two-group, pretest/posttest study was conducted at a
prelicensure 4-year baccalaureate nursing program in the Southeast region of the United States.
Approval was obtained from Institutional Review Board at the PI’s school of study (Teachers
College of Columbia University) as well as the study site.
Sample

A convenience sample of students enrolled in a Fundamentals of Nursing course (N = 62)
was recruited for the study. Exclusion criteria included taking the course for the second time as
these students would have been previously exposed to the simulation. While 58 students
consented to participate in the study, not all completed the pre and posttest surveys; the final
study sample was 55. The simulation activity was a requirement for all students enrolled in the
course. Students were split into groups of four to form 16 simulation groups. The simulation
director randomly assigned simulation groups to the intervention or control. As one full

simulation group declined to participate, the groups were slightly uneven. The final counts of
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consenting participants were 25 in the intervention group and 31 in the control group. Though
small effect sizes are common in nursing education research, Page-Cutrara and Turk (2017)
reported a post hoc analysis of d = 1.8 in their study measuring the impact of structured
prebriefing compared to standard prebriefing on clinical judgment and competence. Furthermore,
a second study measuring the impact of structured prebriefing on clinical judgment using the
LCJR reported a post hoc analysis d = 1.72 (Coram, 2016). Considering this evidence, an effect
size of .8, power of .80, and p < .05 were used to calculate a G*Power analysis for an
independent group two-tailed # test which resulted in an estimated sample size of 52 total
participants, 26 per group.

Ethical Considerations

All students were enrolled in the Fundamental of Nursing course in which the PI served
as faculty. To proactively address ethical concerns, a second researcher was invited to a course
lecture without the PI present to introduce the study to the students. This faculty member, who
was not the PI, invited students to participate in the study. Student participation was entirely
voluntary, and they were explicitly informed of their right to discontinue their involvement at
any point. Participants who completed all study components were given a $20 gift card.

The simulation session was a mandatory component of the course. All students attended
the simulation whether or not they chose to participate in the study. The site nursing program
does not grade or weight simulation in any way. Therefore, course grades and progression
remained unaffected by participation in the study. The PI remained unaware of who took part in
the study until after final grades were submitted for the term. Upon arrival to the simulation,
students who wished to participate in the study signed an informed consent document and

completed a demographic survey.
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Instruments

The study findings reported in this chapter are part of a larger study that included four
instruments: the Student Satisfaction and Self-Confidence in Learning scale (SCLS), the
Prebriefing Experience Scale (PES), Perception to Care in Acute Situations (PCAS), and the
Lasater Clinical Judgment Rubric (LCJR). This chapter reports findings of the LCJR and PCAS
measurements.

Lasater developed the LCJR to measure student clinical judgment using 11 Likert-type
items (2007; Appendix B). It uses a four-point scale with 1 = exemplary, 2 = accomplished, 3 =
developing, and 4 = beginning. Tanner’s Model of Clinical Judgment (2006) is reflected in the
four categories of noticing, interpreting, responding, and reflecting. In a previous study, a
reliability of » = .889 was reported (Adamson et al., 2012). The LCJR has been used to study
clinical judgment in nursing simulation as a self-, peer-to-peer, or faculty-rated assessment.
Previous studies have shown statistically significantly higher clinical judgment scores in
intervention groups (p < .001) (Coram, 2016; Fawaz & Hadam-Mansour, 2016; Fogg et al.,
2020; Victor, 2017). Coram (2016) used this instrument in which the intervention group was
shown expert role-modeling videos in addition to a standard prebriefing while the control group
was only exposed to the standard prebriefing. Faculty scored participants on the LCJR, and the
scores for the experimental group were significantly higher (Coram, 2016). The current study
had two faculty members rating student performance in a simulation scenario.

The PCAS was developed as an instrument for students to assess their ability to care for
patients and includes 17 Likert-type items (Sterner et al., 2020; Appendix B). All items use a 4-
point scale with the first two using 1 = strongly disagree to 4 = strongly agree and the remaining

items using 1 = very poor to 4 = very good. The scale has no option for a neutral response. The
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researchers who developed the scale reported an initial Cronbach’s alpha of .9 (Sterner et al.,
2020). The item themes include confidence, communication, and the ability to meet a patient’s
unique needs. Possible scores on the PCAS range from 1 to 4 where a low score means strongly
disagree and a high score means strongly agree.
Procedure

All students in the course attended the simulation activity. Students who opted to
participate in the study signed the consent form, completed the demographic survey, and
completed the pretest PCAS survey. All survey data were collected via Qualtrics online survey
software. After participants completed the surveys, prebriefing began. The same simulation
facilitator (not the PI) ran all of the sessions to maintain consistency of the experiences between
groups of students. Standard prebriefing took approximately 30 minutes and included an
introduction, outcomes, agenda, psychological safety, and an orientation to the simulation center
and equipment. Structured prebriefing was developed to engage students and encourage use of
clinical judgment (see Figure 3.1). The structured prebriefing included all of the INACSL criteria
listed in the standard prebriefing. The structured prebriefing also involved Socratic questioning
to promote student engagement. The facilitator asked guided questions and wrote student
responses on a white board to promote visual connections (Figure 3.2). Students discussed the
content that was given to them prior to the simulation including patient history, symptoms,
diagnoses, pathophysiology, pharmacology, anticipated patient presentation, and potentially
appropriate interventions or assessments needed. The group was encouraged to prioritize data
and actions and develop a plan of care. Structured prebriefing took approximately 1 hour.

Each group participated in the same simulation scenario regardless of whether they were

exposed to the intervention or control prebriefing. After the simulation scenario was completed
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and before debriefing, study participants completed the posttest PCAS survey. All groups then
participated in debriefing. The control group received the structured prebriefing intervention
during their debriefing to promote equitable education experiences. There were four students in
each simulation group. For many groups, all four students were participants in the study. Instead
of rating during the live sessions, the PI and a second rater watched recordings of the simulations
to rate all 53 participants using the LCJR after the semester ended. This was to enable the raters
the ability to observe one or two students at a time and then restart the video. It also allowed for
pausing the video if necessary.
Results

Similar to the program and university population, participants were predominantly female
(91%), White (89%), and aged 18-20 years (85%) (see Table 3.1). A Chi-square test was
performed to determine if there were any differences between the groups on demographic
variables. There were no statistically significant differences between the groups in age or gender.
Fisher’s exact test showed no statistically significant difference between groups for race (p =
.88). T tests revealed variation, but no statistically significant differences between the groups on
the number of college credits prior to beginning the program (#(53) = -.942, p = .35).
Lasater Clinical Judgment Rubric

In this study, Cronbach’s alpha for the LCJR was .902 for the first and .927 for the
second rater. There was a high correlation between the two rater scores (» = .959). Cohen’s K
was run to determine if there was agreement between the two raters’ scoring of 53 participants
clinical judgment displayed during the simulation. The lowest agreement, considered good, was
on the LCJR item Intervention Flexibility, K = 0.646, 95% CI [-0.08, 0.249], p <0.001. The

highest agreement, considered very good, was on Being Skillful, K =0.927, 95% CI [-0.8899,
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2.74392], p < 0.001. There were no statistically significant differences between total scores for
the intervention group (M = 23.9) or the control group (M = 24.4) (1(53) =0.795, p = .43) (see
Table 3.2).
Perceptions to Care in Acute Situations

Cronbach’s alpha for the PCAS was .783 pretest and .847 posttest. Both groups had an
increase in the PCAS mean score average from presimulation (intervention M = 2.66, control M
= 2.76) to postsimulation (intervention M = 2.76, control M = 2.93) (see Table 3.3). A mixed
ANOVA indicated a statistically significant change from pre to posttesting (F(1, 53) =11.32,p =
.001). Still, there was no interaction as there were no differences between the two groups (F(1,
53)=10.78, p = .38) (Figure 3.3).
Relationship between LCJR and PCAS

A paired samples ¢ test was conducted to determine if student self-perceptions differed
from faculty-rated scoring. The scores were standardized since two instruments were being
compared. The total standard scores for the PCAS and LCJR were used. Means for the
intervention group were not statistically significantly different (#(30) = -.46, p = .65) between
PCAS and LCJR. Means for the control group were also not statistically significantly different
(#(30) =.517, p = .61). While not significant, the combined mean for the PCAS (M = 2.86) was
higher than the mean for the LCJR (M = 2.2).

Discussion

In this study, the LCJR had strong interrater reliability suggesting consistency between
the two raters. The clinical judgment mean for the intervention group was lower than the control
group, though not statistically significant. This finding contrasts with another study where

researchers found the intervention group had higher clinical judgment after a structured
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prebriefing (Page-Cutara & Turk, 2017). One possible explanation for the mean clinical
judgment rating being so similar in this study, is that the intervention group participants may
have been less academically proficient than the participants in the control group at the outset of
the study. If these students were less prepared to begin with, then the intervention may have
prepared them to then perform at the same capacity as the control group. Another possibility is
that the structured prebriefing was not different enough from the standard prebriefing.
Furthermore, the LCJR may not be sensitive enough to detect differences. There was a high
correlation between the LCJR raters with some categories having identical means. Perhaps there
is not enough variability in the items or scale options. A final consideration is that the raters were
not aware of which study groups the participants were in, which decreases the potential for bias
and giving higher scores to the intervention group.

Most participants had an increase in perception to care score from pretest to posttest
suggesting the prebriefing, regardless of type, increased their perception of their ability to care
for patients. This was significant over time but the difference between the two groups was not
significant. The intervention group had a lower mean on the pretest compared to the control
group suggesting the intervention group had lower perceptions of their own abilities prior to the
intervention. Thus, even though both groups increased from pretest to posttest, the intervention
group mean was lower than the control group initially and that may be related to their lower
posttest scores.

When the total scores of the LCJR and the PCAS were compared, the PCAS did have
higher mean for all participants though it was not significantly higher. This reflects what is seen
in the literature in that it is common for students to grade or rate themselves higher than a faculty

member rates them (Hoegh-Larsen et al., 2023).
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Strengths and Limitations

This study has a number of strengths. The student groups were randomly assigned to
intervention or control. The prebriefing experiences were consistent because the same facilitator
presented the material using an outline. Two types of measurement were used; one was a
pretest/posttest instrument self-rated by participants and the other was a faculty-rated observation
of participants. Faculty members rating participants in their performance during the simulation
on the LCJR were not aware of the groups as they rated participant performance. The raters also
did not know which groups were exposed to the structured or standard prebriefing experiences.

The two raters reviewed the rubric prior to the study and discussed interpretation of items
and what a reasonable score would be for this level of students. As this was the first simulation
for this cohort, the faculty agreed that it would be reasonable for students to be competent but not
proficient. The rating 2 (developing) was determined to appropriate for this student level.
Participants received a higher rating if they showed exceptional skill or proficiency and a lower
score if they were unable to demonstrate basic understanding of the item. The simulations were
all conducted by the same facilitator to promote consistency. The facilitator did use an outline for
standard and structured prebriefing. However, as the same facilitator led both the intervention
and control prebriefing, this may have led to contamination between groups.

Limitations of the study included a relatively small sample (N = 55), use of one site,
small sample size, and a onetime exposure to the intervention. Although program cohort sizes are
usually closer to 80 students, there was unprecedented attrition at the first-year level with this
cohort. The university admissions department has attributed the rise in attrition concerns to the
financial and psychological impact COVID-19 had on families. Furthermore, though using a

self-rated and faculty-rated instrument strengthened the data, they were two different
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instruments. There have been studies in which the students rate themselves using the LCJR
(Coram, 2016; Fogg et al., 2020). Using the LCJR for self-evaluation may have strengthened the
comparison between the two scores. The PI was concerned, however, about students’ ability to
use the LCJR due to the categories being detailed and potentially impeding student interpretation
and sincere completion.
Implications and Future Research

Future research is needed to determine the impact of a structured prebriefing for clinical
judgment model. Collecting additional data such as participant GPA, course grade, or program
progression may be beneficial to test for differences between groups. This would allow
researchers to test for and potentially control for group differences regarding academic
performance when analyzing data. Ideally, this structured prebriefing model would be tested
again, at different sites, with different populations, and perhaps even throughout multiple
simulations to track student growth and change over time. Additional research on the impact of
prebriefing on simulation and learning needs to include instruments that are not only self-
assessments but instruments completed by faculty, simulation facilitators, or standardized
participants. Such considerations would strengthen the evidence and expand data beyond
students' perceptions.
Conclusion

The limited existing literature suggests that a structured prebriefing model could better
prepare nursing students for simulation. Nurse educators are integrating clinical judgment into
curricula to prepare students for real-life decision making in the nursing field. Using teaching
methods grounded in the Clinical Judgment Model walks students through the steps of clinical

judgment in an effort to develop their ability to think critically, make connections, and ultimately
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improve patient outcomes. Structured prebriefing does take longer than the standard prebriefing
and as no statistically significant differences between the two groups were found in this study,
the added time could be a deterrent. The study, did, however, provide insight into the current
nursing student population. As cohorts directly impacted by COVID-19 move through higher
education, nursing education must respond to their unique needs. Nursing simulation, including
prebriefing, is not an exception. Additional research needs to be conducted on the various types

of prebriefing and how they affect student learning and clinical outcomes.
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Figure 3.1

Structured Prebriefing
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Figure 3.2

Structured Prebriefing Whiteboard Columns
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Figure 3.3

Estimated Marginal Means Pre to Posttest

Estimated Marginal Means
295 Group

— D
280
285

280

275

Estimated Marginal Means

270

265

Pre to Posttest

Note: The X axis is the pretest and posttest. The Y axis is the total group mean. 0 indicates the

control group, 1 indicates the intervention group.

52



Table 3.1

Demographic Characteristics

Characteristic n %
Race
Black or African American 4 7.3
Two or more 1 1.8
White 52 98.2
Prefer to not disclose 1 1.8
Gender
Female 53 90.9
Male 4 7.3
Prefer to not disclose 1 1.8
Age
18-20 50 85.5
21-23 7 12.7
23-25 1 1.8
College Credits
None 15 23.6
1-6 10 16.4
7-15 13 21.8
16 —24 2 3.6
> 25 (without degree) 10 18.2
Associate’s degree 7 14.5
Bachelor’s degree 1 1.8
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Table 3.2

LCJR Independent t Test Means and Standard Deviations

N Mean Std. Deviation
LCJR Total Mean
Intervention Group 24 23.29 6.15
Control Group 31 24.4 4.21
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Table 3.3

PCAS ANOVA
Pretest Posttest
M SD M SD
PCAS Total Mean
Intervention Group 2.66 247 2.76 382
Control Group 2.76 307 2.94 191
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Chapter IV: Lessons Learned Conducting PostCOVID Nursing Education Research

The COVID-19 pandemic has had a profound impact on nursing education, and in turn,
nursing education research. Nursing education programs have a reputation for their rigorous
selection process and demanding curriculum. Nursing students must dedicate themselves to
intense study, learning, and achieving high levels of proficiency to succeed on the NCLEX and
ultimately provide safe and effective nursing care. The pandemic had a universal impact on a
world already experiencing social and political unrest. Student cohorts in nursing programs are
arriving with more complicated histories, experiences, and expectations than prior to the
COVID-19 pandemic. Nurse educators planning research that involves students need to consider
new variables that could have an impact on study outcomes.

In the current literature on prebriefing, Page-Cutrara and Turk (2017) measured the
impact of a structured prebriefing compared to a standard prebriefing on clinical judgment and
competence. They reported statistically significant differences between groups with the
intervention groups having higher competency performance (p =.001), clinical judgment (p =
.001), and prebriefing experience (p = .001) with a post hoc analysis of d = 1.8. Similarly, Coram
(2016) measured the impact of structured prebriefing on clinical judgment and reported
statistically significantly higher LCJR scores (p = .00) for the intervention group with a post hoc
analysis d = 1.72. After the completion of a study that explored the impact of structured
prebriefing on clinical judgment and perceptions of nursing students, results showed no
statistical significance between groups. On the Lasater Clinical Judgment Rubric (LCJR) and the
Perception to Care in Acute Situations (PCAS), the intervention group means were lower than
the control group. This led me to wonder if there were differences in the study groups regarding

academic performance. New variables shaped by the COVID-19 pandemic, which have a
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potential influence on course grades and attrition, may have had an impact on the study findings
and could continue to impact future studies in nursing education.
Background

The National Center for Education Statistics (NCES) has reported a decline in
undergraduate enrollment that started in 2020 and continued to fall another 4.2% in 2021 (NCES,
2023). Beyond concerns with general university applications and attrition rates, there has been an
additional increase specifically in nursing program attrition (Henshall et al., 2023). Higher
attrition rates in nursing programs may be related to the change in entrance requirements of no
longer requiring applicants to submit standardized test scores. This change initially occurred due
to the closure of testing sites during the pandemic. There are mixed opinions on standardized
tests and whether they predict college outcomes (Allensworth & Clark, 2020). However,
admission criteria did change during COVID-19, and some programs have continued to not
require standardized test scores. The nursing program used in the study I conducted in spring of
2023 did not require standardized test scores for the student cohort that participated in this study
and did not begin requiring them again until the 2023-2024 admission cycle.

COVID-19 had social, financial, and psychological effects on students and their families.
The decision to start and remain in college has become more complicated. For example, the
cohort used in this study experienced very high rates of attrition starting with a higher than usual
number of first-year students simply not returning for their second year (approximately 15% of
students in the cohort). High attrition rates continued in the second year with an increase in
students not progressing due to academic failure as well as a few taking medical leave or
changing their major. In total, there was 49% attrition at the sophomore level, which is a jump

from the program average of 10 — 15% attrition at this level (K. Little, personal communication,
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December 14, 2023). The cohort in my study may have been demonstrating some of the impacts
of COVID-19 on their high school learning, experience, emotional intelligence, and development
of problem-solving and critical thinking abilities.

Postpandemic Learners

The unique needs of postpandemic learners have caused a heightened unpredictability in
student engagement and performance (Zhdanov et al., 2022). Most participants (85.5%) enrolled
in the study experienced the peak of the pandemic in their junior year of high school. The
remaining participants were either high school seniors or in their first or second year of college.
Students were forced to stay at home, unable to attend school (Zhdanov et al., 2022). These
students spent their last year of high school learning either entirely online, in a hybrid format, or
in person with masks and social distancing. They dealt with a lack of consistency and frequent
change.

Many public schools have implemented a minimum grade policy in which teachers were
required to assign grades of no less than 50% regardless of student performance or completion of
an assignment (Dennis, 2018). Minimum grade practices can lead to a learned helplessness and
lower course grades for students as they progress through their education experiences (Dennis,
2018). Furthermore, many schools opted not to require standardized testing during the pandemic
(National School Boards Association, 2021). Test scores released by the National Assessment of
Educational Progress in the United States for 2022 disclosed an unprecedented decrease in math
scores, and reading scores had the sharpest decrease in 3 decades (Padrez et al., 2022). There was
an even wider gap in equitable education related to socioeconomic status of families (Padrez et

al., 2022). Students in families with lower socioeconomic status as well as those with lower
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parental education, had less accessibility to resources including technology, internet, supervision,
and assistance on their schoolwork (Easterbrook et al., 2021).

Nursing faculty have reported seeing more failing grades and an increase in students
demonstrating anxiety (Fawcett, 2023). Students have reported feeling as if they were not
challenged or pushed to learn in their final few years of high school during the pandemic, which
has caused the adjustment to college life to be more complicated than anticipated. The increased
time spent online during and after the pandemic has led to fewer in-person interactions,
especially in the form of group events, and increased social anxiety. These changes have led to
an increase in anxiety, depression, and suicide in college students (Fawcett, 2023). The
postpandemic learner fundamentally differs from prepandemic learners and there is a need for
educators in all fields to reconfigure educational efforts and evaluation methods.

Anxiety and Intolerance of Uncertainty

While most were not yet in college during the pandemic, participants in the study likely
had similar experiences in terms of the impact on emotional intelligence and development. There
has been a reported increase in depression, anxiety, and college student suicides during the
pandemic (Gadgil & Kakulte, 2021). In a systematic review of studies completed prior to the
pandemic, Mulyadi et al. reported 52% of nursing students experienced depression and 32%
experienced anxiety (2021). This is in addition to, and compounded by, stress which was
experienced by 30% of nursing students (Mulyadi et al., 2021). At the time of writing, there were
no published findings of the current state of postpandemic nursing student mental health.
However, given the lasting impacts of health, finances, concern for the future, and the impact on
the healthcare system, mental health challenges for current students are likely to be at least

similar, if not more prevalent than they were prepandemic.
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In direct relation to anxiety, nursing students also demonstrate an intolerance of
uncertainty (Yesilot et al., 2022). Intolerance of uncertainty is defined as someone’s inability to
overcome the discomfort caused by a feeling of not having enough information or being
uncertain about an outcome (Carleton, 2016). This phenomenon could have been a factor
influencing the fear seen in nursing students who participated in this study. Faculty members
have observed recent student cohorts having demonstrated more intolerance of uncertainty and
increased fear (C. Crews, personal communication, April 27, 2023). There is such a fear of
failure that students have been seen choosing inaction. Data from one participant was excluded
from my study because they stood against the wall for the entire simulation. Students report
being afraid of making the wrong decision, of not being competent, or of simply not being
“enough.”

Lessons Learned

Lessons learned during the study could influence future nursing education research.
Collect Data on Academic Variables

The focus of my study was on the effect of structured prebriefing on clinical judgment as
measured by the LCJR during the simulation and student self-assessment using the PCAS before
and after the simulation. Study findings revealed no statistically significant differences between
the intervention and control groups on clinical judgment or perceptions of ability to care for
patients. The intervention group had a higher total mean score on the PCAS. However, the
control group had a higher mean score on the LCJR. Because participants were not asked during
the consent process to release their grades, no academic data were collected. It would have been
beneficial to have collected course grades, course and program attrition, and GPA to explore

potential differences in the study groups. I considered having participants reconsent but due to
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the attrition rate, many participants were inaccessible after the completion of the semester when
the data were being analyzed and this concern was recognized.

Much like considering variables during research, there are many variables to consider
when reflecting on attrition and retention in nursing education research. The nursing program
where participants were recruited for this study has never seen such a high attrition rate in this
course (K. Little, personal communication, October 29, 2023). In previous cohorts, one or two
students may have been unsuccessful in passing Fundamentals of Nursing. In the academic term
in which the study took place, 22 of 60 students earned non-passing grades in the course (K.
Little, personal communication, December 14, 2023). The cohort used in this study demonstrated
difficulty in their ability to problem solve, make decisions, and use critical thinking. The students
struggled with test questions that required application, analysis, or prioritization. The
unprecedented attrition and sheer number of students who had difficulties adapting to nursing
school could be related to their status as postpandemic learners.

Instrument Choice

My study included a self-report instrument, PCAS and a faculty-rated instrument, LCJR.
In past studies researchers have used the LCJR as both a self-report and a faculty-rated
instrument, which allows a direct comparison of the scores to determine correlation. For my
study, I was concerned about participants’ ability to adequately complete the LCJR. Study
participants were sophomores who would have needed additional time to learn how to complete
the LCJR appropriately. The LCJR is very specific and has long descriptors. The two faculty
members who rated participants practiced using the rubric and had a trial of watching other
student simulations to. They discussed the rubric, interpretation of the items, and how to rate

students. The time and effort needed to ensure faculty raters used the rubric appropriately led the
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researcher to question whether the participants would be able to truly reflect, engage, and
accurately complete the rubric. For this reason, I had participants use the self-report PCAS.
However, using two instruments required the scores to be standardized to be compared.
Furthermore, while the PCAS includes items that fall under clinical judgment, it was not
developed to measure clinical judgment.
Employ Creativity

When planning for completing the LCJR, I developed an innovative approach to
differentiating between participants during the simulation. The two faculty members who rated
the participants on the LCJR did so by watching video recordings of the simulations. Three
cameras were positioned on the ceiling and four students wearing identical uniforms participated
in each simulation. The rating faculty members did not necessarily know student names and
needed to document each student’s ratings. I considered using headbands or colored safety vests;
however, vests were ruled out due to a wide variety of student sizes and the intention to avoid
making students feel self-conscious. Magnetic badges with brightly colored index cards glued on
were implemented instead. Students wore one on the front of their uniform and a same-colored
badge on the back of their uniform. The observing faculty member could then see their badge
color from nearly any angle. Documentation of participant rating was made based on the color of
their badge paired with the date and time of their simulation.
Implications for Nursing Education Research and Practice

It is imperative that nurse educators be involved and invested in tracking student data and
outcomes. Program outcomes are commonly measured using licensure and program completion
(Jeffreys, 2021). However, if programs continue to struggle with retention rates, then focusing on

licensure percentages does not adequately represent a program’s effectiveness. There were many
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variables to consider when studying retention, attrition, and success prior to COVID-19. These
variables, including social determinants of education, have only been compounded by
postpandemic impacts on everyday life. Thus, tracking student progression and measuring
effectiveness of retention strategies is necessary to inform future teaching approaches in nursing
education. There should be differentiation in tracking student retention and attrition as these are
separate pathways and should be coded to represent specific reasons they occur (Jeffreys, 2021)
For example, Jeffreys (2021) considers retention related to types of program progression while
attrition is when a student is no longer enrolled in the nursing program. Attrition and retention
data tracking can get complicated when students move between cohorts, take a break, or fail a
course. Furthermore, there is an opportunity to determine how to differentiate and track attrition
and grade trends in nursing courses that are required in the program curriculum as well as other
required non-nursing courses and elective courses. Documenting trends in the data could lead to
the development of strategies that could then be studied to determine the impact on overall
attrition. Strategies that have been developed and implemented must then be disseminated.
Unfortunately, timely dissemination of effective strategies has been a challenge as nurse
educators work to meet journal guidelines and publish their findings (Jeffreys, 2022). Nurse
educators often write scholarly work while enrolled in terminal degree programs but then fail to
pursue publication once their program is complete (Valdez, 2021).

Retention, attrition, and success in nursing education need to be explored holistically to
have a better understanding of variables and thus the ability to address problem areas. Nursing
students have and will continue to have mental health concerns including anxiety, depression,
stress, intolerance of uncertainty and impaired coping mechanisms (Gadgil & Kakulte, 2021;

Yesilot et al., 2022). Students report having increased anxiety that stems from variables including
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time management and fear of the unknown (Watson, 2023). Anxiety related to time includes
students handling work-life balance, which is affected by the rigor of nursing programs that
require them to study; attend clinical rotations; and complete assignments. Students express
heightened anxiety when they have more than one test in a week and report a feeling of always
being behind and unable to complete assignments due to the time spent studying (Watson, 2023).
Time management is further compounded for students employed outside of school or who bear
responsibilities as caregivers. In fact, depression and anxiety are correlated with students with
lower socioeconomic status (Watson, 2023).

Nurse educators cannot address and solve all the problems and diverse concerns students
bring with them when they enroll in a nursing education program. However, nurse educators can
implement healthy coping skills education, model coping skills and behaviors, and employ
equitable and holistic education practices that consider students’ health and wellness. Nursing
students may enter programs with an expectation of what nursing school and the nursing
profession are and may then be unable to adjust to what they experience. The subsequent
experience of disillusionment may be a contributing factor to attrition rates (Sillero et al., 2023).
Simply telling students to take care of themselves, or “just do self-care” is not enough. There
needs to be intentional education and support on tangible skills, coping methods, and healthy
behaviors for nursing students to learn and practice. Nurse educators could collaborate with on-
campus mental health or counselling services to provide sessions on emotional intelligence,
stress management, and other coping mechanisms that could help students adjust to the workload
of nursing education. Furthermore, to combat an intolerance of uncertainty, emotion regulation,
mindfulness, and radical acceptance could be included in these sessions as these topics have been

shown to improve the ability to cope with, adapt to, and respond to negative experiences (Segal
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et al., 2023). In turn, nursing education researchers could study and publish the effect of
incorporating coping skills education into a nursing program on nursing students’ perceptions of
mental health, anxiety, depression, and stress, as well as retention, attrition, and performance
measures.
Conclusion

Nurse educators are responsible for graduating safe and competent nurses. It is critical,
therefore, to address the lack of foundational math skills, problem-solving, and study habits
occurring in more students now than in previous years. Nurse educators need bridging techniques
to help future nursing students reach and maintain the standard of practice. The way nurse
educators implement teaching activities, such as simulation, needs to be adjusted to
postpandemic learners. Changes made now will have to be adjusted again in several years when
students entering college will have been affected differently by the pandemic. Today’s nursing
students struggle with critical thinking and clinical reasoning, which supports the need for

purposeful, intentional, structured prebriefing that prepares students for a simulation experience.
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Chapter V: Conclusion

The purpose of this dissertation study was to determine the effect of a structured
prebriefing method on nursing students’ demonstration of clinical judgment as well as their
perceptions of their ability to care for patients, the prebriefing experience, satisfaction, and
confidence. There was an additional aim to explore the relationship between faculty-rated
clinical judgment, student perceptions of ability to care for patients, and demographic variables.
The quasi-experimental, pretest/posttest study reported in this dissertation employed a
convenience sample of sophomore nursing students in a 4-year baccalaureate nursing program.
All participants were enrolled in the nursing program site’s Fundamentals of Nursing course for
the first time. In this course, simulation is a required activity.

After Institutional Review Board approval was obtained from Teachers College
Columbia University and the study site, the students were invited to participate in the study,
which was described as completing surveys and allowing two faculty members to rate their
performance in the simulation. All survey data were collected using Qualtrics online survey
software. Participants were separated into simulation groups of four. These groups were
randomly assigned to one of two groups; the intervention group was exposed to a structured
prebriefing method while the control group was exposed to a standard prebriefing method. All 62
students enrolled in the Fundamentals of Nursing course were required to come to the
simulation. Of these, 58 students gave informed consent and 55 completed the study
requirements of survey completion. There were 24 participants in the intervention group and 31
in the control group. All participants completed a demographic survey when they arrived for
their scheduled simulation. After completing the presimulation survey, the intervention group

received the structured prebriefing and the control group received the standard prebriefing. Both
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groups were exposed to the same simulation scenario, which was recorded with an audio and
video recording system. All participants completed the posttest surveys after the simulation
experience and prior to debriefing as their debriefing experiences slightly differed according to
group. Having received the standard prebriefing, the control group had a longer debriefing that
provided elements of the structured prebriefing.

Key Findings

Chi-square analysis, Fisher’s exact test, and t tests were performed on the demographic
data. There were no statistically significant differences between the two groups for age, gender,
race, or level of education prior to enrollment in the study site’s nursing program.

Chapter Il focused on participant perceptions of the prebriefing experience using the
Prebriefing Experience Scale (PES) as well as self-confidence and satisfaction with simulation
using the Satisfaction and Confidence in Learning Scale (SCLS). Page-Cutrara and Turk (2017)
modified the Debriefing Experience scale (Reed, 2012) to create the PES so they could measure
student perceptions of a prebriefing method instead of a debriefing method. The PES has 20
Likert-style items that require the participant to consider how the prebriefing allowed them to
make connections, analyze thoughts and feelings, and their perceptions of the facilitator. The
SCLS is an instrument developed by Jeffries in conjunction with the National League for
Nursing (2005). It is a self-report instrument where participants rate their perspective of how
satisfied they are with the simulation instruction, experience, and their self-confidence in their
ability to participate using 23 Likert-type items.

Participants completed both the PES and SCLS after the simulation experience and prior
to debriefing. Both instruments had high internal consistencies. There were no statistically

significant differences between groups on either instrument including on the subscales. Scores
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had high means on most items suggesting participants agreed with the statements. High scores
indicate higher satisfaction with the simulation, teaching, and overall experience. The total
means on the PES were also high which indicates participants were satisfied with the prebriefing
experience. For the PES, the intervention group had a nonstatistically significant higher mean.

In Chapter I11, findings from the faculty-rated Lasater Clinical Judgment Rubric (LCJR)
and the participant self-report instrument, Perception to Care in Acute Situations (PCAS) were
reported. The LCJR was created for measuring clinical judgment in nursing students (Lasater
2007). This rubric has 11 items addressing observation, recognizing deviations, prioritizing data,
communication, leadership, and decision making. In previous studies, the LCJR has been used
by faculty to rate students, students to rate themselves, and students to rate their peers (Coram,
2016; Fogg et al., 2020). In this study, two faculty members used the rubric to rate students. To
allow sufficient time for them to rate all students, the faculty raters used video recordings of the
simulations to complete the LCJR. All groups had four students in the simulation and for many
groups, all four students had consented to participate in the study. Using the video recording to
complete the rubric allowed the faculty to pause if they needed time to take notes or consider the
rubric descriptions.

The PCAS was developed Sterner et al. (2020) to measure nursing students’ perceptions
of their own ability to provide care to patients in acute situations (Sterner et al., 2020). The
instrument has 17 Likert-type items covering confidence, communication, teamwork, and ability
to make decisions for individual patients. The PCAS was implemented as both a pretest and
posttest. Participants completed the PCAS and demographics survey before prebriefing occurred.

The posttest was taken after the simulation and before debriefing.

71



The two study groups did not have statistically significant differences in perceptions to
care at pretest or posttest. Both groups had a statistically significant change from pretest to
posttest. There was no interaction between the groups over time. There was strong interrater
reliability on the LCJR between the two faculty members. There were no statistically significant
differences in total clinical judgment scores between the intervention and control groups.

The PCAS scores and LCJR scores were standardized and then compared to see if
students rated themselves differently than faculty rated them. Both group means for the self-
reported perceptions to care were higher than the faculty-rated clinical judgment means. There
were no statistically significant differences between the two means. This finding is similar to
what is seen in the literature in that students often rate themselves higher in their ability or
performance when compared to a faculty member rating (Hgegh-Larsen et al., 2023).

Chapter IV explored lessons learned while conducting this study and provided a
discussion of the effect of postpandemic learning on nursing. The study presented in Chapters Il
and 111 had a convenience sample of sophomore students at a 4-year university. These students
were nearly all juniors in high school during the shutdown caused by the COVID-19 pandemic.
They came to college with unique variables caused by school closures, pauses in standardized
testing, social isolation, grade policy changes as well as physical and mental health impacts. The
pandemic also may have heightened or contributed to financial instability in many families,
which has affected students’ ability to enroll and remain in college. Recently, nursing students
reported high levels of anxiety (32%), depression (52%), and stress (30%) during the pandemic
(Mulyadi et al., 2021). They have also demonstrated a specific fear of the unknown, an
intolerance of uncertainty (Yesilot et al., 2022). All of these factors have had an impact on the

retention and attrition rates of nursing students. The student cohort recruited to participate in this
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study had an attrition rate of approximately 15% in their first year and 49% in their second year
of the program. The site’s nursing program usually sees a second-year attrition rate of 10 — 15%
(K. Little, personal communication, October 29, 2023).
Implications and Future Research

This dissertation contributes to what is known in nursing education by implementing a
structured prebriefing and being transparent about the unique participant cohort. The study itself
used a control group, a variety of previously validated instruments, two raters, and anonymizing
participants. Though no statistically significant differences were found, the researcher plans to
study the structured prebriefing method a second time with a different cohort. Not finding
statistical differences may be due to the unique variables the study cohort experienced, the
structure and rigor of the study, low power, or instrument sensitivity. To better measure
differences in groups, in addition to the previous study methods, academic data should be
collected including course grades and progression. There was an unprecedented rate of attrition
within the study cohort with many students failing the Fundamentals of Nursing course. As
participants were not asked to consent to share academic data, this data could not be collected
and used to measure whether there were differences between the intervention and control groups
in academic achievement. It is possible that the groups were different prior to the intervention
and the structured prebriefing simply brought the intervention group up to the level of the control
group. However, it is also possible that there is no difference between the two types of
prebriefing. If structured prebriefing does not impact nursing students in a significant way, then

it would be best to use the standard prebriefing method as it saves approximately 30 minutes per

group.
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Conclusion

Structured prebriefing has not been thoroughly explored in nursing education research.
Structured prebriefing may be an opportunity to better support students and guide them through
the simulation experiences by helping them connect ideas and develop care plans. The extra time
spent would be beneficial if it helps students to better understand, problem solve, and immerse
themselves in the scenario. Considering the differences already observed in postpandemic
learners compared to prepandemic learners, it is evident that nursing education needs to evolve
and respond. There needs to be careful tracking and trending of data including attrition,
retention, and course grades. Holistic interventions need to be developed to address the growth
and development of student mental health, coping, and emotional intelligence. This is a call to
action for nurse educators to not only continue to develop creative and innovative teaching
methods, but to test them in rigorous studies and publish them to share with others. Through
dissemination, effective ideas can have an impact on the greater population of nursing students to

help nurse educators best prepare the next generation of nurses.
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Appendix A
Institutional Review Board and Site Approvals

Al: Site IRB Permission

LONGWOOD

UNIVERSITY

Academic Affairs
Rotunda

201 High Street
Farmville, VA 23909
tel: (434) 305-2010

fax: (434) 305-2500

December 14, 2022

IRB#:2022-10-06
Study Title: Prebriefing for Clinical Judgement in Simulation

« This study is approved.

 Research calegory: Exempt under 45 CFR 46.104(d)(1)
Consent: Full consent will be obtained in hard copy.
Expiration: No expiration date

¢ Amendments: If you need to make any amendments please resubmit your proposal
with the amendments highlighted. Approval for amended protocols is usually
expedited.

+ Unanticipated problems: Please report any unanticipated problemsthat are serious
adverse events to the IRB within 1 week of becoming aware of the event. All other
unanticipated problems should be reported to the IRB within 2 weeks of the
investigator becoming aware of the event.
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A2: Nursing Director Permission to use site.

LONGWOOD

UNIVERSITY

201 High Street
Farmville, VA 23909
tel: 434.305.2936
fax: 434.395.2506

trs: 711
Site Permission Letter

Teachers College Institutional Review Board
Russell Hall, Room 13

Teachers College, Columbia University

525 West 120™ Strect

New York, NY 10027

Tuly 27, 2022

Dear TC IRB,

Based on my review of the proposed rescarch by Elizabeth “Ellis™ Parker, I give permission for
them to conduct the study entitled Prebriefing for Clinical Judgment in Nursing Simulation
within the Longwood University Department of Nursing pending approval by TC IRB. As part
of this study, I authorize the researcher(s) to recruit participants, provide simulation prebriefing
experiences, and access video recording of simulation sessions for participants who provide
informed consent. Individuals® participation will be voluntary and at their own discretion.

We understand that our organization's responsibilities include: permitting access to students,
videos of student performance, and access to the simulation lab. We reserve the right to
withdraw from the study at any time if our circumstances change.

We understand that the research will include typical simulation instruction and pre-test and post-
test surveys.

This authorization covers the time period of February 2023 to June 2023.
I confirm that | am authorized to approve research in this setting.

I understand that the data collected will remain entirely confidential and may not be provided to
anyone outside of the research team without permission from the TC IRB.

Sincerely,

Kimberly E. Little, PhD, RN, WHNP-BC, CNE

Chair, Nursing
littlekera longwood.edu

78

Longwood University éD Department of Nursing



A3: Simulation Director permission to use site.

Teachers College Institutional Review Board
Russell Hall. Room 13

Teachers College. Columbia University

525 West 120" Street

New York. NY 10027

January 12, 2023
Dear TC IRB,

Based on my review of the proposed research by Elizabeth “Ellis” Parker, I give permission for
them to conduct the study entitled Prebriefing for Clinical Judgment in Nursing Simulation
within the Longwood University Department of Nursing. As part of this study, I authorize the
rescarcher(s) 1o recruit participants, provide simulation prebriefing experiences, and access video
recording of simulation sessions for participants who provide informed consent. Individuals’
participation will be voluntary and at their own discretion.

We understand that our organization’s responsibilities include: permitting access to students,
videos of student performance, and access to the simulation lab. We rescrve the right to
withdraw from the study at any time if our circumstances change.

We understand that the research will include typical simulation instruction and pre-test and post-
(est surveys.

This authorization covers the time period of February 2023 to June 2023.
I confirm that | am authorized to approve research in this setting.

I understand that the data collected will remain entirely confidential and may not be provided to
anyone outside of the research team without permission from the TC IRB.

Cynthia S Crews. DNP, RN, CNE. CHSE
Assistant Professor/Clinical Simulation Director
Department of Nursing Longwood University

crewses alonewood.edu
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Appendix B
Instruments and Author Permissions

BI: Student Satisfaction and Self-Confidence in Learning Instrument (NLN, 2005).

Student Satisfaction and Self-Confidence in Learning
Instructions: This questionnaire is a series of statements about your personal attitudes about the instruction you receive
during your simulation activity. Each item represents a statement about your attitude toward your satisfaction with learning
and sclf-confidence m obtaining the mstruction you need. There are no right or wrong answers. You will probably agree with
some of the statements and disagree with others. Please indicate your own personal feelings about each statement below by
marking the numbers that best descrnibe your attitude or beliefs. Please be ruthful and describe your attitude as it really is,
not what you would like for it to be. This is anonymous with the results being compiled as a group, not individually.

Mark:
1 = STRONGLY DISAGREE with the statement
2 = DISAGREE with the statement
3 = UNDECIDED - you neither agree or disagree with the statement
4= AGREE with the statement
5=STRONGLY AGREE with the statement

Satisfaction with Current Learning SD| D UN A | SA
1. The teaching methods used in this simulation were helpful and effective, 01 02 | O3 04 | Os

2. The simulation provided me with a variety of learning materials and activities to 01 02 03 04 05
promote my learning the medical surgical curriculum.

3. L enjoyed how my instructor taught the simulation. 01 2 | C3 | C4 | OS5

4. The teaching materials used in this simulation were motivating and helped me o1 02 O3 04 05
to learn.

5. The way my instructor(s) taught the simulation was suitable to the way I learn. 01 02 (O] 04 05

Self-confidence in Learning SD D UN A | SA

6. 1 am confident that I am mastering the content of the simulation activity O1 02 03 04 05
that my instructors presented to me.

7. 1 am confident that this simulation covered critical content necessary for the o1 2 | O3 04 | OS5
mastery of medical surgical curriculum.

8 1am confident that I am developing the skills and obtaining the required o1 02 O3 04 05
knowledge from this simulation to perform necessary tasks in a clinical setting

9. My instructors used helpful resources to teach the simulation. 01 02 |03 | O4 | O5

10. 1t is my responsibility as the student to learn what I need to know from this
simulation activity.

01 02 |03 | O4 [ O5

11.1 know how to get help when I do notunderstand the concepts covered o1 02 O3 04 Qs
in the simulation.

12.1 know how to use simulation activities to leam critical aspects of these skills, 01 02 O3 |04 | O3

13.1t is the instructor’s responsibility to tell me what I need to learn of the simulation o1 02 |03 |o4 | Os

activity content during class time..

© Copyright, National League for Nursing, 2005 Revised December 22, 2004

The SCLS was published by the NLN (2005) and is available for usage in studies.
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Permission to use PES by primary author.

| i A pps..' Parker, Elizabeth <em3475@tc.columbia.edu>
- e,

Prebriefing Scale

Karin Page-Cutrara <kcutrara@yorku.ca= Wed, Jun 29, 2022 at 2:57 PM
To: "Parker, Elizabeth” <em3475@tc.columbia.edu=

Hello!

Yes, absolutely you can use it. Please let me know if you have access io the copy through
my published ProQuest dissertation.

Best of luck to you!

Karin Page-Cutrara (she/her) PhD RN CCNE CCSNE

Associate Dean, Learning, Teaching & Academic Programs » Faculty of Health
and

Associate Professor, Teaching Stream «School of Nursing « Faculty of Health

YORK UNIVERSITY

HNES 435 * 4700 Keele Sireet
Toronto ON * Canada M3J 1P3
T 416.736.2100

wawwy yorku.ca
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B3: Lasater Clinical Judgment Rubric (LCJR).

LASATER CLINICAL JUDGMENT RUBRIC

Noticing and Interpretin,

from Expected Patterns

deviations from expected
patterns in data and uses these to
guide the assessment

Effective NOTICING Exemplary Accomplished Developing Beginning

involves:

Focused Observation Focuses observation Regularly observes/ i a A pts to a variety of | Confused by the clinical
appropriately; regularly observes | variety of data, including both bj and obj data, i ion and the type of
and monitors a wide variety of subjective and objechve most but is overwhelmed by the array | data; observation is not
objective and subjective data to | useful information is noticed, of data; focuses on the most organized and important data is
uncover any useful information may miss the most subtle signs obvious data, missing some missed, and/or assessment errors

important information are made

Recognizing Deviati Recognizes subtle p and R i most obvious Idemlﬂen obvlou: patterns and Focuses on one thing at a time

and ions in data
and uses these to continually
assess

g some
important Inl'onnnlon unsure
how to i the

and misses most
plncmsldevilllon! from
misses

opponunmcs to refine the
assessment

Information Seeking

Assertively leclu inform.ﬂon o

Achvely_mlu subjective

plan inter
collects useful subjective dlll
from observing the client and

from interacting with the client

about the client's
situation from the client and
family to support planning
interventions; occasionally does

Makes limited efforts to seek
additional information from the
client/family; often seems not to

Is ineffective in sceking
information; relies mostly on
objccllve data; has difficulty

know what infi to seck
and/or pursues unrelated

g with the client and
family and fails to collect

and family not pursue important leads information important subjective data
Effective Exemplary Accomplished Developing Beginning
INTERPRETING
involves:
Prioritizing Data Focuses on the most rel G Iy fi on the most Makes an effort to prioritize data | Has difficulty focusing and
and important data useful for ampoﬂum data and seeks further | and focus on the most important, | appears not to know which data
laining the client's diti but also but also attends to less are most important to the
may try to attend to less relevant/useful data diagnosis; attemplts to attend to
pertinent data all available data
Making Sense of Data Even when facing complex, In most situations, interprets the | In simple or common/familiar Even in simple of
conflicting or confusing data, is | client's data patterns and situations, is able to compare the | familiar/common situations has
able to (1) note and make sense compares with known patterns client's data patterns with those difficulty interpreting or making
of patterns in the client’s data, to develop an Immamion plan known u\d to develop/explain sense of data; has trouble
(2) compare these with known and panying le; the | inter plans; has hing among P '3
(from the 8 P are rare or difficulty, however, with even explanations and appropriate
knowledge base, h li d cases where it is moderately difficult interventions, requiring
personal experience, and nppropfine to seck the guidance | datw/situations that are within i both in d g the
intuition), and (3) develop plans | of a specialist or more the for stud problem and in developing an
for interventions that can be experienced nurse in-ppreprnlcly requires advice intervention
Justified in terms of their or assistance
likelihood of success
© Developed by Kathie Lasater, Ed.D. (2007). Clinical jud ] Using 1o create a rubric. Journal of Nursing Education, 46, 496-503, January 2007
LASATER CLINICAL JUDGMENT RUBRIC
Responding and Reflecting

Effective RESPONDING Exemplary Accomplished Developing Beginning

involves:

Calm, Confident M ibility: G 1 dlsphyl dershi Is tive in the leader’s role; Except in simple and routine
deleg; team assi, and and is nble to reassures clients/families in situations, is stressed and
assess the client and I/calm most routine and relatively simple disorganized, lacks control,
them and their families may show stress in particularly ituati but b making clients and famili

difficult or complex situations and disorganized easily anxious/less able to coo|

Clear C icati C effectively; Generally communicates well; Shows some communication Has difficulty communicating;
explains interventions; explains carefully to clients, ability (e.g., giving directi 3 pl ions are fusing,
calms/reassures clients and gives clear directions to team; communication with directions are unclear or
families; directs and involves could be more effective in clients/families/team members is | contradictory, and
team members, explaining and establishing rapport only partly successful; displays chenu/fumuhes are made
giving directions; checks for caring but not not d
understanding

Well-Planned Interventions are tailored for the | Develops interventions based on Develops interventions bucd on

Intervention/Flexibility

individual client; monitors client
progress closcly and is able to
adjust treatment as indicated by

the client response

relevant patient data; monitors
progress regularly but does not
expect to have to change
treatments

Foculel on dcveloplnu a single

the most obvious data;
progress, but is unable to make
adjustments based on the patient

response

inter ing a likely
lolulion. but it may be vague,
g, and/or |

some monitoring may occur

Being Skillful Shows mastery of y Displays profici in the use Is hesitant or ineffective in 1s unable to select and/or
nursing skills ofmou nursing skills; could utilizing nursing skills perform the nursing skills

improve speed or accurac;

Effective REFLECTING Exemplary Accomplished Developing Beginning

involves:

Evnluuﬂon/Self-Annlyuh Independent); | / Eval lyzes § | Even when prompted, briefly Even prompted evaluations are
analyzes p I clinical linical per with verbalizes the most obvious brief, cursory, and not used to
perfc noting d inimal prlmlrlly evaluations; has difficulty improve performance; justifies
points, elaborating al major Ide ky imagining al Rt is | g Y danbatarara 4
and ly luati d points are id 1 in evaluating without evaluating them

choices ngnmn alu:mnuvu and alternatives are considered personal choices

Commitment to Dy o Dy a desire to Demonstrates awareness of the Appears uninterested in

Improvement going imp 1l imp nursing perfi need for ongoing improvement improving performance or
on md critically evaluates reflects on and evaluates and makes some effort to learn unable to do so; rarely reflects;

g experi - y cxperieancs; Ifienliﬂns from experience and improve is uncritical of him/herself, or

overly critical (given level of

development); is unable to see
flaws or need for improvement

identifi 1gths/weak gt could be performance but tends to state
and develops specific plans to more sy icin luating the obvious, and needs external
climinate weaknesses weaknesses evaluation

Using si 1o create a rubric. Journal of Nursing Education, 46, 496-503.

© Developed by Kathie Lasater, EA.D. (2007). Clinical jud; Jevel
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Permission to use LCJR from author.

r o
| i Apps:' Parker, Elizabeth <em3475@tc.columbia.edu>
! )

Use of LCJR

Kathie Lasater <lasaterk@ohsu.edu= Sun, Apr 24, 2022 at 7:2% PM
To: "Parker, Elizabeth” <em3475@tc.columbia.edu=

Hi Elis,

Here is the same information | sent Erin. | wish you all the bestl

Thank you for your interest in the Lasater Clinical Judgment Rubric (LCIR). You have my permission to use the
tool for your project. | ask that you (1) cite it correctly, and {2) send me a paragraph or two to let me know a bit
about your project when you've completed it, including how you used the LCIR. In this way, | can help guide
others who may wish to use it. Please let me know if it would be helpful to have an electronic copy.

You should alsc be aware that the LCIR describes four aspects of the Tanner Medel of Clinical Judgment—
Noticing, Interpreting, Responding, and Reflecting—and as such, does not measure clinical judgment because
clinical judgment involves much of what the individual student/nurse brings to the unique patient situation (see
Tanner, 2006 article). We know there are many other factors that impact clinical judgment in the moment,
many of which are impacted by the context of care and the needs of the particular patient.

The LCIR was designed as an instrument to describe the trajectory of students’ clinical judgment development
over the length of their program. The purposes were to offer a common language between learners, faculty,
and preceptors in order to talk about learners’ thinking and to serve as a help for offering formative guidance
and feedback (See Lasater, 2007, 2011). For measurement purposes, the rubric appears to be most useful with
multiple opportunities for clinical judgment vs. one point/patient in time.

Please let me know if | can be of help,
Kathie
Kathie Lasater, EAD, RN, ANEF, FAAN

Professor Emerita, OHSU School of Nursing
Visiting Professor, Edinburgh Napier University

Kathie Lasater is also Assistant Editor of Nurse Education Today
hitp:/fwww.nurseeducationtoday.com
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B4: Perception to Care in Acute Situations (PCAS-scale).

1. | worry about providing care in acute situations Strongly Agree | Somewhat Agree | Agree | Strongly Agree
2. 1 trust my ability to provide care in acute situations Strongly Agree Somewhat Agree | Agree Strongly Agree
3. I have sufficient knowledge to provide care in acute situations Very Poor Poor Good | Very Good
4. | estimate my general ability to provide care in acute situations Very Poor Poor Good Very Good
5. | estimate my ability to manage the demands that | place upon myself | Very Poor Poor Good | Very Good
in acute situations

6. | estimate my ability to manage demands from my colleagues in acute | Very Poor Poor Good Very Good
situations

7. | estimate my ability to independently determine necessary actions in | Very Poor Poor Good | Very Good
acute situations

8. | estimate my ability to independently prioritize between actions in | Very Poor Poor Good Very Good
acute situations

9. | estimate my ability to take instructions over the telephone in acute | Very Poor Poor Good Very Good
situations

10. | estimate my ability to carry out instructions that | have received over | Very Poor Poor Good Very Good
the phone in acute situations

11. | estimate my ability to receive instructions from an attending doctor | Very Poor Poor Good | Very Good
in acute situations

12. | estimate my ability to independently lead bedside care in acute | Very Poor Poor Good Very Good
situations

13. | estimate my ability to report a patient’s condition to a nurse in an | Very Poor Poor Good Very Good
acute situation

14. | estimate my ability to make patients participate in acute situations | Very Poor Poor Good Very Good
15. 1 estimate my ability to understand the individual patient’s care needs | Very Poor Poor Good | Very Good
in acute situations

16. | estimate my ability to understand the individual patient’s medical | Very Poor Poor Good Very Good
needs in acute situations

17. | estimate my ability to provide information adapted to the needs of | Very Poor Poor Good | Very Good
the individual in acute situations
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Permission to use PCAS from primary author.

| i Apps: ; Parker, Elizabeth <em3475@tc.columbia.edu>

PCAS Use

Anders Sterner <Anders.Stemer@hb.se= Mon, Jun 27, 2022 at 12:26 PM
To: "Parker, Elizabeth” <em3475@tc.columbia.edu=

Dear Elizabeth

Feel free to use the PCAS-scale in your research. The only thing | ask for is that you refer
to the original study when and if you publish or present any results.

Good luck

Anders
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Appendix C

Procedures

C1: Standard Prebriefing Outline.

Upon student arrival:

e Verify uniform and attendance compliance
e Confirm completion of

o Admission ticket

o SimChart prework

e Review

o Timing

Definition of pathophysiology of primary diagnosis
Nursing interventions for primary diagnosis
Lab values and medications

Prebriefing: 20 minutes

Independent student planning time: 5 minutes
Room orientation: 10 minutes

Simulation: 30 — 45 minutes

Debriefing: 100 minutes

o Simulation objectives

Provides care to a postoperative patient to include management of
potential complications

Implements the “6 rights” of medication administration

Assesses clients physical, emotional, and spiritual wellbeing and cultural
heritage

Recalls nausea as a complication to anesthesia and implements treatment
including medication administration

Implement appropriate nursing interventions for a postoperative patient
with cholecystitis and cholelithiasis

Recalls pain as a result of surgery and implements plan of care to
management postop pain

o Expectations

You are expected to come to sim prepared to discuss the patient case and
to participate in the scenario.

Roles are not assigned. Sometimes, assigning specific roles (e.g., med
nurse, assessor) inhibits teamwork and collaboration. If, as a team, you
would like to take charge of certain tasks that is fine. But don’t forget to
rely on each other.

Students are expected to maintain confidentiality of the simulated patient
experiences, events, procedures, and information. This includes patient
history information, pre and post simulated patient experiences.
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=  One student should be tasked with bringing a laptop for the group to
document using SimChart.
o Evaluation
= Simulation is not a graded activity. Students are evaluated as satisfactory if
they come prepared, be engaged, and actively participate.
= Individual student performance will be shared with your clinical instructor.
o Psychological safety
= Nerves are normal! Simulation is supposed to challenge you to apply
knowledge, skills, and to practice clinical judgement. Mistakes are okay,
and even expected. This is a safe environment in which to practice making
decisions.
= Please do not share what happens here with students not currently present.
o Fiction contract
= Despite our best attempts to make a realistic environment, there are some
things that may not be totally realistic. For the best experience, try to
immerse yourself in the scenario and treat it as if you were dealing with a
real patient.
e Orientation to simulation equipment and environment including:
o Supply cart in room
o Medication dispense machine
o Head wall
= Oxygen, suction, compressed air, call bell, gloves
o Simulator features
= Blinking, pulses, lung sounds, bowel sounds, movement
= [V capabilities
= No use of betadine/iodine
Hospital bed
Patient vital monitor
IV pump
Sharps box
Phone
Audio/video recording

O O O O O O

89



C2: Structed Prebriefing Outline.

Upon student arrival:

e Verify uniform and attendance compliance
e  Confirm completion of
o Admission ticket
o SimChart prework
= Definition of pathophysiology of primary diagnosis
= Nursing interventions for primary diagnosis
= lLab values and medications
e Review
o Timing
=  Prebriefing: 45 — 60 minutes
¢ Independent student planning time: 5 minutes
e Room orientation: 10 minutes
= Simulation: 30 — 45 minutes
= Debriefing: 45 — 60 minutes
o Simulation objectives
=  Provides care to a postoperative patient to include management of potential
complications
= |mplements the “6 rights” of medication administration
= Assesses clients physical, emotional, and spiritual wellbeing and cultural
heritage
= Recalls nausea as a complication to anesthesia and implements treatment
including medication administration
= |mplement appropriate nursing interventions for a postoperative patient with
cholecystitis and cholelithiasis
= Recalls pain as a result of surgery and implements plan of care to management
postop pain
o Expectations
= You are expected to come to sim prepared to discuss the patient case and to
participate in the scenario.
= Roles are not assigned. Sometimes, assigning specific roles (e.g., med nurse,
assessor) inhibits teamwork and collaboration. If, as a team, you would like to
take charge of certain tasks that is fine. But don’t forget to rely on each other.
= Students are expected to maintain confidentiality of the simulated patient
experiences, events, procedures, and information. This includes patient history
information, pre and post simulated patient experiences.
=  One student should be tasked with bringing a laptop for the group to document
using SimChart.
o Evaluation
= Simulation is not a graded activity. Students are evaluated as satisfactory if they
come prepared, be engaged, and actively participate.
= |ndividual student performance will be shared with your clinical instructor.
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O

O

Psychological safety

Nerves are normal! Simulation is supposed to challenge you to apply knowledge,
skills, and to practice clinical judgement. Mistakes are okay, and even expected.
This is a safe environment in which to practice making decisions.

Please do not share what happens here with students not currently present.

Fiction contract

Despite our best attempts to make a realistic environment, there are some
things that may not be totally realistic. For the best experience, try to immerse
yourself in the scenario and treat it as if you were dealing with a real patient.

Use the tables below to guide prebriefing for clinical judgement.

Students will participate in the discussion of the following prompts during prebriefing:

Question/Prompt

‘ Patient Data

Recognize Cues

Tell me about why the
patient is being seen
today.

Came to ED last night with epigastric and right upper abdominal pain, fever,
nausea, and vomiting x3 days. Underwent an open cholecystectomy due to
cholecystitis and cholelithiasis. Patient was taken to OR at 0600 for
cholecystectomy and returned to PACU at 0815. She was placed under general
anesthesia without complications. She was extubated in OR and has
spontaneous respirations. Urinary catheter remains and is intact. She is alert
and responsive to name. PACU administered 2 mg IV morphine at 11:20 am.
She has an abdominal incision covered with coverderm dressing, a JP drain,
and NGT to low continuous suction. She received a total of 1 liter of NS during
surgery. The second liter is still infusing at 125 mL/hr. The estimated blood loss
is 300 mL.

Any other relevant
medical history?

Total abdominal hysterectomy 1 year ago, hypertension, hyperlipidemia.
Allergic to penicillin.

What about social
history?

Sarah lives with husband and two children ages 16 (Jonathan) and 12
(Andrew). She graduated from college and was an IT Specialist until 10 years
ago and currently is unemployed to stay home to care for her disabled mother
and youngest son who has Down’s Syndrome. Her husband, Timothy works as
teacher at Prince Edward High School.

Analyze Cues

Describe the
pathophysiology
behind the primary
diagnosis/problem(s)?

Cholecystitis: inflammation of the gall bladder. Cholelithiasis: presence of gall
stones that can be obstructing the common bile duct which can lead to an
acute cholecystitis.
Risk factors

e More common in females (especially associated with use of hormone
replacement)
High fat/low fiber diet

e Obesity/sedentary lifestyle
e Family history

e Older adults

e TypellDM
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e Native American or Mexican Ethnicity
e Rapid weight loss
e Lipid lowering drugs (clofibrate)

Identify the clinical
manifestations of the
primary
diagnosis/problem(s).

e Sharp painin rt upper quadrant

e Positive Murphy’s sign

e Increased HR, Pallor, diaphoresis, increased RR due to pain

e Nausea and vomiting especially after ingesting high fat foods

e Fever

e Flatulence/belching

e May develop jaundice, clay-colored stools, statorrhea, dark urine
e Dehydration possible complication

Let’s review the lab
values and diagnostic
findings.

Which ones are
relevant, and why?

e Increase WBCs

e Increased amylase, lipase, AST, LDH, bilirubin, and liver enzymes
especially if associated with bile duct obstruction

e Changes in Na and K related to excessive N/V and dehydration

e Elevation of BUN and Creatinine associated with dehydration

e Ultrasound, CT, HIDA scan, MRI

What is the
recommended
management and
collaborative
interventions for the
primary
diagnosis/problem(s)?

Pain medications/opioid analgesics:
e Hydromorphine 2 mg IVP - (Dilaudid) opioid used to relieve moderate
to severe pain. Pain relief usually occurs within 15 minutes.
o Common side effects: resp depression, constipation, urinary
retention, drowsiness, fatigue, nausea/vomiting
o Administer slowly over a minimum of 2-3 minutes
o IV compatible with all IV medications ordered for this patient
e Ketorolac 30 mg IVP — (Toradol) nonsteroidal anti-inflammatory drug
(NSAID) used to relieve moderate pain. Benefit is that it does not
cause as much drowsiness, n/v, and sedation as opioid analgesics
o Common side effects: abd pain, constipation, diaphoresis,
diarrhea, dizziness, mild drowsiness, Gl bleeding, HTN, rash,
vomiting
o Administer: no less than 15 seconds
o Compatible with all ordered IVP medications

Antiemetics:
e Ondansetron (Zofran) IVP — serotonin receptor antagonists/
antiemetic

e Common side effects: constipation, diarrhea, drowsiness, fatigue,
headache malaise
e Administer: 4 mg may be administered undiluted at a rate not to
exceed 30 seconds, but preferably over 2-5 minutes
Antibiotics:
e Ciprofloxacin — broad spectrum anti-infective Fluoroquinolone class.
Used to treat infections and in this case prophylactically postop
o Common side effects: n/v/d, pruritus, rash
o Infuse over 60 minutes
Bile Acid — Urosodiol — dissolves gallstones for chronic cases
Surgery — Cholecystectomy
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NGT to low suction to promote drainage and gastric decompression NGT to
low continuous suction
e Clamp as ordered once peristalsis has resumed
Advanced diet as tolerated
IVF
e Fluid replacement and specifically for this case D5 % NS + 20 mEq
KCL; a hypertonic solution Which allows fluid to get pulled into the
vascular system. KCL is added as the patient’s potassium level is
low.
Cholecystectomy — (open vs laparoscopic)

e Llaparoscopic cholecystectomy — removal of gallbladder with
laparoscopic approach is minimally invasive and has faster recovery
time. Several small cuts are made in the abdomen and a narrow tube
with a camera is inserted through one of the incisions. The gallbladder
is then removed via another incision. Postoperative care involves
checking small incision sites for infection as they only have bandaids as
dressings. Encourage early ambulation to prevent postop
complications. Manage pain, nausea, vomiting. Gradually increase
activity, diet as tolerated.

e Open cholecystectomy — removal of gall bladder through an incision in
the upper abdomen. Reasons for an open approach include scarring or
adhesions from a previous surgery, bleeding disorders, or a condition
that would make laparoscopic approach more difficult.

o JP drain management

= note color should be serosanguinous and possibly

green-bile colored

= teach patient to empty drain

= note the amount of drainage

* note for any s/s of infection

* Incision/wound care — keep dressing dry and intact
o Proper positioning — elevate HOB and offer splinting
o Observe for abdominal distention

e Assess LOC as patient is coming off of anesthesia, focus on orientation,
sensation, motor status, PERLLA

e |CSand TCDB

e Monitor VS — post op temps can vary from low to high. Often as a side
effect of anesthesia patient will complain of being cold. Why? What
can we do to help improve comfort. (Risk of malignant hyperthermia
which is a medical emergency)

e Monitor | & Os

e Patient to gradually increase activity, once fully awake to start
ambulating as this will prevent postoperative complications

Prioritize Hypotheses

What patient
problems, concerns,
or complications do
you anticipate?

Possible post operative complications include:
e Pneumonia
o Promote use of ICS and early ambulation
e Peripheral vascular emboli (PVE/DVT)
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o Compression stockings or SCDs and depending on risk factors
o Enoxaparin or heparin
e Management of pain
e Infection
o Monitor for fever, increased pain, foul odor, increased
drainage, or jaundice, abdominal distention (peritonitis)
o Instruct to take showers once approved to remove dressing
(no tub baths until 2 weeks post op and drain removed)
e Hemorrhage
e Urinary retention (often a result of anesthesia and opioid analgesics)
e Postoperative ileus
e Common complication after cholecystectomy is diarrhea especially if
diet is high in fat and low in fiber.
o Promote small frequent meals. Avoid foods high in fat, fried
foods, chocolate, nuts, gravies. Avoid foods that cause gas i.e.
beans, broccoli, etc.

Name the top three
nursing diagnoses you
anticipate addressing.

Nausea related to anesthesia agent aeb report of nausea and gagging

Acute pain related to physical injury (surgery) aeb verbal report, guarding,
autonomic responses (changes in vital signs), moaning

Deficient knowledge r/t postoperative routines; self care activities and
treatments

Risk for impaired mobility r/t nerve or muscle damage

Spiritual distress r/t change in body image

Risk for infection r/t an invasive procedure, altered skin integrity, inadequate
nutrition

Risk for aspiration related to reduced level of consciousness (anesthesia)
Ineffective breathing pattern r/t use of opiod analgesics

Risk for imbalanced fluid volume related to stress response to surgery and
abdominal fluid loss throughout perioperative period

Alteration in nutrition: less than body requirements r/t lack of oral intake and
presence of nausea and vomiting

Readiness for enhanced health management as evidenced by verbalized desire
to manage postoperative care and reduce risks for complications

Generate Solutions & Take Action

Provide patient

Her most recent vitals were: 144/76; T 98.8; R 12; HR 96; Sp0O2 97% on 2L of

report. oxygen.
Her husband Tim was informed by the surgeon that everything went well and
she would be arriving to the surgical unit soon. He is currently in the waiting
room.

Clarify any questions

about report.

Take time to discuss
what your plan of
action will be. What
are your priority
interventions?

Expected interventions:

1. Wash Hands and introduce self
Identify patient (name, ID band, DOB, MR #)
Obtain BP, pulse, RR, Temp, sp02, apply EKG monitor
Performs post op assessment w/ pain & nausea management
Manages IV fluids and administers secondary IVPB

vk wnN
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6. Provides therapeutic communication to assist with psychosocial
responses

7. Post op instruction to include: Incentive spirometry, TCDB, emptying
of JP drain, assessment of dressing, follow up appt

8. D/cfoley with instructions regarding po intake and voiding

9. Safety management to include lower bed, side rails recognizing level
of consciousness of post op patient and high risk associated with
administration of narcotics and antiemetics.

10. Mobility and ROM exercises for post op cholecystectomy

Allow 5 minutes for
students to discuss
plan of care amongst
themselves.

Students will participate in the discussion of the following prompts during debriefing:

Psychological Safety

Check in with how
students are feeling.

How did you feel throughout the simulation experience? What did the group do
well?

Using the video playback of the simulation, review critical moments and encourage students to reflect
on their decision making processes (reflection in action). While reviewing the video, make three
columns unlabeled columns on a whiteboard. Fill in the columns with student responses on

assessment, intervention, and evaluation questions.

Recognize Cues

How did the patient
present?

What assessment
data did you collect?

Analyze Cues

Were there any
critical findings?

Prioritize Hypotheses

Which assessments
required
intervention?

Take Action

What interventions
were provided?

Evaluate Outcomes

How did the patient
respond to
interventions?

During the reflection, indicate with circles and arrows how data is related between columns on the
whiteboard. This is a way to visually make connections between the student’s ability to analyze cues,
provide interventions, and evaluate outcomes. It will represent how the students utilized the nursing

process and demonstrating clinical judgement.

Reflection
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What do you think
was the primary
nursing diagnosis
and/or collaborative
problems?

Assist students in developing a nursing diagnosis statement for the priority
diagnosis.

What were your
initial priorities?
Were they the same
during the
simulation?

Identify additional
interventions that
would be
appropriate for this
patient.

What will be the
expected plan of
care for the
remainder of
patient’s
hospitalization?

What additional
evaluations and
outcomes would you
anticipate for this
patient?

If you were able to
do this again, how
could you have
handled the
situation differently?

Is there anything
else you would like
to discuss?
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