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Abstract 

Effect of the Trauma-Informed Psychologically Safe Debriefing Method on Coping Skills and 

Debriefing Experience in Nursing Students: A Quasi-Experimental Study 

Jennifer Anne Wentzel 

 

Caring for patients at the end of life is an essential nursing role. However, nursing 

students often report feeling unprepared to care for dying patients due to inadequate education. 

Simulation is an established and effective method for knowledge and skill acquisition, but its 

impact on psychological outcomes remains unclear. While debriefing is an essential aspect of 

simulation, no method has been shown to be more effective than others. Additionally, equivalent 

learning outcomes have been demonstrated between active participants and observers; however, 

parity in psychological outcomes remains unknown. Guided by the Transactional Model of 

Stress and Coping, the purpose of this dissertation was to examine differences in coping skills 

and participants' experiences among undergraduate nursing students who debriefed using either 

the Trauma-informed Psychologically Safe (TiPS) debriefing method or a traditional debriefing 

method after actively participating in or observing an end-of-life simulation. 

This study was a quasi-experimental, two-group, pretest-posttest design with a non-

equivalent comparison group. A convenience sample of 145 undergraduate nursing students in 

traditional Bachelor of Science in Nursing programs was recruited from two universities in the 

United States. Students either actively participated (n = 60) or observed (n = 85) an end-of-life 

simulation and then debriefed using either the TiPS debriefing method (n = 69) or the Plus-Delta 

debriefing method (n = 70). Data were collected before the simulation and following the 



 

 

debriefing using the Coping with Death Scale-Short Version, whereas the Debriefing Experience 

Scale was administered only following the debriefing.  

 An analysis of the results revealed participants in all groups had significantly higher 

coping with death scores after the intervention (p < .05). However, participants in the TiPS group 

reported significantly higher coping with death scores (p = .046) and more positive debriefing 

experiences (p < .001) than those in the Plus-Delta group. There were no differences in coping 

with death or debriefing experience between active participants and observers. Findings suggest 

that structured debriefing can enhance psychological outcomes regardless of participant role. 

This flexibility allows simulation programs to optimize resources by meaningfully incorporating 

observers across all types of simulation-based education. In this study, the TiPS debriefing 

approach proved effective in fostering psychological outcomes among undergraduate nursing 

students after an end-of-life simulation. Future research should address how specific debriefing 

methods impact robust outcomes and further explore the impact of participant role on coping 

with death.  

 



i 

 

Table of Contents 

 

List of Figures ................................................................................................................................ vi 

List of Tables ................................................................................................................................ vii  

Acknowledgments........................................................................................................................ viii  

Chapter 1: Introduction ................................................................................................................... 1 

Background ................................................................................................................................. 1 

Specific Aims .............................................................................................................................. 4 

Conceptual and Operational Definitions ..................................................................................... 5 

Assumptions of the Study ........................................................................................................... 6 

Theoretical Framework ............................................................................................................... 6 

Significance of the Study ............................................................................................................ 9 

Collaboration............................................................................................................................... 9 

Organization of the Dissertation ............................................................................................... 10 

Chapter 1 Summary .................................................................................................................. 10 

Chapter 2: Literature Review ........................................................................................................ 11 

Coping ....................................................................................................................................... 11 

Noninterventional Studies ..................................................................................................... 12 

Interventional Studies ........................................................................................................... 14 

Debriefing Methods in Simulation............................................................................................ 16 

Debriefing Psychological Outcomes..................................................................................... 17 

Emotion-Focused Debriefing Models ................................................................................... 19 



ii  

 

Psychological Outcomes: Observer Versus Active Participant ................................................ 21 

Synthesis of the Literature ........................................................................................................ 22 

Limitations and Gaps in the Existing Literature ....................................................................... 23 

Theoretical Framework ............................................................................................................. 24 

Transactional Model of Stress and Coping Literature .......................................................... 25 

Application of the Transactional Model of Stress and Coping ............................................. 27 

Chapter 2 Summary .................................................................................................................. 28 

Chapter 3: Methods ....................................................................................................................... 29 

Design ....................................................................................................................................... 29 

Sample....................................................................................................................................... 29 

Human Subjects Protection ....................................................................................................... 30 

Setting ....................................................................................................................................... 31 

Instruments ................................................................................................................................ 32 

Coping with Death Scale-Short Version ............................................................................... 32 

Debriefing Experience Scale ................................................................................................. 33 

Demographic Survey ............................................................................................................ 33 

Role ....................................................................................................................................... 34 

Development of the Simulation ................................................................................................ 34 

Intervention ........................................................................................................................... 36 

Comparison ........................................................................................................................... 36 

Preparing Debriefers ............................................................................................................. 37 

Pilot Study ............................................................................................................................. 38 



iii  

 

Simulation Implementation ....................................................................................................... 39 

Data Management and Analysis ............................................................................................... 43 

Changes in Methods Since Proposal Hearing ........................................................................... 45 

Collaboration Specific to the Methodology .............................................................................. 46 

Chapter 3 Summary .................................................................................................................. 47 

Chapter 4: Findings ....................................................................................................................... 48 

Unpaired Data ........................................................................................................................... 48 

Sample Size ............................................................................................................................... 48 

Demographic Characteristics of the Participants ...................................................................... 49 

Descriptive Analysis of the Outcome Data ............................................................................... 51 

Analysis of Research Questions................................................................................................ 53 

Research Question 1.1 .......................................................................................................... 53 

Research Question 1.2 .......................................................................................................... 53 

Research Question 2 ............................................................................................................. 54 

Research Question 3.1 .......................................................................................................... 56 

Research Question 3.2 .......................................................................................................... 58 

Research Question 3.3 .......................................................................................................... 58 

Research Question 3.4 .......................................................................................................... 59 

Explanatory Analysis of Demographic Variables and Initial Coping with Death .................... 60 

Chapter 4 Summary .................................................................................................................. 62 

Chapter 5: Discussion ................................................................................................................... 63 

Summary of the Study .............................................................................................................. 63 



iv 

 

Discussion of the Findings ........................................................................................................ 65 

Effect of the Simulation ........................................................................................................ 65 

Debriefing Methods and Coping with Death ........................................................................ 66 

Debriefing Experience .......................................................................................................... 68 

Difference Based on Role ..................................................................................................... 69 

Findings in Relation to the Theoretical Framework ................................................................. 70 

Strengths and Limitations ......................................................................................................... 72 

Implications for Nursing Education .......................................................................................... 74 

Implications for Future Research .............................................................................................. 75 

Implications for Nursing Practice ............................................................................................. 76 

Study Conclusions .................................................................................................................... 77 

Chapter 5 Summary .................................................................................................................. 78 

References ..................................................................................................................................... 79 

Appendix A ................................................................................................................................... 89 

IRB Approvals .............................................................................................................................. 89 

Appendix B ................................................................................................................................... 92 

Informed Consent.......................................................................................................................... 92 

Appendix C ................................................................................................................................... 96 

Coping with Death Scale and Permission ..................................................................................... 96 

Appendix D ................................................................................................................................... 99 

Debriefing Experience Scale and Permission ............................................................................... 99 

Appendix E  ................................................................................................................................ 104 

Demographic Survey .................................................................................................................. 104 



v 

 

Appendix F ................................................................................................................................. 109 

Participant Role ........................................................................................................................... 109 

Appendix G ................................................................................................................................. 110 

Netflix Permissions ..................................................................................................................... 110 

Appendix H ................................................................................................................................. 111 

Simulation Scenario .................................................................................................................... 111 

Simulation Design Template............................................................................................... 111 

Scenario Progression Outline .............................................................................................. 115 

Appendix I. ................................................................................................................................. 118 

TiPS Training Manual and Permission ....................................................................................... 118 

Appendix J. ................................................................................................................................. 137 

Plus-Delta Training Manual ........................................................................................................ 137 

Appendix K ................................................................................................................................. 140 

General Debriefing Training Manual.......................................................................................... 140 

Appendix L. ................................................................................................................................ 157 

Comfort Measures ....................................................................................................................... 157 

Appendix M. ............................................................................................................................... 158 

Site A Permissions ...................................................................................................................... 158 

Appendix N ................................................................................................................................. 159 

Site B Permissions ...................................................................................................................... 159 

 

  



vi 

 

List of Figures 

                   Page  

Figure 1.1 Transactional Model of Stress and Copingéééééééééééééé.   8 

Figure 3.1 Formula for the Independent-Samples t testééééé...éééééééé  45 

Figure 4.1 Simple Bar Graph of CDS Posttest Mean Score by Debriefing Methodééé 54 

 

Figure 4.2 DES Median Frequencies by Debriefing Typeéééééééééééé... 56 

Figure 4.3 Box Plot of CDS Posttest Mean Scores by Role Typeéééééééééé 57 

Figure 4.4 DES Frequencies by Roleééééééééééééééééééééé 60 

Figure 5.1 Role of TiPS within the Transaction Model of Stress and Copingééééé. 71 

 

 

 

 

 

 



vii  

 

List of Tables 

               Page 

Table 3.1 Simulation Intervention Timing and Measuresééééééééééééééé 40 

Table 3.2 Comparison of Simulation Fidelity by Siteéééééééééééééééé.. 41 

Table 3.3 Research Questions and Statistical Testsééééééééééééééééé. 44 

Table 3.4 Changes in Methods Since Proposal Hearingéééééééééé...éééé... 45 

Table 4.1 Demographics of the Participants by Siteéééééééééééé.................... 50 

Table 4.2 End-of-life and Health Care Experienceééééééééééééééééé.. 50 

Table 4.3 Descriptive Analysis of the Coping with Death Scale (CDS)ééééééééé.. 51 

Table 4.4 Descriptive Analysis of Debriefing Experience Scale (DES)ééééééééé.. 51 

Table 4.5 Descriptive Analysis of CDS- Short Version Posttests 

 by Debriefing Methodéééééééééééééééééééééééééééé.. 51 

Table 4.6 Descriptive Analysis of CDS- Short Version Posttests by Roleéééééééé..  52 

Table 4.7 Descriptive Analysis of CDS-Short Version Posttests by Role 

 and Debriefing Methodéééééééééééééééééééééééééééé 52 

Table 4.8 Descriptive Analysis of DES Posttests by Debriefing Methodééééééééé 52 

Table 4.9 Descriptive Analysis of DES Posttests by Simulation Roleéééééééééé. 52 

Table 5.1 Comparison of Debriefing Method Stepsééééééééééééééééé. 67 

 

 

 

 

 

  



viii  

 

Acknowledgments 

I want to thank my dissertation committee for their time and expertise. I wish to express 

my deepest gratitude to Dr. Desireé Hensel for her endless hours of reading and feedback. Her 

detailed, timely support and insights made me a stronger writer. I want to thank Dr. Jane 

Dickinson for her feedback and for serving on my dissertation committee. I would also like to 

thank Dr. Dickinson for never giving up on the ONE program, particularly the 2021 cohort, and 

seeing us all to the finish line. Your unwavering support and loyalty made all the difference, and 

we will be forever grateful for your time and efforts. I would also like to thank Dr. Sheryl Cifrino 

for her time and service on my dissertation committee.  

 I am grateful to Dr. Ann Fournier, without whom this dissertation would not exist. Dr. 

Fournier made time in an already packed schedule to help a doctoral student whom she had never 

met. After her own struggles on her doctoral journey, she promised herself she would do her best 

to help future doctoral students, and I am grateful for that promise. Her energy, expertise, and 

kindness will never be forgotten.  

 I want to give a sincere thanks to Dr. Nicole Harder. Dr. Harder and her colleagues 

developed the TiPS debriefing method after identifying the need for an emotion-focused 

debriefing method in simulation. Her generosity and guidance were crucial in developing this 

study, and I cannot thank her enough. Thank you as well to Dr. Shelly Reed for allowing us to 

use the Debriefing Experience Scale and Dr. Noemis Sansó Martinez for giving us permission to 

use the Coping with Death Scale-Short Version.  

 I would also like to recognize Dr. Kathleen OôConnell and Dr. Tresa Kaur, who 

developed the incredible ONE program. The curriculum was truly excellent, and I learned so 

much from both of them. Thank you for developing this path and getting us all started on it. 



ix 

 

Thank you as well to Dr. Michael Dean for his support through the challenging statistics portion 

of the dissertation journey.  

 To my dissertation collaborator, Dr. Julie Steele, I express my gratitude, love, and thanks. 

This partnership has meant so much to me, and your endless positivity and support are 

invaluable. You are a true light of a person, and Iôm so thankful that I got to work alongside you 

to create this wonderful study.  

  Last, and most certainly not least, I want to thank my beloved friends and family. To my 

husband, Mike, who has been there every step of the way, cheering me on and providing endless 

support: I freaking love you. You donôt even know. To Emily, who has always believed in me 

more than I believe in myself: thank you for every text, every MP, every ounce of love and 

support you have given these past five years. It has meant the world (PHK). To Alison, whose 

weekly phone calls have kept me sane and who has never doubted my abilities for a moment: I 

love you, dear friend. To my family, whose love, support, and gentle ribbing have been the most 

amazing backbone throughout this process. I won the lottery with my family, especially my mom 

and dad, who have never shown me anything but love and support from day 1. From 

backpacking guide to Doctor of Education, they cheered me on and loved me through it all. What 

a gift. And lastly, to Bear and Freyja, who never left my side through endless hours of writing 

and, honestly, deserve honorary doctorates: thank you, my floofy friends, and here are some 

extra belly rubs. JW.  



1 

 

Chapter 1: Introduction 

The American Association of Colleges of Nursing (AACN) has recognized hospice and 

palliative care nursing as one of four primary spheres of care for nursing practice across the 

lifespan in their 2021 Essentials (AACN, 2021). Despite this emphasis, nursing students still feel 

unprepared to care for patients at the end of life, citing inadequate education (Yoong, Wang et 

al., 2023). Simulation-based education (SBE) has been established as an effective method for 

teaching learning outcomes related to end-of-life education (Alwawi & Inkaya, 2023; 

Kirkpatrick et al., 2020; Tamaki et al., 2019; Yoong, Schmidt et al., 2023; Venkatasalu et al., 

2015). Debriefing is an essential part of simulation experiences. It is a crucial opportunity for 

nursing students to reflect on their experiences and to guide future practice (International 

Nursing Association for Clinical Simulation and Learning [INACSL] Standards Committee et 

al., 2025). However, there is a lack of research on debriefing methods that support psychological 

outcomes, including coping skills (Alghamdi et al., 2021; Harder, Lemoine, & Harwood, 2019). 

The purpose of this dissertation was to determine differences in coping skills and participants' 

experiences among undergraduate nursing students who debriefed using either the Trauma-

informed Psychologically Safe (TiPS) debriefing method or a traditional debriefing method after 

actively participating in or observing an end-of-life simulation. 

Background 

Palliative and supportive care, including end-of-life care, have been established as 

integral concepts in nursing education (AACN, 2021) and as global care imperatives (World 

Health Organization [WHO], 2020). Palliative care focuses on improving quality of life for 

people experiencing life-threatening illness (WHO, 2020). End-of-life care refers to all physical, 

emotional, mental, social, and spiritual support provided to individuals who have stopped 
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curative treatment (National Cancer Institute, n.d.). Despite the essential role of palliative and 

end-of-life care in holistic patient care, nursing and other health science students continue to 

report feeling unprepared to care for patients at the end of life (Case et al., 2022; Yoong, Wang 

et al., 2023). In a recent systematic review of 71 studies on undergraduate nursing studentsô 

experiences with palliative care and patient death, Yoong, Wang, et al. (2023) found that current 

nursing curricula were inadequate in preparing students to care for patients at the end of life.  

In the past decade, many researchers have examined methodologies for end-of-life 

education (Alconero-Camarero et al., 2018; Durojaiye et al., 2023; Fraser et al., 2014; Tamaki et 

al., 2019). Simulation has been established as a preferred teaching method compared with 

traditional strategies, particularly for communication skills (Escribano et al., 2021; Tamaki et al., 

2019). Despite ongoing research on SBE in end-of-life education, measured outcomes have 

primarily related to learning needs, such as knowledge and psychomotor skill acquisition, rather 

than other psychological needs (Harder, Lemoine, & Harwood, 2019). Additionally, researchers 

have been unable to identify a preferred debriefing method (Duff et al., 2024). The overarching 

aim of this study was to determine the impact of the TiPS debriefing method compared to a 

traditional debriefing method on the psychological outcomes (i.e., coping skills) and debriefing 

experiences of end-of-life simulation active participants and observers.    

For the purposes of this study, ñcopingò was defined as ñcognitive and behavioral efforts 

to master, reduce, or tolerate the internal and/or external demands that are created by the stressful 

transactionò (Folkman, 1984, p. 843). This definition comes from the Transactional Model of 

Stress and Coping developed by Folkman and Lazarus (Folkman, 1984). In this model, coping is 

viewed as a process influenced by personal and situational factors that affect oneôs appraisal, 

reactions, and abilities to adapt to stressors (Lazarus & Folkman, 1987). In this study, coping 
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was examined in the context of caring for patients at the end of their lives. Caring for dying 

patients is one of the most significant stressors in the nursing profession (Zheng et al., 2018). 

Nursing students, therefore, need to develop coping skills around death before entering practice 

to avoid negative psychological impacts and secondary trauma (Beck, 2011).  

Debriefing is an essential part of simulation and one of the INACSL (2021) Healthcare 

Simulation Standards of Best Practice®. According to INACSLôs standards, debriefing is a 

ñbidirectional, structured process that encourages reflective thinkingò (INACSL Standards 

Committee et al., 2025, p. 2). It may also include guided reflection or feedback and is a time to 

integrate new concepts, gain insights into oneôs practice, and improve future performance. 

According to INACSL, debriefing should be a planned, purposeful, structured activity designed 

using a theoretical framework or evidence-based practice. Debriefing is often the component of 

SBE when most learning occurs. It is also the time to process emotions and reflect on the 

psychological impact of the experience. This study incorporated a coping-focused debriefing 

method into an end-of-life simulation to measure the potential effects on prelicensure nursing 

studentsô ability to cope with patient death.  

In this study, all students who took part in the SBE fell under the INACSL Standards 

Committeeôs (2016) definition of participant: ñone who engages in a simulation-based activity 

for the purpose of gaining or demonstrating mastery of KSA [Knowledge, Skills, Attitudes] of 

professional practiceò (p. S43). However, students were divided into active participant roles and 

observer roles. Active participants were students who provided direct care in the simulation 

scenario, interacting with the manikin and the standardized patient both physically and verbally. 

Observers watched the simulation scenario unfold from a distance. The observers neither 
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physically nor verbally interacted with the manikin or standardized patient and did not provide 

care. 

Specific Aims 

The following aims and corresponding research questions guided this dissertation study: 

Aim 1 

Assess the differences in coping skills related to caring for dying patients between groups of 

prelicensure nursing students receiving two different debriefing methods.    

Research Question 1.1 

How do coping skills differ between prelicensure nursing students before and after participating 

in an end-of-life simulation? 

Research Question 1.2 

How do coping skills differ between prelicensure nursing students who participate in the TiPS 

debriefing compared to the Plus-Delta model? 

Aim 2 

Assess the impact of two different debriefing methods on the debriefing experience of 

prelicensure nursing students.   

Research Question 2 

How does the debriefing experience differ between prelicensure nursing students participating in 

the TiPS debriefing compared to the Plus-Delta model after an end-of-life simulation? 

Aim 3 

Examine the outcomes of observers and active participants after an end-of-life simulation.  
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Research Question 3.1 

How do coping skills differ after debriefing between prelicensure nursing students who actively 

participate in an end-of-life simulation versus students who observe an end-of-life simulation? 

Research Question 3.2 

How do the observersô coping skills differ between prelicensure nursing students after debriefing 

with the TiPS debriefing method compared to debriefing with the Plus-Delta model?  

Research Question 3.3 

How do the active participantsô coping skills differ between prelicensure nursing students after 

debriefing with the TiPS method compared to debriefing with the Plus-Delta model? 

Research Question 3.4 

How does the debriefing experience differ after debriefing between prelicensure nursing students 

who actively participate in an end-of-life simulation versus students who observe an end-of-life 

simulation? 

Conceptual and Operational Definitions 

 The following conceptual and operational definitions were used in this study: 

Simulation is ña technique that creates a situation or environment to allow persons to 

experience a representation of a real event for the purpose of practice, learning, evaluation, 

testing, or to gain understanding of systems or human actionsò (Agency for Healthcare Research 

and Quality, 2025, p. 58). In this study, an end-of-life simulation was employed.  

Coping is ñcognitive and behavioral efforts to master, reduce, or tolerate the internal 

and/or external demands that are created by the stressful transactionò (Folkman, 1984, p. 843). 

Coping was measured using the mean scores of the Coping with Death Scale- Short Version 

(Galiana et al., 2019).  
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Debriefing is ña formal, collaborative, reflective process within the simulation learning 

activityò (Agency for Healthcare Research and Quality, 2025, p. 17). In this study, two types of 

debriefing methods were compared: TiPS and Plus-Delta. Participantsô experiences of 

debriefing- specifically their perceptions of its quality and effectiveness- were measured using 

the Debriefing Experience Scale (Reed, 2012).     

A participant  is ña person engaged in a simulation activity or event and for those 

involved in simulation researchò (Agency for Healthcare Research and Quality, 2025, p. 46). 

There are two types of participants in this study: active participants and observers. These were 

measured by participants indicating their role in the posttest survey.   

Assumptions of the Study 

1. Being around death causes students to feel stress because they do not have sufficient 

coping skills.   

2. Students will answer the surveys truthfully regarding attitudes towards death, coping 

skills, and simulation debriefing experiences. 

3. Students have a basic comfort level with simulation by their final semester of nursing 

school.   

4. Active participants and observers may feel different emotions during and after an end-of-

life simulation.  

5. Exposing students to death in a simulated environment before experiencing it in real life 

will help prepare them for nursing practice.  

Theoretical Framework 

The Transactional Model of Stress and Coping by Lazarus and Folkman (Folkman, 1984; 

Lazarus & Folkman, 1987) was used to guide this study. In their model, Lazarus and Folkman 
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conceptualized coping as an individual process of evaluating oneôs personal interaction with the 

environment and potential stressors (see Figure 1.1). Individuals adapt to potential stressors 

through a process of appraising the potential impact of a situation and then assessing their coping 

abilities. If they assess the situation to be threatening, and therefore require coping, the person 

will use whatever coping mechanisms are available to them that they deem appropriate. A 

personôs self-appraisal of their ability to handle a situation may evolve over time, requiring more 

or fewer coping skills. Self-reflection can be helpful in examining how oneôs personal beliefs, 

values, and experiences impact their view of the potential stressor. Coping mechanisms may be 

emotional, physical, social, psychological, or material (Folkman, 1984). These may also change 

over time, as individuals rely on certain strategies or learn new ways to cope. Developing and 

encouraging healthy coping mechanisms can help individuals avoid some of the common 

unhealthy mechanisms, including escapism and drugs or alcohol.  
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Figure 1.1 

Transactional Model of Stress and Coping 

 

Note. From ñIllustration of the transactional model of stress and coping of Richard Lazarusò by 

Phillip Guttmann, 2016, 

https://en.m.wikipedia.org/wiki/File:Transactional_Model_of_Stress_and_Coping_-

_Richard_Lazarus.svg. CC BY 4.0.  

 

In their model, Lazarus and Folkman identified two primary methods of coping: problem-

focused coping and emotion-focused coping. In problem-focused coping, the individual 

identifies the situation as changeable and attempts to address the problem directly. In end-of-life 

care, this is generally not the focus because nurses have little control over the patientôs death and 

the familyôs reactions. Ways to provide supportive care, both physically and emotionally, were 

addressed in this study; however, the primary focus was on emotion-focused coping. In emotion-

https://en.m.wikipedia.org/wiki/File:Transactional_Model_of_Stress_and_Coping_-_Richard_Lazarus.svg
https://en.m.wikipedia.org/wiki/File:Transactional_Model_of_Stress_and_Coping_-_Richard_Lazarus.svg
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focused coping, the nurse regulates their own emotions. These coping strategies include 

meditation, reframing, journaling, talking it out with a therapist or friend, and acceptance. 

Participants in the study explored these emotion-focused coping methods through the TiPS 

debriefing. They focused on healthy coping mechanisms and discussed the potential impact of 

using unhealthy coping mechanisms. Participants explored all coping resources available to them 

and were given additional resources to explore.   

Significance of the Study 

 The results of this study contribute to nursing education science in several ways. First, 

this study provides data on best practices for debriefing to enhance psychological outcomes. 

Second, this study examines the the adequacy of the observer role in developing coping skills. 

By contributing to the body of knowledge on outcome equivalence between active participants 

and observers, the findings from this study may support nursing programs in increasing student 

participation in these simulations while reducing strain on simulation resources, including space, 

time, staff, and equipment availability. Finally, the simulation created and evaluated in this study 

adds to the existing end-of-life curriculum in nursing education. Many programs in the U.S. 

currently use only one end-of-life simulation developed by the National League for Nursing, 

which does not include withdrawal of care. This is a crucial, very emotional aspect of nursing 

practice and is best introduced in a simulated environment.  

Collaboration 

This study was conducted by two principal investigators (PIs), Julie Steele (JS) and 

Jennifer Wentzel (JW). The PIs collaboratively developed and designed the study, including 

writing the consent form, developing the demographics questionnaire, creating the simulation 

protocol, and developing the debriefer training. The PIs shared one dependent variable, 
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debriefing experience, and studied the two separate dependent variables of coping skills and 

attitudes toward death. All chapters of this dissertation were written individually.    

Organization of the Dissertation 

 This dissertation is organized into five chapters. In Chapter 1, the dissertation topic was 

introduced along with study aims and research questions, conceptual and operational definitions, 

assumptions of the study, theoretical framework, and the significance of the study. Chapter 2 

includes both the literature review and a more in-depth discussion of the theoretical framework. 

In Chapter 3, the methodology is described, including study design, setting, sample 

characteristics, recruitment methods, informed consent, data collection methods, data analysis, 

and the ethical considerations of the researchers. As this was a collaborative study, the role of 

each researcher is discussed in Chapter 3. In Chapter 4, the results of the study are presented, 

including descriptive and inferential statistics. Chapter 5 includes a discussion of the findings 

along with conclusions drawn by the researcher. Strengths, limitations, implications for practice, 

and implications for future research are also included in this final chapter.    

Chapter 1 Summary 

 In Chapter 1, the collaborative dissertation study was introduced, including the 

background, specific aims, research questions, conceptual and operational definitions, and 

assumptions of the study. The purpose of the study was to determine differences in coping skills 

and participant experience using the TiPS debriefing method compared to a traditional debriefing 

method after an end-of-life simulation. Differences between active participant and observer 

outcomes were also examined. The Transactional Model of Stress and Coping by Lazarus and 

Folkman was used to guide the study. In the next chapter, the literature review and a detailed 

examination of the theoretical framework are presented.   
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Chapter 2: Literature Review 

This chapter presents a literature review exploring the research on the impact of 

simulation-based end-of-life education with structured debriefing on psychological outcomes 

among undergraduate nursing students in both active participant and observer roles. The studies 

included in this review emphasize coping mechanisms, debriefing models, and the psychological 

outcomes for observers compared to active participants in simulations. Additionally, this chapter 

provides a comprehensive description of the theoretical framework used in this dissertation 

study, the Transactional Model of Stress and Coping, along with relevant research.   

The literature review was performed using a keyword search across three databases: the 

Cumulative Index to Nursing and Allied Health Literature (CINAHL©), MEDLINE©, and 

PubMedÉ. The keywords included were ñnursing students,ò ñend of life,ò ñpalliative care,ò 

ñdeath,ò ñdying,ò ñsimulation,ò ñdebrief,ò ñcoping,ò ñattitude,ò ñobserver,ò and ñactive 

participant.ò Included studies were peer-reviewed, in English, and published between 2015 and 

2025. Additional relevant articles were sourced from the reference lists of the included studies.  

Coping 

 While coping skills are essential for nurses caring for patients nearing the end of life, 

most studies examining coping alongside end-of-life education have employed cross-sectional 

descriptive or qualitative designs (He et al., 2024; Yao et al., 2025; Yoong, Schmidt et al., 2023; 

Zheng et al., 2021; Zhou et al., 2022). These studies have provided a deeper understanding of the 

issues, giving context to nursing studentsô experiences with death and examining the 

relationships between coping, competence, and other emotional outcomes. Although these 

studies have contextualized the issue, they have not explored solutions to better prepare nursing 

students. Only four interventional studies were found that investigated coping in relation to end-
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of-life education (Esteban-Burgos et al., 2024; Martín-Parrilla et al., 2025; Wu et al., 2023; Zhu 

et al., 2023), and just two of those studies (Esteban-Burgos et al., 2024; Martín-Parrilla et al., 

2025) used SBE as the intervention.  

Noninterventional Studies 

 Several descriptive and qualitative studies have laid the essential groundwork for future 

interventional studies on coping and death education. For example, in a descriptive, cross-

sectional study by Zheng et al. (2021), the researchers examined the relationships among ability 

to cope with death, death self-efficacy, and death anxiety in new graduate nurses in China. The 

researchers used Bugenôs Coping with Death Scale (CDS), the Death Self-efficacy Scale, and the 

Death Anxiety scale to survey 298 newly graduated nurses with less than 12 months of 

experience. Zheng and colleagues found a positive relationship between coping with death and 

death self-efficacy (r = 0.61, 95% CI = 0.50-0.69, p < . 001), a negative relationship between 

coping with death and death anxiety (r = -0.46, 95% CI = -0.52 to -0.32, p < .001), and a 

negative relationship between death self-efficacy and death anxiety (r = -0.21, 95% CI = -.32 to -

0.09, p < .001). Death self-efficacy and three dimensions of death anxiety (emotion, stress and 

distress, and cognition with life and death) were predicting factors of higher ability to cope with 

death. The authors also noted low death competence in this population, which they attributed to 

the lack of death education in China and the fact that death competence is usually associated with 

experience and exposure, both of which increase with age and time in the profession. They 

encouraged the development of educational interventions to improve nurse competence in end-

of-life care.  

 In a cross-sectional study in China, He et al. (2024) examined the relationship between 

hospice competencies and the ability to cope with death. They used a simplified version of the 
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Coping with Death Scale to survey 204 undergraduate nursing students. He and colleagues found 

a positive relationship between hospice competencies and the ability to cope with death (p < .05). 

The researchers encouraged the development of a robust hospice curriculum in nursing education 

to both support nursing studentsô ability to cope with death and improve the quality of hospice 

services in China.  

Many qualitative studies have provided rich context and deeper understanding of 

undergraduate nursing studentsô experiences with patient death. Two recent qualitative 

systematic reviews and meta-syntheses (Yoong, Wang et al., 2023; Yao et al., 2025) 

consolidated years of research examining nursing studentsô experiences of death. Yoong, Wang 

et al. (2023) identified eight themes across 71 studies that included 1,586 undergraduate nursing 

students. These themes included the studentsô communication experiences with patients and 

families, the impact of death on the students, perceptions of death and dying, experiences of 

nursing education in palliative and end-of-life care, and how to identify support systems and 

coping methods. Based on their thematic analysis, Yoong and colleagues developed several 

recommendations for improving end-of-life nursing education. These recommendations included 

teaching palliative and end-of-life care as a core subject, using both theoretical and experiential 

methods, with an emphasis on practical experience and experiential learning. The researchers 

recommended having educators with expertise in the field who are able to talk about death 

openly. Additionally, they encouraged debriefing after patient death, with a particular focus on 

emotions and coping skills.  

Yao et al. (2025) focused on nursing studentsô first experience with death in their review, 

paying particular attention to emotional responses, perceptions, and coping mechanisms. They 

identified six themes across 16 studies that included a total of 285 nursing students. These 
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themes included perceptions of death, emotional impact on students, and adjustments following 

patient death. From their analysis, Yao and colleagues concluded that end-of-life education is 

essential, particularly regarding communication with dying patients and their families, and that 

providing time to reflect and work through emotions triggered by death and identifying support 

systems and counseling strategies were crucial for nursing students.  

Interventional Studies 

Building on the rich context of qualitative studies, several interventional studies have 

examined various methods of teaching coping in relation to end-of-life nursing care. In a recent 

study by Esteban-Burgos et al. (2024), the researchers employed a dual approach, combining a 

randomized controlled trial with a complementary qualitative study, to examine the impact of 

simulation with standardized patients on end-of-life education compared to the previous 

curriculum, which consisted of audio-visual materials and discussion groups. The researchers 

evaluated 264 undergraduate nursing students using the CDS, the Trait Meta-Mood Scale-24, 

and the Self-efficacy in Palliative Care scale to examine participantsô ability to cope with death, 

emotional intelligence, and self-efficacy in palliative care. Participants were divided into three 

groups: an active participation group (19.5%, n = 51), an observation group (42.8%, n = 113), 

and a control group that received the previous curriculum (37.9%, n = 100). All three groups had 

a statistically significant increase in optimal coping abilities (p < .001). However, the active 

participants had statistically significantly (p = .003) higher coping scores (M = 158.21, SD = 

21.10) than the control group (M = 145.67, SD = 23.51). Unfortunately, that study did not 

include a detailed explanation of the debriefing methods used and only noted that the instructor 

and the standardized patients participated in the debriefing to assess performance and explore the 

ñmost important emotionsò (Esteban-Burgos et al., 2024, p. 4), without further description. 
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Therefore, it is difficult to determine the impact of the debriefing itself on changes in coping 

scores. 

Martín-Parrilla et al. (2025) conducted an experimental study to compare the impact of an 

end-of-life SBE with traditional classroom instruction on the ability to cope with death in 

undergraduate nursing students. A convenience sample of 240 second-year undergraduate 

nursing students participated in the study, with 133 students in the intervention group and 107 

students in the control group. The ability to cope with death was measured using the CDS before 

and after the educational interventions. The SBE involved interactions with three different 

palliative care patients played by trained actors and a structured debriefing process that included 

a review of the events, a discussion facilitated by students observing the simulation, and 

feedback from the instructor. The traditional learning control group attended lectures, completed 

readings, and participated in group discussions of the same content as the SBE. Both the SBE 

and the traditional learning groups showed statistically significant increases in coping (p < .001), 

with the improvement in the SBE group being significantly greater than that in the traditional 

learning group (p < .001). The researchers emphasized the role of simulation, particularly 

debriefing, in emotionally preparing nursing students to effectively handle the types of 

challenging situations they will encounter in professional practice.   

Two other end-of-life education intervention studies were conducted in China, evaluating 

different teaching methods for end-of-life education (Wu et al., 2023; Zhu et al., 2023). It is 

important to note that, due to complex cultural factors, China has been late in developing end-of-

life education (Zheng et al., 2021); therefore, these studies do not necessarily reflect the 

international status of end-of-life education. Wu et al. (2023) used a mixed-methods, quasi-

experimental, non-equivalent comparison group design to examine the impact of an educational 



16 

 

course, grounded in constructivist theory, on attitudes toward and ability to cope with death 

among nursing students. The researchers compared 97 students in the intervention group with 94 

students who received instruction in the traditional lecture format. The intervention group had a 

statistically significantly greater coping score on the CDS (Z = -5.229, p < .001), which the 

researchers attributed to working dynamically with the material, using communication skills, and 

participating in reflection exercises.  

Zhu et al. (2023) used a quasi-experimental, single-group pretest-posttest design to 

examine the impact of death education using Narrative Pedagogy in 60 undergraduate nursing 

students. The researchers used the CDS, the Frommelt Attitude toward Care of the Dying-Form 

B (FATCOD-B), and the Death Attitude Profile-Revised to measure participantsô ability to cope 

with death, attitudes toward care of the dying, and attitudes toward death. Although the 

researchers found a statistically significant increase in CDS scores following the intervention (t = 

3.067, p = .046), their study lacked a control group. A control group would be essential to ensure 

that the observed effect was attributable to the intervention rather than to death education in 

general.  

Debriefing Methods in Simulation 

 There is an ongoing debate about the preferred method of debriefing in SBE. In the recent 

guidelines published by INACSL (Stefanidis et al., 2024), the authors state that a structured 

debriefing method should be used, but do not recommend one method over another based on the 

current evidence. The authors suggest that further, high-quality, theory-driven research is needed 

to compare debriefing techniques. They recommend that research provide details about 

debriefing, including the characteristics of the debriefer, duration, and framework used, to 

facilitate comparison of debriefing frameworks. In their umbrella review of the impact of 
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simulation debriefing on learning outcomes, Decker et al. (2025) also found insufficient evidence 

to support one debriefing method over another. However, the researchers concluded that the 

chosen debriefing method should be applied thoughtfully and effectively to support the desired 

outcomes (e.g., knowledge, skills, and behavior change).  

 Nursing education research on debriefing methods has generally focused on the timing of 

debriefing (immediate or delayed), whether the debriefing should be self-led, peer-led, or 

instructor-led, and whether debriefings should be video-assisted or not (Duff et al., 2024). 

Studies that do use an established debriefing method typically use a ñstandard debriefingò 

(usually a discussion) as the comparison group (Lee et al., 2020; Niu et al., 2021). There are few 

studies that directly compare debriefing methods. In their systematic review of simulation 

debriefing methods across all health care settings, Duff et al. (2024) concluded that there was 

insufficient evidence to support the current debriefing methodologies. Duff and colleagues cited 

a lack of high-quality evidence, the scarcity of multisite studies, and the insufficient number of 

studies testing a debriefing method against a robust outcome as reasons to encourage further, 

higher-quality research in this area.  

Debriefing Psychological Outcomes 

Debriefing is an essential aspect of SBE and was identified as the most important design 

feature in simulation in the National League for Nursing-Laerdal landmark study (Jeffries & 

Rizzolo, 2006). In that foundational study, the researchers found no difference in learning 

outcomes among the different types of simulation or between active participants and observers. 

The relationships among simulation, debriefing, and learning outcomes have been a subject of 

ongoing study, with two recent systematic reviews examining the impact of debriefing methods 

on learning outcomes in nursing education (Lee et al., 2020; Niu et al., 2021). However, few 
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research studies have examined the impact of debriefing on psychological and emotional 

outcomes. A scoping review by Alghamdi et al. (2021) included 11 randomized controlled trials 

(RCTs) to examine the impact of simulation-based end-of-life education on emotional 

competence outcomes among health care professionals and students. Alghamdi and colleagues 

concluded that debriefing should be structured using a theoretical model and must include a 

discussion of emotions to improve emotional competence. However, only four of the 11 studies 

addressed emotional debriefing, and two did not include debriefing at all.  

Foltz-Ramos (2023) compared emotional outcomes among undergraduate nursing 

students in a rescue simulation in which the patient survived versus a failure-to-rescue simulation 

in which the patient died. In this repeated-measures study, posttests were administered 

immediately after the simulation and again after the debriefing. The researcher found a 

statistically significant difference in posttest emotion between the two groups (F(1, 118) = 4.102, 

p < .05) immediately after the simulation and before debriefing, with participants in the failure-

to-rescue group indicating higher levels of depression, sadness, stress, and alertness. However, 

after the debriefing, there were no statistically significant differences between the groups. Foltz-

Ramos concluded that debriefing with self-reflection had a crucial impact on improving 

participantsô emotional states.  

Nunes and Harder (2019) conducted a mixed-methods triangulation study on nursing 

studentsô debriefing experiences in palliative care simulation. They used the Promoting 

Excellence and Reflective Learning in Simulation (PEARLS) reflection model for debriefing. 

The PEARLS model is a traditional debriefing method, frequently used in nursing SBE. The 

model has four phases: reactions, descriptions, analysis, and summary. Participants are guided 

through these phases to explore feelings, clarify facts, explore their performance, and identify 
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key takeaways (Bajaj et al., 2018). The researchers evaluated the debriefing experience of 98 

participants using the Debriefing Assessment for Simulation in Healthcare instrument and the 

Debriefing Experience Scale (DES). They also conducted qualitative interviews to examine 

participantsô experiences and emotional outcomes. Nunes and Harder concluded that traditional 

debriefing frameworks focus on learning outcomes rather than on processing feelings and 

developing coping strategies. Therefore, they may not be effective tools for facilitators to address 

the emotional and psychological outcomes of palliative care education.   

Harder, Lemoine, and Harwood (2019) identified a similar gap in debriefing frameworks 

in their scoping review. They examined the psychological outcomes of debriefing in end-of-life 

SBE and debriefing after real-life patient deaths, in health care professionals and students. None 

of the 18 studies in their review linked the debriefing framework to the psychological outcomes. 

The authors noted that the debriefing methods found in simulation tend to focus on learning 

outcomes and cognitive load. In contrast, those in clinical situations focus on participantsô 

reactions, emotions, and coping with grief. The clinical debriefings also focus on supporting 

participants through the experience. The researchers concluded that, since emotions, coping, and 

support are primary focuses in debriefing real-life clinical situations, they should also be 

essential aspects of simulation debriefing. 

Emotion-Focused Debriefing Models 

The TiPS debriefing was developed based on characteristics of frameworks developed 

from the scoping review (Harder et al., 2020). Using an inductive process, Harder and colleagues 

created a five-phase framework (orientation, review, catharsis, psychoeducation, and recovery) 

that also incorporated the principles of Trauma-Informed Care. They focused on creating a 

psychologically safe environment based on the current evidence, including debriefer traits and 
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environmental considerations. The authors ran an initial pilot study using two facilitators trained 

in TiPS debriefing. Each facilitator ran a group of five students through the same end-of-life 

simulation and then completed a TiPS debriefing. The facilitators had 3-5 years of debriefing 

experience each and were formally trained in simulation. Following the pilot study, the 

facilitators were debriefed, and their feedback was incorporated into the framework's 

development. The facilitators emphasized the importance of establishing trust and safety during 

the prebriefing, including the use of a ñsafeò word for students to signal if they needed to stop 

the simulation for any reason. While this study detailed the development of the framework, at the 

time of this literature review, the TiPS debriefing had not been further studied outside the pilot.  

A recent study by Burt et al. (2024) added a counseling component to traditional 

debriefing. This qualitative study included a sample of 61 interprofessional students who 

participated in a team-based simulation of a patientôs death. Immediately after the simulation 

scenario concluded, participants in this study attended a 30-minute group counseling session 

with a licensed social worker, followed by 10 minutes of reflective writing. After processing 

their reactions to the event, the students participated in a 30-minute structured debriefing session 

that focused on interprofessional teamwork, team-based coping, and issues related to 

professional identity. The researchers used inductive content analysis to identify five primary 

themes: emotional awareness, insight into communication strategies, identifying as stronger 

together as a team, a desire to explore the various professional roles, and reflections on 

interprofessional team-based support. The authors suggested that creating a supportive and 

validating group experience may be crucial in developing the coping skills of health professional 

students. Supporting team members, validating each otherôs emotions, and developing long-term 
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collegial relationships have all been identified as essential coping strategies for nurses dealing 

with grief (Zheng et al., 2018). 

Psychological Outcomes: Observer Versus Active Participant 

While the observer and active participant roles in simulation experiences have been 

established as equivalent regarding learning outcomes (Jeffries & Rizzolo, 2006; Rogers et al., 

2020), few studies have examined the roles regarding psychological outcomes. Only three recent 

studies have compared emotional outcomes in active participants versus observers of end-of-life 

simulations (Alexander, 2019; Esteban-Burgos et al., 2024; Kirkpatrick et al., 2020). Kirkpatrick 

et al. (2020) examined palliative care knowledge and self-awareness in 75 undergraduate nursing 

students. Self-awareness was evaluated using the FATCOD-B. Both knowledge and positive 

attitudes toward care for dying patients scores had statistically significant increases (p < .001) in 

those who participated in an end-of-life simulation and those who observed the same simulation. 

There was no significant difference between groups, and the researchers concluded that 

observation in SBE may be equally valuable in developing knowledge and more positive 

attitudes toward care for dying patients.  

Esteban-Burgos et al. (2024) studied 264 second-year traditional undergraduate nursing 

students using simulation with standardized patients to examine changes in self-efficacy in 

palliative care, ability to cope with death, and emotional intelligence. The researchers split the 

students into three groups: active participants, observers, and a traditional learning control group. 

The percentage of students who had optimal coping after the intervention significantly increased 

in all groups (4.1% to 39.3%, p < .001). However, active participants had statistically 

significantly higher coping scores on the CDS than both the observers (p = .006) and the control 

group (p = .003).  
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Alexander (2019) examined the impact of a patientôs sudden death on anxiety among 51 

undergraduate nursing students. Alexander randomly divided the participants into observers and 

direct care providers for the sudden death simulation. While the overall state anxiety score 

decreased significantly after the simulation (t = 4.054, p < .0005), there were differences 

between the active participant and observer groups. There was a statistically significant decrease 

in state anxiety on the posttest in the observer group (t = 4.770, p < .0005). In contrast, the direct 

care provider group experienced an increase in state anxiety, though this was not statistically 

significant (t = -0.618, p = .559). Alexander concluded that simulation can generally decrease 

student anxiety around death, but that these types of simulation are stressful and require adequate 

debriefing time for students to discuss their emotions related to the patientôs death.  

Synthesis of the Literature  

In the limited literature on interventional studies examining coping and end-of-life 

education, researchers have found an increase in coping skills following all types of educational 

interventions. The two studies that included a comparison group (Esteban-Burgos et al., 2024; 

Martín-Parrilla et al., 2025) demonstrated significantly higher posttest coping scores in the 

intervention groups that employed experiential learning methods compared to traditional 

teaching methods. However, the study by Esteban-Burgos and colleagues did not provide details 

on the debriefing methods, which makes it challenging to determine the impact of debriefing on 

the intervention group. Overall, these quantitative studies support the use of experiential learning 

methodologies to foster the development of coping skills. 

Studies support the use of a structured debriefing method that includes discussing 

emotions in SBE (Alghamdi et al., 2021). Many simulation debriefing methods focus on learning 

outcomes and may be less effective than clinical debriefing in addressing emotional topics such 
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as end-of-life care (Harder, Lemoine, & Harwood, 2019; Nunes & Harder, 2019). Moreover, 

debriefing can help relieve the psychological stress experienced during simulations. This can be 

further enhanced by creating supportive and validating debriefing experiences that reflect the 

resources available in clinical settings (Burt et al., 2024). Preliminary evidence suggests that an 

emotion-focused, psychologically safe debriefing method may hold promise in helping nursing 

students process the trauma of working with patients at the end of life; however, further research 

is needed to confirm the effectiveness (Harder et al., 2021).  

Results from studies on end-of-life simulation and role by Alexander (2019) and Esteban-

Burgos et al. (2024) contradicted those of Kirkpatrick et al. (2020), suggesting that role may 

potentially influence psychological outcomes. Notably, only one of the studies examined coping 

(Esteban-Burgos et al., 2024), indicating that role may have a greater impact on coping with 

death.  

Limitations and Gaps in the Existing Literature 

Several limitations were consistently noted in the reviewed studies. Almost all the studies 

were single-site and used homogeneous samples, which makes it difficult to generalize the 

results. All the studies used convenience samples; many lacked a comparison or control group. 

The students primarily self-selected into groups, and randomization was seldom used.  

 Only four interventional studies (Esteban-Burgos et al., 2024; Martín-Parrilla et al., 2025; 

Wu et al., 2023; Zhu et al., 2023) have examined the concept of coping in relation to end-of-life 

education in nursing students. Many studies that examined other emotional outcomes were 

qualitative and used semi-structured interviews to explore the outcomes. There is a lack of 

quantitative studies using validated instruments to measure emotional outcomes. Few studies 

examined the impact of previous or outside experiences with death and dying on the outcomes.  
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Only three studies have examined how emotional outcomes compare between 

participants and observers (Alexandar, 2019; Esteban-Burgos et al., 2024; Kirkpatrick et al., 

2020). Based on the contradictory findings of these three studies, further research is needed on 

how the assigned role affects studentsô emotional outcomes.   

 There is also an ongoing gap in the literature regarding the preferred debriefing method 

for simulation. Studies comparing debriefing methods in undergraduate nursing students (Lee et 

al., 2020; Niu et al., 2021) have primarily focused on knowledge, skills, and debriefing 

experience, rather than psychological outcomes. No studies have compared the impact of 

different debriefing methods on psychological outcomes in undergraduate nursing students. 

Theoretical Framework 

 The framework of this study was guided by Lazarus and Folkmanôs (1987) Transactional 

Model of Stress and Coping. In this model, stress is viewed as a transaction between the person 

and their environment, mediated by processes of appraisal and coping. Responses in this model 

are individual, subjective processes that can develop and change over time.  

Folkman (1984) explained that there are two primary processes in the Transactional 

Model of Stress and Coping: cognitive appraisal and coping. Cognitive appraisal describes how 

an individual's experiences, values, and beliefs influence how a person perceives interactions 

with their environment. This interaction occurs through primary and secondary appraisal. In 

primary appraisal, the individual evaluates how the situation will affect them. Is it harmful or 

threatening, leading to a negative impact? Or is it a potential challenge that may lead to growth 

or mastery and have a positive impact? In secondary appraisal, the individual assesses their 

ability to cope and positively influence the situation. They evaluate all potential coping 

resources, including emotional, physical, social, psychological, and material.   
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If individuals appraise the situation as generally positive or irrelevant, they do not require 

coping mechanisms (Folkman, 1984). However, if they perceive the situation as stressful, they 

begin to cope, using their resources to manage the situation through either regulating emotions 

(emotion-focused coping) or solving the problem (problem-focused coping). Problem-focused 

coping is more commonly employed when individuals assess the situation as changeable, with an 

outcome within their control. In contrast, emotion-focused coping is typically applied when the 

situation is seen as unchangeable, requiring individuals to reframe their perception of it. Any 

combination of methods may be employed as deemed appropriate by the individual based on 

how well the strategy fits the context. Coping is an ongoing process influenced by the dynamic 

relationship between the person and their environment, and coping strategies may evolve over 

time (Biggs et al., 2017; Folkman, 1984).  

Transactional Model of Stress and Coping Literature 

A literature review was completed to examine the theoretical framework in the context of 

this study. A search was done across three databases, CINAHL©, MEDLINE©, and PubMed©, 

using the keywords ñTransactional Model of Stress and Copingò and ñsimulation.ò No results 

were found. The search was then broadened by using the keywords ñTransactional Model of 

Stress and Copingò and ñnurs*ò to include all nursing literature, and the results were limited. 

Studies used the model as a framework to evaluate stress-related cognitive appraisal and coping 

strategies of emergency department RNs (Lin et al., 2022) and among acute care nurses (de 

Cordova et al., 2023) during the COVID-19 pandemic. It was also used to evaluate nursesô 

psychological and operational preparedness for mass-casualty events (Shubayr, 2024). 

Alternatively, the Transactional Model of Stress and Coping was used to develop a mindfulness 

program aimed at reducing stress and anxiety among prelicensure nursing students (Franco, 
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2021) and to evaluate stress-reduction behavior change techniques among nursing students 

(Petley et al., 2022).  

Only two studies have applied Lazarus and Folkmanôs theory to research in end-of-life 

nursing care (Alconero-Camarero et al., 2018; Ramadan et al., 2025). In their observational 

study, Alconero-Camarero et al. (2018) examined the relationships between nursing studentsô 

emotional intelligence, coping styles, and learning satisfaction after participating in palliative 

care SBEs. This study was partially guided by the Transactional Model of Stress and Coping. 

Alconero-Camarero and colleagues hypothesized that the cognitive appraisal aspects of the 

model would overlap with the cognitive aspects of Emotional Intelligence (EI). The researchers 

used the Questionnaire for Dealing with Stress to measure different coping styles and the Trait 

Meta-Mood Scale to measure EI. They found that the most prevalent coping styles focused on 

finding solutions to the problem, reevaluating the issue positively, and seeking social support. 

There also appeared to be a relationship between the attention to emotions subscale of EI and 

two coping styles: focus on the solution to the problem and open emotional expression. The 

researchers concluded that more emotionally intelligent students may seek out more positive 

coping mechanisms, minimizing the negative effects of stress. 

The qualitative phenomenological study by Ramadan et al. (2025) examined the lived 

experiences of neonatal palliative care nurses in Egypt. The Transactional Model of Stress and 

Coping was used by the authors to contextualize the findings, offering a deeper understanding of 

the appraisal and coping mechanisms used by these palliative care nurses. Ramadan and 

colleagues observed that the coping skills were vital in assisting the nurses to maintain 

compassionate care. They also highlighted the dynamic relationship between culture and 
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neonatal end-of-life care, stressing the important role of religion as a coping mechanism in that 

community.  

Another qualitative study (Lopez et al., 2024) examined the psychological stress 

experienced by physician general practitioners (GPs) caring for patients with palliative care 

needs and used the Transactional Model of Stress and Coping in a similar manner to Ramadan et 

al. (2025) to contextualize findings. In this German study, Lopez and colleagues explored 

whether the GPs appraised palliative care as a stressor and, if so, what types of coping 

mechanisms the GPs incorporated. The GPs used a variety of professional and personal coping 

methods, though the authors recommended offering additional professional psychological 

resources to support the stress of caring for patients with palliative care needs. Both Lopez et al. 

and Ramadan et al. emphasized the essential role of coping in end-of-life care.    

Application of the Transactional Model of Stress and Coping 

The Transactional Model of Stress and Coping was applied in two ways in the current 

dissertation study: to develop the framework and to guide the TiPS debriefing process. The 

primary assumption of this study was that being around death causes students to feel stress 

because they do not have sufficient coping skills. This assumption is rooted in the Transactional 

Model of Stress and Coping, which posits that students perceive end-of-life care as a stressor 

during primary appraisal, thereby necessitating coping mechanisms. The debriefing intervention 

was selected to evaluate the studentsô coping mechanisms and to promote the use of healthy, 

emotion-focused strategies. As demonstrated by studies by Ramadan et al. (2025) and Lopez et 

al. (2024), healthy coping skills are essential for working in the end-of-life space.    

 During the intervention, students were guided through the cognitive appraisal process 

and then explored their coping resources. The TiPS debriefing was designed to encourage 
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participants to reflect on how their values, experiences, and personal beliefs influenced their 

perception of the potential stressor (Harder et al., 2021). The participants then examined their 

available coping resources and were provided with additional resources. Healthy problem-

focused and emotion-focused coping methods were explored with the assistance of the debriefer. 

Participants also discussed the potential negative consequences of relying solely on escape and 

avoidance as coping mechanisms.  

The construct of coping was measured using the CDS-Short Version (Galiana et al., 

2019). This scale specifically assessed the individualôs competence in coping with death after 

end-of-life education, linking it directly to both the concept of coping and death education. This 

scale has been frequently used in research on coping and end-of-life education (Esteban-Burgos 

et al., 2024; Martín-Parrilla et al., 2025; Wu et al., 2023; Zheng et al., 2021; Zhu et al., 2023).  

Chapter 2 Summary 

 In Chapter 2, the current literature on coping in end-of-life education, the impact of 

debriefing models on psychological outcomes, and the differences in psychological outcomes 

between active participants and observers were reviewed. A detailed description of the 

Transactional Model of Stress and Coping was presented, along with the relevant research using 

this model and an exploration of how the model guided the current study. In the next chapter, the 

methods used in the study are presented.   
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Chapter 3: Methods 

This chapter presents the methods used in this dissertation study, including the design, 

setting, sample, study procedure, and data analysis. The purpose of this study was to determine 

the differences in coping skills and participants' experiences among undergraduate nursing 

students who debriefed using either the Trauma-informed Psychologically Safe (TiPS) debriefing 

method or a traditional debriefing method after actively participating in or observing an end-of-

life simulation. 

Design 

 The study was a quasi-experimental, two-group, pretest-posttest design with a non-

equivalent comparison group. This design was chosen because experimental designs are the gold 

standard for understanding cause and effect (Polit & Beck, 2017). The study was quasi-

experimental because the groups were not entirely randomized.  

Sample 

 A convenience sample of undergraduate nursing students in traditional Bachelor of 

Science in Nursing (BSN) programs was recruited from two universities in the United States.  

All students in the final semester of their undergraduate nursing program were invited to 

participate. At Site A, the study was incorporated into the Advanced Strategies for Adult 

Healthcare and Advanced Strategies for the Critically Ill courses. A total of 122 students were 

recruited from Site A. At Site B, the study was incorporated into the Clinical Capstone: Nursing 

Management of Patient Care course curriculum. A total of 37 students enrolled in the Site B 

course were recruited for the study. At both sites, the courses normally include several 

simulations during the semester, and this studyôs simulation was substituted for one of the 
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required simulations. Although participation in the simulation was required in the curriculum at 

both Site A and Site B, completing surveys for the study was voluntary at both sites.  

Exclusion criteria included previous experience as a registered nurse, being under 18 

years of age, being non-English speaking, or repeating the course. The exclusion criteria were 

intended to ensure similar experience levels, as well as the ability to consent legally and 

complete language comprehension of all study materials. G*Power Version 3.1.9.7 software was 

used a priori to calculate a required sample size of 128 using a moderate effect size of 0.5 

(Cohen, 1988), alpha of .05, and power of .8. The final sample included n = 118 (pretests) and n 

= 145 (posttests).   

Human Subjects Protection 

 Approval for this study was obtained from the Institutional Review Boards (IRB) of 

Teachers College, Site A, and Site B (see Appendix A). The PIs introduced the study to all 

potential participants during the Senior Nursing Student Orientation at Site A and the initial class 

session of NUR 442: Clinical Capstone: Nursing Management of Patient Care at Site B. This 

introduction included the study procedure and all aspects of informed consent, including the risks 

and benefits of the study. Students were informed that participation in the study was voluntary 

and that they could withdraw at any time. Students were informed that participation in the study 

would not affect their course grade. Informed consent was obtained through Qualtrics before the 

pretest. All final -year students were required to participate in the simulation as part of the course 

curricula, regardless of whether they chose to participate in the study. Data were kept 

confidential by assigning each student a four-digit code through Qualtrics. When downloaded 

from Qualtrics, the data included only the four-digit codes and no other identifying information 
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from the participant. At Site A, JS was the course instructor for 11 students. The PIs were not the 

studentsô course instructors at Site B.  

The potential risks to participants included emotional distress, stress, and sadness. To 

promote psychological safety, all participants were notified in the consent (see Appendix B) and 

again in the prebriefing that this was an end-of-life simulation, and the manikin would die. A 

designated ñsafe wordò was established for students who needed to stop the simulation for any 

reason. The plan was to excuse any student who used the safe word from the simulation and 

allow them the option to participate as an observer. No student used the safe word during this 

study. Counseling services were available at both universities throughout the intervention day 

and for 2 hours after the final group completed their posttests.  

Setting 

 The study took place at two accredited private colleges in the United States. Site A is a 

private Christian university in the Southeastern United States. Site A has approximately 16,000 

residential students and 140,000 total students, including online students. The university grants 

baccalaureate, masterôs, and doctoral degrees. The enrolled student population is 50.5% White, 

15% Black or African American, 6.6% Hispanic or Latinx, 3.8% two or more races, 2% Asian, 

0.4% American Indian or Alaska Native, and 0.25% Native Hawaiian or Other Pacific Islander. 

Site B is a private secular college in the Northeastern United States. Site B has approximately 

1,000 students. Site B is primarily an undergraduate liberal arts college, although it also offers a 

limited number of masterôs and post-masterôs programs. The enrolled student population is 

75.7% White, 3.9% Black or African American, 2.5% Hispanic or Latinx, 1.3% Asian, 1.2% 

Two or More Races, and 0.2% American Indian or Alaska Native. The intervention was 
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conducted in person in the simulation lab at each institution, under the supervision of the siteôs 

simulation staff.  

Instruments 

Three instruments were used to assess the outcome variables. The PIs used a researcher-

developed demographic survey to examine participant information that may have influenced the 

outcome variables. The CDS Short Version (Galiana et al., 2019) was used to evaluate 

participantsô coping abilities after death. The DES (Reed, 2012) was used to evaluate 

participantsô personal experiences with the debriefing. A final question on the posttest asked the 

students to identify their role in the simulation to evaluate the impact of that role on the outcome 

variables.  

Coping with Death Scale-Short Version  

The CDS (Bugen, 1981) was originally developed to evaluate participantsô ability to cope 

after death education. Galiana et al. (2019) later developed the CDS Short Version to create a 

briefer version of the scale with improved psychometric properties. The CDS short version 

includes nine items from the original instrument. Items were chosen from the original scale 

based on factor loadings and reliability from previous research. The instrument uses a Likert-

type scale with a 7-point range from 1 = strongly disagree to 7 = strongly agree (see Appendix 

C). Scores range from 7-63, where higher scores indicate a better ability to cope with death.  

The reliability and validity of the CDS Short Version were assessed using two cross-

sectional surveys conducted in Spain and Argentina (Galiana et al., 2019). The sample was 

multidisciplinary palliative care professionals in Spain (n = 385) and in Argentina (n = 273). 

Reliability was assessed using Cronbachôs alpha and the Credibility Reliability Index, which 

were .85 and .87, respectively. Convergent validity was assessed by Pearsonôs correlations 
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between the original CDS, the Professional Quality of Life Scale (ProQOL), and the CDS Short 

Version (Galiana et al., 2019). The correlation between the original CDS and the short version 

was r = .93 and r = .92 in the Spanish and Argentinian samples, respectively (p < .0001). The 

CDS short version was also moderately correlated with all subscales of the ProQOL scale at 

approximately the same level as the original CDS (absolute values of r = .33 to .41, p < .001 on 

the CDS short scale and r = .33 to .45, p < .001 on the original CDS). Cronbachôs alpha 

coefficients were calculated for the pretest and posttest in the present study, and were both .86. 

Debriefing Experience Scale  

The DES was developed to understand participantsô experiences during debriefing after a 

simulation (Reed, 2012). The DES is a 20-item Likert-type scale with experience and importance 

subscales (see Appendix D). Both subscales have a 5-point range with different measurement 

parameters. The experience subscale ranges from 1 = strongly disagree to 5 = strongly agree. 

The importance subscale ranges from 1 = not important to 5 = very important. Scores range from 

20-100 on each subscale, where higher scores indicate a more positive experience (experience 

subscale) or that the item is more important to the participant (importance subscale). The 

instrument was designed using content experts and validated through factor analysis with a 

sample of 130 undergraduate nursing students. Reliability was assessed using Cronbachôs alpha, 

which was .93 for the experience subscale and .91 for the importance subscale (Reed, 2012). The 

researchers only used the experience subscale in this study. Cronbachôs alpha coefficient for the 

DES experience subscale of the current study was .97.  

Demographic Survey 

The researchers developed an 11-item demographic survey (see Appendix E), with 

questions about age, race, gender identity, religious affiliation, cultural affiliation, current or 
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recent experience with death, previous end-of-life education, personal experiences with end-of-

life care, professional or clinical experiences with end-of-life care, and previous employment in 

the health care field. The demographic survey was included in the study pretest.  

Role 

The posttest included one additional question for the students to indicate their role in the 

simulation: primary nurse, charge nurse, student nurse, or observer (see Appendix F). After 

obtaining descriptive statistics, the three nurse roles were recoded as ñactive participantsò for 

further data analysis.   

Development of the Simulation 

 The simulation was initially developed in a doctoral degree course on simulation entitled 

ñSimulation Design and Developmentò at Teachers College, Columbia University. A modified 

version of the National League for Nursing template (2015) was used to create the simulation 

scenario. The simulation was designed in alignment with the INACSL Standards of Best Practice 

for Simulation Design (INACSL Standards Committee at al., 2021). The scenario was designed 

in consultation with simulation experts, including Dr. Tresa Kaur at Teachers College and Dr. 

Lisa Foote, Simulation Director at Liberty University. The objectives of the scenario focused on 

therapeutic communication with the patient and family, applying the nursing process with a 

dying patient, identifying medications to ease pain and distress, assessing the spiritual and 

cultural needs of the patient and family, and identifying psychosocial distress and coping skills 

among nurses.  

The original palliative scenario was adapted after obtaining permission (see Appendix G) 

for the PIs to use a portion of the documentary Extremis (Krauss, 2016). Extremis follows Dr. 

Zitter, an ICU and palliative care specialist, as she works with patients and families to make end-
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of-life decisions at Highland Hospital in Oakland, CA. The PIs chose to adapt the scenario to fit 

with the story of Donna, a patient who was admitted to the hospital in respiratory distress related 

to myotonic dystrophy. The simulation scenario plays out the final moments of Donnaôs life after 

the family has chosen to remove all of her life support and allow a natural death (see Appendix 

H). There are three nursing roles in the scenario (primary nurse, charge nurse, and nursing 

student), and these three work as a team to withdraw care from Donna and provide emotional 

support to her and her family. The family member was played by a standardized patient and 

represented either the husband or the daughter, depending on the availability of the standardized 

patients. The patient was a high-fidelity manikin.  

Both the prebriefing and the debriefing were designed to support participants' 

psychological safety and guide them through the simulation experience. The designs were 

created in collaboration with the TiPS debriefing training manual (Harder, Lemoine, Harwood, 

& Osachuk, 2019). This included notifying participants prior to the simulation that the patient 

would die, that they may have strong reactions and emotions, that they all had the option to 

observe the simulation, rather than actively participating, and that psychological support would 

be available during the SBE. During the prebriefing, students were also informed of a designated 

safe word, PHONEBOOTH, that would stop the simulation and allow them to step away. 

Finally, three questions were asked during prebriefing that focused on participantsô concerns and 

emotions before beginning the end-of-life simulation:  

1. How do you feel about participating in a simulation in which your patient dies?  

2. What strategies do you use to cope with difficult emotions?  

3. Do you have concerns about participating in the simulation?  
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The participants then entered the simulation space to participate in the scenario. After the 

simulation, participants were guided into a separate debriefing space where they participated in 

either the TiPS debriefing or the Plus-Delta debriefing.  

Intervention  

 Participants in the intervention group were debriefed using the TiPS method immediately 

after the simulation was complete. Harder et al. (2021) developed the TiPS method after 

identifying a lack of debriefing methods that focus on emotional outcomes (Harder, Lemoine, & 

Harwood, 2019). Using theoretical underpinnings of the Critical Incident Stress Models (Burns, 

2016, as cited in Harder et al., 2021) and the five principles of Trauma-Informed Care (Fallot & 

Harris, 2006, as cited in Harder et al., 2021), Harder et al. (2021) developed a debriefing method 

that focused on processing the feelings and emotions participants experience during 

psychologically or emotionally stressful simulations.  

 The TiPS method was run in five phases: orientation, review, catharsis, psychoeducation, 

and recovery (see Appendix I for the detailed Training Manual). Printed guided reflection 

questions were provided to participants who needed more time to process the experience or were 

uncomfortable speaking up in the group setting. Participants were also given a TiPS Handout 

that reviewed information on critical incident stress, provided a guide on signs and symptoms to 

look out for, offered suggestions for self-care, and provided additional counseling resources. The 

students were given printed versions of the handouts during the debriefing and emailed copies 

after the intervention.  

Comparison 

Participants in the comparison group debriefed using the Plus-Delta debriefing model. 

The Plus-Delta model is a simple, effective way to encourage participants to self-assess their 
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experience using reflection (Cheng et al., 2021). Participants were asked what went well during 

the scenario (Plus) and what they struggled with or would do differently in the future (Delta). 

The facilitator provided feedback and helped them develop action plans to generalize their 

learning to other contexts. Plus-Delta debriefing has been used for decades in a variety of 

settings because it is quick, effective, and easy to implement. It is one of the primary simulation 

debriefing models recommended by INACSL (INACSL Standards Committee et al., 2025). This 

method was also chosen because it was already used at Site A for debriefing in critical care 

simulations. See Appendix J for the Plus-Delta Training Manual used in this study to train 

debriefers in this method.      

Preparing Debriefers 

After obtaining IRB approval at all sites, the PIs divided the debriefing faculty into two 

groups for debriefing education. Participating simulation staff from Site A and Site B were 

paired with the appropriate method based on experience conducting debriefing sessions, 

department recommendations, and faculty input. The PIs conducted virtual and in-person 

education sessions on the TiPS debriefing method and separate education sessions on the Plus-

Delta method. Due to complex scheduling requirements, facilitators at the two sites were taught 

separately. However, all sessions were conducted using general-education materials developed 

by the PIs (see Appendix K), in addition to the method-specific training manuals. Participating 

faculty from both sites only attended the education session for their assigned debriefing method. 

The TiPS education sessions lasted approximately 60 minutes, while the Plus-Delta sessions 

lasted approximately 30 minutes.   
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Pilot Study 

A pilot study was conducted at Site A in December 2024, prior to the implementation of 

the intervention. The primary goal of the pilot study was to trial the simulation and the TiPS 

debriefing framework. The secondary goal was to assess the clarity of the instruments, look for 

typographical errors, evaluate technological malfunctions, and time the completion of the pretest 

and posttest surveys. The study had received IRB approval from TC and Site A, and the dean at 

Site A approved the pilot study. Senior students who had already completed their critical care 

course were recruited to avoid cross-contamination and to avoid limiting the participant pool. A 

total of 8 students voluntarily participated in the pilot. The pilot participants completed all 

aspects of the SBE, including the TiPS debriefing and both surveys. After the debriefing, the 

facilitator used the Plus-Delta debriefing method to review the SBE with the participants, 

soliciting feedback and suggestions for improvement. Feedback was also solicited from the 

simulation staff participating in the pilot study.    

Several changes were made to the simulation based on feedback from the pilot study. 

First, pre-simulation education was incorporated into the study in response to student feedback. 

Students had not previously extubated (i.e., removed the breathing tube) a patient or pronounced 

death and needed additional education to perform these tasks. Future participants were provided 

with videos on extubation and pronouncing death before the simulation day. Additionally, the 

step-by-step procedures were printed and made available in the patientôs room along with the 

order set. Second, extra equipment was added to the room, including a stethoscope and a second 

chair for the nurse to sit with the family member. Third, participants and simulation staff noted 

that the standardized patient did not interact with the manikin, which reduced the fidelity of the 

simulation. The relationship between the standardized patient and the patient was clarified for 
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future standardized patients, and they were informed that the patient was alert and awake but 

unable to talk. Future standardized patients were encouraged to interact more frequently with the 

manikin. Lastly, the prebriefing Extremis clip was re-timed so students watched it immediately 

before entering the simulation room. This helped set the tone and increased fidelity for the 

participants.      

Simulation Implementation 

The study was conducted over a 6-month period from January to June 2025. A total of 6 

days of data collection took place, with 4 days at Site A and 2 days at Site B. Students at both 

sites were assigned to simulation groups by their course faculty and provided with a specific date 

and time. At Site A, students were assigned to groups in alphabetical order. At Site B, students 

were assigned to groups using a random number generator. The groups were 6-8 students, and 

only one group participated at a time. Each group was allotted 2 hours to ensure that all aspects 

of SBE were completed within the allotted time.      

 At least 1 week prior to their scheduled simulation date students were sent an email from 

the PIs through Qualtrics that included a cover letter with a clear description of the study and the 

consent procedure, a PDF copy of the consent, information on confidentiality measures, a 

description of the incentives associated with the study (a $30 Amazon gift card after both 

surveys are completed), and their personal Qualtrics link to the pretest. Follow-up emails were 

sent twice before the SBE to students who had not completed the survey, reminding them to 

complete the pretest before the simulation. The pretest survey closed at midnight the night before 

their scheduled simulation date.   

Students at both sites arrived at the simulation lab on their assigned date and time. See 

Table 3.1 for the schedule and timing of the day.  
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Table 3.1  

Simulation Intervention Timing and Measures 

Time Group 1 (Intervention) Group 2 (Comparison) 

10-15 mins Pretest (Demographics, CDS)  Pretest (Demographics, CDS)  

20 mins Prebriefing Prebriefing 

12-15 mins End-of-Life Simulation with 

a standardized patient 

End-of-life Simulation with a 

standardized patient 

15-60 mins Debriefing with TiPS Debriefing with Plus-Delta 

10-15 mins Posttest (CDS, DES) Posttest (CDS, DES) 

 

Students were then offered the opportunity to volunteer for either an active participant or 

observer role, based on their comfort level. The volunteer method was preferred to ensure the 

psychological safety of the participants (Harder et al., 2021). There were three active participant 

roles and up to five observer roles per group. The three active participant roles were primary 

nurse, charge nurse, and nursing student. The observer roles were all the same. At Site A, groups 

were randomly assigned to the intervention or comparison debriefing method by drawing group 

numbers from a hat at the beginning of the day. There were six groups each day, so the first three 

groups drawn received the intervention, and the second three groups drawn received the 

comparison. At Site B, there were six groups in total over 2 days. The first three groups received 

the intervention, and the second three received the comparison. Both the intervention and 

comparison groups attended the same prebriefing and either actively participated or observed the 

same end-of-life simulation. 

The prebriefing included multiple aspects to establish psychological safety and support 

student success in the simulation. This included room orientation, a fictional contract, review of 

the objectives, a 5-minute video clip of Extremis that introduced Donna and her family, and a 5-
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minute video report done by the nurse going off shift. The video report was recorded by a nurse 

with more than 20 years of critical care nursing experience who was not part of the study. Active 

participant and observer roles were also assigned during prebriefing, as described above. 

Participants were immediately led into the simulation room after the prebriefing concluded. 

The simulation was a withdrawal of care scenario for a 78-year-old female with 

pneumonia and acute respiratory failure. The patient was a high-fidelity manikin, and there was a 

family member at the bedside who was played by a standardized patient. At Site A, this role was 

played by a male, who was the patient's husband. At Site B, this role was played by a female 

who was the patient's daughter.  

During the simulation, the active participants withdrew care from the patient and 

provided comfort measures as she died (see Appendix L). The level of fidelity differed between 

the two sites based on available equipment (see Table 3.2 for a comparison of the two sites), with 

participants at Site A removing additional medical equipment from the manikin.  

Table 3.2 

Comparison of Simulation Fidelity by Site 

Variable Site A Site B 

Family Member Male SP (husband) Female SP (daughter) 

Equipment Cardiac monitor, IV pump, 

IV infusion, IV push 

medications, flowers, cards 

from grandchildren, tissues, 

patientôs glasses, 

endotracheal tube, ventilator, 

nasogastric tube, tube feeding 

machine, urinary catheter 

with drainage bag, wrist 

restraints.  

Cardiac monitor, IV pump, 

IV infusion, IV push 

medications, flowers, cards 

from grandchildren, tissues, 

patientôs glasses.  

Withdrawal Actions Medication administration 

(opioids and 

benzodiazepines), patient and 

family education, silence all 

Medication administration 

(opioids and 

benzodiazepines), patient and 

family education, silence all 
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alarms, turn off all IV pumps, 

call the chaplain, remove 

endotracheal tube, turn off 

ventilator, turn off tube 

feeding, remove wrist 

restraints.  

alarms, turn off all IV pumps, 

call the chaplain. 

Observation Site Via video feed in an adjacent 

room 

Inside the room, as the 

simulation took place 

 

At Site A, the patient had an endotracheal tube connected to a ventilator, a nasogastric 

tube connected to tube feeding, a urinary catheter connected to a drainage bag, and wrist 

restraints. The participants removed the endotracheal tube, turned off the tube feeding, and 

removed the wrist restraints during the withdrawal of care. Site B did not have any of the above 

equipment available, therefore the students did not remove it during the withdrawal of care. At 

both sites, the manikin was monitored, and changing vital signs were displayed throughout the 

withdrawal of care. Participants administered the same medications to the manikin. At both sites, 

the standardized patient stayed at the patientôs bedside throughout the simulation, asking 

questions and communicating frequently with the participants in the active roles. At Site A, 

observers watched the simulation from an adjacent room via a video feed. At Site B, observers 

watched the simulation live from within the room.  

Immediately after the simulation ended, each group of 6-8 students was escorted by their 

facilitator to a separate room to participate in a debriefing. There was one facilitator in each 

debriefing. The intervention group participated in the TiPS debriefing, and the comparison group 

participated in the Plus-Delta debriefing. Debriefings lasted between 15 and 60 minutes and 

varied greatly by group. Debriefing timing was based on student participation and the judgment 

of the debriefer. Upon completion of the debriefing, the facilitator would notify participants that 

the posttest was available in their email inboxes. Participants then completed the posttest before 
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leaving the simulation center. After completing the required surveys and participating in all 

aspects of the study, participants were emailed a $30 Amazon gift card.   

At both sites, the collegeôs counseling services were available to any students who 

wanted to use them throughout the day and for up to 2 hours after the final debriefing. Students 

were notified of this service during the prebriefing and reminded during the debriefing. No 

aspect of the day was video or audio recorded.  

Data Management and Analysis 

Data were collected using Qualtrics and then exported to SPSS 29 for analysis using a 

Virtual Private Network for secure data transfer. Data were stored in a password-protected folder 

on a Teachers College Google Drive. All computers used to access data had anti-virus software 

installed. Data were kept confidential, secure, and accessible only by IRB-approved researchers. 

Data were only used for the study.   

Pretest and posttest data could not be matched; therefore, analysis was conducted at the 

group level. Descriptive statistics were calculated for all demographic variables and participant 

roles, including frequencies and means with standard deviations for continuous variables. The 

instruments used in the study were all Likert-type scales, which were treated as interval-level 

data. Data were further assessed for normality and equality of variances. For normally distributed 

data with equal variances, parametric tests were used to compare the means (Laerd, 2013). When 

assumptions of normality and equal variances were not met, nonparametric tests were applied. 

Statistical significance was set at p < .05 (two-tailed). The research questions, along with the 

statistical tests, are presented in Table 3.3.  
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Table 3.3 

Research Questions and Statistical Tests  

Question # Research Question Statistical Test 

1.1 How do coping skills differ between 

prelicensure nursing students before and after 

participating in an end-of-life simulation? 

Independent samples t test 

1.2 How do coping skills differ between 

prelicensure nursing students who participate in 

the TiPS debriefing compared to the Plus-Delta 

model?  

Independent samples t test 

2 How does the debriefing experience differ 

between prelicensure nursing students 

participating in the TiPS debriefing compared to 

the Plus-Delta model after an end-of-life 

simulation? 

Mann-Whitney U test 

3.1 How do coping skills differ after debriefing 

between prelicensure nursing students who 

actively participate in an end-of-life simulation 

versus prelicensure nursing students who 

observe an end-of-life simulation? 

Independent samples t test 

3.2 How do the observersô coping skills differ 

between prelicensure nursing students after 

debriefing with the TiPS debriefing method 

compared to debriefing with the Plus-Delta 

model? 

Two-way ANOVA 

3.3 How do active participantsô coping skills differ 

between prelicensure nursing students after 

debriefing with the TiPS method compared to 

debriefing with the Plus-Delta model? 

Two-way ANOVA 

3.4 How does the debriefing experience differ after 

debriefing between prelicensure nursing students 

who actively participate in an end-of-life 

simulation versus students who observe an end-

of-life simulation? 

Mann-Whitney U Test 

 

Due to limitations within SPSS, independent samples t tests cannot be run on pretest-

posttest data because the software requires that observations be paired over time. Since the 

observations were all independent, and there were different numbers of pretests and posttests, the 

independent samples t test for RQ 1.1 comparing pretest and posttest data had to be calculated by 

hand using the formula in Figure 3.1.  
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Figure 3.1 

Formula for the Independent-Samples t test 

 

 

Changes in Methods Since Proposal Hearing 

 Several changes were made to the methods outlined in this authorôs proposal hearing in 

October 2024. These changes are detailed in Table 3.4, along with the rationale and IRB 

notification and approval.  

Table 3.4 

Changes in Methods Since Proposal Hearing 

Number Change Rationale IRB Notification 

& Approval 

1 Different levels of 

fidelity at the two sites. 

Due to limited supplies at Site B, the 

manikin was not intubated or placed 

on a ventilator at that site. 

Participants did not extubate, just 

withdrew care.  

N/A 

2  Participants at Site A 

were required to take 

part in the simulation.  

The simulation was originally 

intended to be voluntary, but was 

added to the curriculum by faculty 

following a successful pilot study. 

Participants were not required to 

participate in the study, only in the 

simulation.  

Yes 

3 Students at Site A 

worked with a PI as their 

clinical instructor.  

Site A requested the simulation 

dates be changed to later in the 

semester, so JS was then a clinical 

instructor for 11 students.  

Yes  

4 Data collection dates 

were changed.  

Per the siteôs request, data collection 

dates were changed, and two 

additional dates were added. 

Yes  
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Number Change Rationale IRB Notification 

& Approval 

5 Debriefer education was 

completed separately at 

the different sites using 

the same education 

packet and course 

design.  

Due to scheduling difficulties, 

debriefer education sessions were 

done separately at the different sites.  

N/A 

6 At Site A, data were also 

collected for students 

during the summer 

session of 2025.  

Site A allowed additional data 

collection.  

Yes 

7 Guided Reflection 

questionnaires were 

collected as part of the 

TiPS debriefing for 

future qualitative study.  

These had not been accounted for in 

the original IRB application. A data 

security adjustment was made and 

approved.  

Yes 

 

Collaboration Specific to the Methodology 

 This collaborative dissertation included a combination of shared and individual 

components that were divided between the PIs, JS and JW. The PIs developed all aspects of the 

simulation experience in tandem, along with the debriefing education materials. JS was 

responsible for all aspects of the study at Site A, including IRB approval, obtaining all necessary 

permissions (see Appendix M), and coordinating and implementing the study at that site. JS also 

developed the Qualtrics surveys. JW was responsible for all aspects of the study at Site B, 

including IRB approval, obtaining necessary permissions (see Appendix N), and coordinating 

and implementing the study at her site. JW also applied for approval from the Teachers College 

IRB.  

 Data were collected at both sites for all shared and individual variables, including 

demographics, role, debriefing experience, coping skills, and attitudes toward death. However, 

attitudes towards death were not included or discussed in this dissertation, as those analyses were 
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conducted solely for JSôs dissertation. The remaining data sets were analyzed individually and 

then compared with each other to verify the results.  

Chapter 3 Summary 

 In Chapter 3, the methodology for this quasi-experimental study was reviewed, including 

the sample, setting, and a detailed description of the development and implementation of the 

intervention. The three quantitative instruments were reviewed, and their reliability statistics 

were reported. The data collection process was presented in detail, along with the statistical tests 

used for data analysis. In Chapter 4, the results are reported, including all descriptive and 

inferential statistics.  
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Chapter 4: Findings 

 This chapter presents the results of the quasi-experimental, two-group, pretest-posttest 

study designed to determine the differences in coping skills and participant experience using the 

Trauma-informed Psychologically Safe (TiPS) debriefing method compared to a traditional 

debriefing method after an end-of-life simulation. An analysis of the data collected using the 

Coping with Death Scale-Short Version (CDS), the Debriefing Experience Scale (DES), and a 

demographics questionnaire is presented, including descriptive and inferential statistics.   

Unpaired Data 

During the initial development and set-up of the pretest and posttest surveys in Qualtrics, 

data were unintentionally anonymized. Therefore, the PIs were unable to compare pretest and 

posttest data because they could not link the results. Although this issue was rectified after the 

first two data collection dates, 58 pretests and 82 posttests had already been completed. In 

consultation with their dissertation advisor, the PIs chose to treat all data as unpaired, allowing 

them to include those initial observations. Therefore, all pretest and posttest observations should 

be considered independent.  

A second issue arose regarding the identification of debriefing methods due to the 

unpaired initial data. The PIs were unable to identify the debriefing method in six of the 82 initial 

posttests. Therefore, those six observations were removed from the data analysis related to the 

debriefing method (n = 139). All 145 posttests were included in the coping analyses that were 

unrelated to the debriefing method.  

Sample Size 

 A total of 159 students were invited to participate in the study, 122 from Site A and 37 

from Site B. From this convenience sample, 123 students submitted pretests. Five pretests were 
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excluded due to incomplete data. A total of 118 pretests were included in the analysis, including 

87 from Site A and 31 from Site B. There were 148 submitted posttests. Two were removed due 

to incomplete data, and one outlier was excluded. The outlier was the only response with a total 

test time of < 100 seconds and lacked variability in answers. The average posttest duration was 

470 seconds, with a median of 331 seconds and a mode of 271 seconds. A total of 145 posttests 

were included in the data analysis. The demographics survey was only included in the pretest; 

therefore, the survey results are presented in relation to the pretest results, as the pretest and 

posttest data were not paired. 

Demographic Characteristics of the Participants 

 Participants were asked 11 demographic questions at the beginning of the pretest survey. 

These questions focused on age, gender, religion, race, ethnicity, and educational institutions. 

Participants were also asked about previous personal and clinical experiences with death and 

employment in the health care field. All 118 participants were enrolled in the course for the first 

time. There were 87 participants (73.7%) from Site A and 31 participants (26.3%) from Site B. 

Of the 118 total participants, 98.3% (n = 116) identified as female, and 1.7% (n = 2) identified as 

male. The overall mean age of the participants was 21.95 years (SD = 2.28), with a median of 22 

years and a range of 18 to 40 years. The mean age for Site A was 22.09 years (SD = 2.63) and for 

Site B was 21.55 years (SD = 0.62). A descriptive analysis of demographic characteristics by site 

is presented in Table 4.1. Descriptive data on end-of-life and health care experience are 

presented in Table 4.2.  
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Table 4.1 

Demographics of the Participants by Site 

Demographic Characteristic Site A  Site B  Total Percent 

 n % n % n % 

Gender       

Female 85 97.7 31 100 116 98.3 

Male 2 2.3 0 0 2 1.7 

Ethnicity       

Hispanic and Latino/a 4 4.7 1 3.2 5 4.3 

Non-Hispanic and Latino/a 79 92.9 29 93.5 108 93.1 

Prefer not to say 2 2.4 1 3.2 3 2.6 

Race       

American Indian or Alaska Native 1 1.1 0 0 1 0.8 

Asian or Asian American 0 0 1 3.2 1 0.8 

Black or African American 1 1.1 1 3.2 2 1.7 

White or Caucasian 83 95.4 29 93.5 112 94.9 

More than one race 2 2.3 0 0 2 1.7 

Religion       

Catholic 2 2.3 10 3.2 12 10.2 

Christian 85 97.7 6 19.4 91 77.1 

Jewish 0 0 2 6.5 2 1.7 

None 0 0 13 41.9 13 11 

 

Table 4.2 

End-of-Life and Health Care Experience  

Experience Question Yes 

n (%) 

No 

n (%) 

Have you had previous end-

of-life education? 

69 (58.5%) 49 (41.5%) 

Have you experienced a 

current or recent death? 

56 (47.5%) 62 (52.5%) 

Have you had personal 

experience with end-of-life 

care (friend or family 

member)? 

63 (53.4%) 55 (46.6%) 

Have you had clinical 

experience with end-of-life 

care? 

67 (56.8%) 51 (43.2%) 

Are you currently or have you 

been previously employed in 

the health care field? 

80 (67.8%) 38 (32.2%) 

 



51 

 

Descriptive Analysis of the Outcome Data 

The descriptive analysis of the CDS pretest and posttest data for the overall sample is 

presented in Table 4.3, which includes the mean, standard deviation, median, and mode. The 

descriptive analysis of DES posttests is presented in Table 4.4. Tables 4.5 and 4.6 present the 

descriptive analysis of the CDS posttest data by debriefing method and participant role. Table 4.7 

presents the descriptive analysis of the CDS posttest data together with the debriefing method 

and participant role. Tables 4.8 and 4.9 present the data for the DES posttest, also by debriefing 

method and participant role.  

Table 4.3 

Descriptive Analysis of the Coping with Death Scale (CDS)- Short Version 

Statistic  Pretest   Posttest  

 Site A Site B Total Site A Site B Total 

N 87 31 118 111 34 145 

Mean (SD) 4.70 (1.01) 4.46 (1.12) 4.64 (1.04) 5.54 (0.90) 5.53 (0.73) 5.53 (0.86) 

Median 4.78 4.56 4.72 5.67 5.44 5.67 

Mode 4.44a 4.89a 5.00 6.00 6.00 6.00 

a. Multiple modes exist. The smallest value is shown.  

Table 4.4 

Descriptive Analysis of Debriefing Experience Scale (DES) 

Statistic Site A Site B Total 

Mean (SD) 4.47 (0.53) 4.60 (0.39) 4.50 (0.50) 

Median (IQR) 4.60 (0.95) 4.70 (0.80) 4.60 

Mode 5.00 5.00 5.00 

 

Table 4.5 

Descriptive Analysis of CDS- Short Version Posttests by Debriefing Method  

Debriefing Type n Mean SD 

TiPS 69 5.69 0.82 

Plus-Delta 70 5.40 0.88 
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Table 4.6 

Descriptive Analysis of CDS- Short Version Posttests by Role  

Debriefing Role n Mean SD 

Active Participant 60 5.57 0.86 

Observer 85 5.51 0.87 

 

Table 4.7 

Descriptive Analysis of CDS-Short Version Posttests by Role and Debriefing Method 

Debriefing Method  Role n Mean SD 

TiPS Active 30 5.78 0.83 

Observer 39 5.62 0.82 

Total 69 5.69 0.82 

Plus-Delta Active 28 5.35 0.88 

Observer 42 5.44 0.88 

Total 70 5.40 0.88 

Total Active 58 5.57 0.87 

Observer 81 5.53 0.85 

Total 139 5.54 0.86 

 

Table 4.8 

Descriptive Analysis of DES Posttests by Debriefing Method 

Debriefing Method n Mean SD 

TiPS 69 4.65 0.42 

Plus-Delta 70 4.37 0.55 

 

Table 4.9 

Descriptive Analysis of DES Posttests by Simulation Role 

Simulation Role n Mean SD 

Active Participant 60 4.52 0.56 

Observer 85 4.49 0.47 
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Analysis of Research Questions 

 Statistical analysis was conducted for each research question, with tests varying 

according to the number of variables and type of data available. The assumptions for each test 

were checked prior to the analysis to ensure the validity and reliability of the test results (Laerd, 

2013). Any violations are noted, along with any actions taken.  

Research Question 1.1 

 How do coping skills differ between prelicensure nursing students before and after 

participating in an end-of-life simulation? To compare the unpaired pretest and posttest data, an 

independent two-tailed t test was performed by manual calculation due to the limitations in SPSS 

and confirmed by the program statistician. Participants had higher coping with death scores after 

the intervention (M = 5.53, SD = 0.86) than they did beforehand (M = 4.63, SD = 1.05), and the 

difference was statistically significant with a large effect size, t(260) = 7.50, p < .05, d = .93.  

Research Question 1.2 

 How do coping skills differ between prelicensure nursing students who participate in the 

TiPS debriefing compared to the Plus-Delta model? An independent-samples two-tailed t test 

was conducted to determine if there were differences in coping with death post-test scores 

between students who participated in the TiPS debriefing and those who participated in the Plus-

Delta debriefing. There were 69 participants in the TiPS group and 70 in the Plus-Delta group. 

There was one outlier, as assessed by inspection of the boxplot. Coping with death score data 

were normally distributed, as assessed by Shapiro-Wilkôs test (p > .05), and there was 

homogeneity of variances, as assessed by Leveneôs test for equality of variances (p = .499). 

Coping with death scores in the TiPS group (M = 5.69, SD = 0.82) were higher than in the Plus-

Delta group (M = 5.40, SD = 0.88) (see Figure 4.1), a statistically significant difference with a 
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modest but meaningful effect size, M = 0.29, 95% CI [0.01 to 0.58], t(137) = 2.02, p = .046, d = 

.342.  

Figure 4.1  

 

Simple Bar Graph of CDS Posttest Mean Score by Debriefing Method 

 
 

The test was re-run without the outlier to compare results. Excluding the outlier, there 

were 68 participants in the TiPS group and 70 in the Plus-Delta group. The data remained 

normally distributed, and there was homogeneity of variances. Coping with death scores in the 

TiPS group (M = 5.73, SD = 0.77) were higher than in the Plus-Delta group (M = 5.40, SD = 

0.88), a statistically significant difference, M = 0.33, 95% CI [0.05 to 0.60], t(136) = 2.327, p = 

.021, d = .396.  

Research Question 2 

How does the debriefing experience differ between prelicensure nursing students 

participating in the TiPS debriefing compared to the Plus-Delta model after an end-of-life 
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simulation? This research question compared participantsô experiences of the two debriefing 

methods. There were 69 participants in the TiPS group and 70 in the Plus-Delta group. An 

independent t test was planned to determine whether there were differences in debriefing 

experience between students participating in the TiPS debriefing and those participating in the 

Plus-Delta debriefing. However, the assumption of variances was violated, as assessed by 

Leveneôs test for equality of variances (p = .021). Additionally, the DES scores were not 

normally distributed for either the TiPS or Plus-Delta groups, as assessed by Shapiro-Wilkôs test 

(p < .001). Therefore, a Mann-Whitney U test was run to determine if there were differences in 

DES scores between TiPS and Plus Delta debriefing groups. Distributions of experience scores 

for TiPS and Plus Delta were similar, as assessed by visual inspection (see Figure 4.2). Median 

DES score was significantly higher in the TiPS group (Mdn = 4.85) than in Plus Delta group 

(Mdn = 4.50), with a modest but meaningful effect size, U = 1608.50, z = -3.426, p < .001, r =  

0.334. 
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Figure 4.2  

DES Median Frequencies by Debriefing Type 

 

Research Question 3.1 

 How do coping skills differ after debriefing between prelicensure nursing students who 

actively participate in an end-of-life simulation versus prelicensure nursing students who 

observe an end-of-life simulation?  An independent-samples t test was conducted to determine if 

there were differences in coping with death between active participants and observers. There 

were 60 active participants and 85 observers. There were three outliers in the data, as assessed by 

an inspection of the boxplot (see Figure 4.3).  
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Figure 4.3 

Box Plot of CDS Posttest Mean Scores by Role Type 

 
 

The test was run with and without the outliers to compare the scores. For both tests, CDS 

posttest scores were normally distributed, as assessed by Shapiro-Wilkôs test (p > .05), and there 

was homogeneity of variances, as assessed by Leveneôs test for equality of variances (p = .998). 

Including the outliers, the mean active participant score was slightly higher (M = 5.57, SD = 

0.86) than the mean observer score (M = 5.51, SD = 0.87), but the difference was not statistically 

significant, t(143) = 0.374, p = .709. The test was re-run without the outliers to compare results. 

With the three outliers removed, the mean active participant score remained the same (M = 5.57, 

SD = 0.86), but the mean observer score was now higher (M = 5.59, SD = 0.78). However, the 

difference was not statistically significant, t(140) = -0.172, p = .864. 
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Research Question 3.2 

 How do the observersô coping skills differ between prelicensure nursing students after 

debriefing with the TiPS debriefing method compared to debriefing with the Plus-Delta model? 

A two-way ANOVA was conducted to examine the interaction between role and debriefing 

method on coping with death. Residual analysis was performed to test the assumptions of the 

two-way ANOVA. There were no outliers, as assessed by the fact that all studentized residuals 

were < 2.5. Data were normally distributed, as assessed by Shapiro-Wilkôs test (p > .05), and 

there was homogeneity of variances, as assessed by Leveneôs test for equality of variances (p = 

.856). The interaction effect between role and debriefing method on coping with death was not 

statistically significant, F(1, 135) = 0.740, p = .391, partial ɖ2 = 0.005. Therefore, there were no 

differences in coping skills among observers who participated in TiPS or Plus-Delta debriefing 

methods. Main effects of debriefing method and coping with death were analyzed in Research 

Question 1.2.  

Research Question 3.3 

 How do active participantsô coping skills differ between prelicensure nursing students 

after debriefing with the TiPS method compared to debriefing with the Plus-Delta model? A two-

way ANOVA was conducted to examine the interaction between role and debriefing method on 

coping with death. Residual analysis was performed to test for the assumptions of the two-way 

ANOVA. There were no outliers, as assessed by the fact that all studentized residuals were < 2.5. 

Data were normally distributed, as assessed by Shapiro-Wilkôs test (p > .05), and there was 

homogeneity of variances, as assessed by Leveneôs test for equality of variances (p = .856). The 

interaction effect between role and debriefing method on coping with death was not statistically 

significant, F(1, 135) = 0.740, p = .391, partial ɖ2 = 0.005. Therefore, there were no differences 
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in coping skills among active participants who participated in TiPS or Plus-Delta debriefing 

methods. Main effects of debriefing method and coping with death were analyzed in Research 

Question 1.2.   

Research Question 3.4 

 How does the debriefing experience differ after debriefing between prelicensure nursing 

students who actively participate in an end-of-life simulation versus students who observe an 

end-of-life simulation? There were 60 active participants and 85 observers. There were no 

outliers in the data, as assessed by inspection of a boxplot. DES scores were normally 

distributed, as assessed by visual inspection of Normal Q-Q Plots, but not normally distributed as 

assessed by the Shapiro-Wilk test (p < .001). Therefore, a Mann-Whitney U test was run to 

determine if there are differences in DES scores between active participants and observers. 

Distributions of experience scores for active participants and observers were similar, as assessed 

by visual inspection (see Figure 4.4). The median DES score was higher among active 

participants (Mdn = 4.75) than among observers (Mdn = 4.60), although this difference was not 

statistically significant (U = 2334.00, z = -0.874, p = .382). 
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Figure 4.4 

DES Frequencies by Role 

 

Explanatory Analysis of Demographic Variables and Initial Coping with Death  

 Prior research has suggested potential relationships may exist among demographic 

characteristics, experiences with end-of-life care, previous end-of-life education, and coping with 

death. An analysis was conducted to investigate the correlations between the demographic 

variables assessed (gender, age, race, ethnicity, and religion) and coping with death using pretest 

scores. Additionally, potential correlations between end-of-life experiences, including previous 

education, personal and clinical experiences, and professional experience in health care, and 

pretest scores for coping with death were explored. Due to the unpaired data, correlations 

Active Participant Observer 
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between these demographics and experiences with coping with death posttest scores could not be 

analyzed.  

 Analysis of the data indicated that coping with death pretest scores were not associated 

with any of the demographic variables. There was no statistically significant difference in initial 

coping with death between males and females, rpb(118) = -.144, p = .120, nor age, F(9, 106) = 

1.463, p = .171. Initial coping with death was not related to race, F(4, 113) = 0.490, p = .743, 

ethnicity, F(2, 113) = 0.418, p = .659, or religion, F(3, 114) = 1.020, p = .387. There was also no 

relationship between institution and initial coping with death, rpb(118) = .105, p = .257. 

 Analysis of the data indicated that there were some relationships between initial coping 

with death and end-of-life experiences. Point-biserial correlations were run between all 

experience data and coping with death pretest scores. There was a statistically significant 

positive correlation between previous personal experience with end-of-life care and coping with 

death, rpb(118) = .340, p < .001, d = .718. There was also a statistically significant positive 

correlation between clinical experience with end-of-life care and coping with death, rpb(118) = 

.262, p = .004, d = .543.   

 There were no statistically significant correlations between initial coping with death and 

previous end-of-life education, rpb(118) = -.141, p = .128, nor with employment in health care, 

rpb(118) = -.109, p = .239. Initial coping with death and having experienced a recent death were 

also not related, rpb(118) = -.133, p = .151. 

 Lastly, to ensure parity between the sites, posttest coping with death scores and 

debriefing experience scores were compared between Site A and Site B. There was no significant 

difference in posttest coping with death scores by site, U = 1965.50, z = 0.367, p = .714. There 
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was also no significant difference in debriefing experience by site, U = 1652.00, z = -1.105, p = 

.269.  

Chapter 4 Summary 

In Chapter 4, findings were presented on the differences in coping skills and debriefing 

experiences between active participants and observers who took part in an end-of-life simulation 

and received either the TiPS or Plus-Delta debriefing. All students who participated in the end-

of-life simulation had significantly higher coping skills after the simulation experience. Students 

who participated in the TiPS debriefing had significantly higher coping skills compared to those 

who participated in the Plus-Delta debriefing. Participants also preferred the TiPS debriefing 

over the Plus-Delta debriefing at a statistically significant level. There were no significant 

differences in coping skills or debriefing experiences between active participants and observers. 

In Chapter 5, the findings will be discussed along with the strengths and limitations of the study 

and implications for future research and practice. 
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Chapter 5: Discussion 

While undergraduate nursing programs have been incorporating more end-of-life 

education, nursing students often report feeling inadequately prepared to care for patients at the 

end of life (Yoong, Wang et al., 2023). Current research supports simulation as an evidence-

based, effective method of end-of-life education (Alwawi & Inkaya, 2023; Kirkpatrick et al., 

2020; Tamaki et al., 2019; Yoong, Schmidt et al., 2023; Venkatasalu et al., 2015); however, 

simulation-based education (SBE) debriefing methods continue to focus on learning outcomes 

(knowledge and skills) rather than psychological outcomes (Alghamdi et al., 2021; Harder, 

Lemoine, & Harwood, 2019). Additionally, equivalence in learning outcomes for both active 

participants and observers in SBE has been well established (Jeffries & Rizzolo, 2006; Lee et al., 

2020; Niu et al., 2021); however, it is unclear whether psychological outcomes are also 

equivalent (Alexander, 2019; Esteban-Burgos et al., 2024; Kirkpatrick et al., 2020). The few 

studies that have compared psychological outcomes have had conflicting results, and only one 

simulation study has looked specifically at coping with death (Esteban-Burgos et al., 2024).  

To clarify these conflicting results, this dissertation study compared outcomes between 

active participants and observers to assess the impact of different debriefing styles on 

psychological outcomes and debriefing experiences. This chapter presents a discussion of the 

study's findings, strengths, and limitations, an examination of the studyôs theoretical foundation, 

a discussion of implications for nursing education, recommendations for future research, and 

conclusions.  

Summary of the Study 

This multi-site, experimental study combined an end-of-life SBE with an innovative 

debriefing method that focused on participantsô psychological outcomes to examine coping with 
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death and debriefing experience in undergraduate nursing students. The withdrawal-of-care for a 

dying patient simulation was developed in accordance with the International Nursing Association 

for Clinical Learning and Simulation Standards (INACSL Standards Committee et al., 2021). 

Participants were divided into two roles: active participants or observers. Immediately following 

the simulation, all participants debriefed using either the Trauma-informed Psychologically Safe 

(TiPS) method or the Plus-Delta method. The outcomes of coping with death and debriefing 

experience were evaluated by all participants. This multisite study was done collaboratively with 

fellow Teachers College student Julie Steele.   

The purpose of this study was to determine the differences in coping skills and participant 

experience using the TiPS debriefing method compared to a traditional debriefing method after 

an end-of-life simulation. The researchers also compared the experiences of active participants 

and observers of the simulation to examine potential differences in their psychological outcomes. 

The following research questions were addressed in this dissertation study: 

¶ How do coping skills differ between prelicensure nursing students before and 

after participating in an end-of-life simulation? 

¶ How do coping skills differ between prelicensure nursing students who participate 

in the TiPS debriefing compared to the Plus-Delta model? 

¶ How does the debriefing experience differ between prelicensure nursing students 

participating in the TiPS debriefing compared to the Plus-Delta model after an 

end-of-life simulation? 

¶ How do coping skills differ after debriefing between prelicensure nursing students 

who actively participate in an end-of-life simulation versus students who observe 

an end-of-life simulation? 
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¶ How do the observersô coping skills differ between prelicensure nursing students 

after debriefing with the Tips debriefing method compared to debriefing with the 

Plus-Delta model? 

¶ How do active participantsô coping skills differ between prelicensure nursing 

students after debriefing with the TiPS method compared to debriefing with the 

Plus-Delta model? 

¶ How does the debriefing experience differ after debriefing between prelicensure 

nursing students who actively participate in an end-of-life simulation versus 

students who observe an end-of-life simulation?  

Discussion of the Findings 

This section presents the outcomes of the end-of-life simulation and the findings in 

relation to the three primary aims of the study: assessing the differences in coping skills related 

to caring for dying patients between groups of nursing students receiving two different 

debriefing methods, assessing the impact of the two different debriefing methods on debriefing 

experience, and examining the outcomes of observers and active participants after an end-of-life 

simulation.   

Effect of the Simulation 

In this study, participants had significantly higher coping with death scores after 

participating in the end-of-life simulation, with a large effect size. This is likely related to the 

effectiveness of experiential learning paired with debriefing, as seen in many previous studies 

(Alconero-Camarero et al., 2018; Durojaiye et al., 2023; Fraser et al., 2014; Tamaki et al., 2019) 

and emphasized by Yoong, Wang et al. (2023) in their systematic analysis. These results are 
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similar to those of Esteban-Burgos et al. (2024), who also saw significant increases in coping 

with death across all types of palliative care education.  

Notably, relationships were found between initial coping with death and prior end-of-life 

experiences. Participantsô initial coping with death scores were significantly positively correlated 

with previous personal and clinical experiences with end-of-life care. However, while more than 

half of the students in this study had received some type of previous end-of-life education 

(58.5%), there was no correlation between initial coping with death and end-of-life education. 

While they had some prior education, they hadnôt necessarily had real-world experience or 

experiential learning. The overall increase in coping with death scores postintervention, 

combined with pre-intervention correlations with experience, may indicate the positive impact of 

experience, whether personal, clinical, or simulated.     

Debriefing Methods and Coping with Death 

Participants in the TiPS group had statistically significantly higher coping with death 

posttest scores than those in the Plus-Delta group. Students participating in the TiPS debriefing 

method may have had higher coping with death scores because they were encouraged to process 

their emotions and reflect more on the psychological impact of the end-of-life simulation. Table 

5.1 displays the major steps in both debriefing models.  
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Table 5.1 

Comparison of Debriefing Method Steps 

TiPS Plus-Delta 

Phase 1: Orientation 

Setting the tone (voluntary participation, 

safe space, confidentiality, purpose is to 

focus on emotional reactions, provide 

support and coping strategies).  

Phase 1:  

Open reactions and review the facts of the 

events 

Phase 2: Review 

General check-in and review of the 

scenario, focusing on humanistic issues 

rather than medical issues. 

Phase 2:  

Address what learners felt went well.  

Phase 3: Catharsis 

The focus is on participantsô emotional 

responses, which are acknowledged and 

normalized. 

Phase 3:  

Address what behaviors or actions they 

would do differently in the future.  

Phase 4: Psychoeducation 

Education provided on distress reactions, 

critical incident stress, and coping 

strategies. Reactions are normalized, and 

clarification is provided regarding which 

reactions are considered abnormal. 

Phase 4:  

Provide a summary of lessons learned and 

closure.  

Phase 5: Recovery 

Provide a summary of the debriefing and 

themes, answer questions, and review 

available support and follow-up resources. 

 

 

Consistent with the Transactional Model of Stress and Coping, participants in the TiPS 

method were guided through the cognitive appraisal of potential stressors and then examined 

both existing and potential coping resources. The focus of TiPS is on processing feelings that 

arise in stressful situations. This contrasts with the Plus-Delta method, which focuses on the facts 

of the simulation, including what went well and what participants would do differently in the 

future. While emotions may naturally arise during a Plus-Delta debriefing, they are not the 

primary focus, and there is no planned discussion of feelings or coping methods. Additionally, 
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participants receive a handout listing local and national mental health resources upon completion 

of the TiPS debriefing and are told to monitor for abnormal signs and symptoms of stress.  

Based on findings from their meta-synthesis of qualitative studies on nursing studentsô 

first experience of death during clinical practice, Yao et al. (2025) concluded that the first 

exposure to death triggered profound emotional responses. The researchers also concluded that 

students needed time to process the experience, focusing on positive coping strategies and 

identifying their support systems to facilitate emotional recovery. These are essential aspects of 

the TiPS methodology that may have positively impacted the results.  

Debriefing Experience 

 Participants also had a significantly more positive debriefing experience in the TiPS 

debriefing compared to the Plus-Delta debriefing. The Debriefing Experience Scale (DES) 

measures four aspects of the debriefing experience: learning and making connections, analyzing 

thoughts and feelings, facilitator skills, and the overall experience (Reed, 2012). There are four 

items in the Analyzing Thoughts and Feelings subscale. These focus on the emotional, 

psychological, and behavioral aspects of debriefing, which are explicitly addressed in the TiPS 

method. This may have contributed to the statistically significant difference between the TiPS 

and Plus-Delta methods.  

Participants may have appreciated the TiPS methodôs focus on emotions, coping, and 

sources of support, rather than the more fact-based approach of Plus-Delta. This is supported by 

Harder, Lemoine, and Hardwood (2019), who emphasized the need to provide psychological and 

emotional support when debriefing traumatic SBEs, similar to the debriefings used in clinical 

settings to support health care staff after a traumatic event. The TiPS method also includes 

validating participantsô experiences, particularly their emotional responses. This validation, 
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along with the collegial support experienced during TiPS, has been identified in other studies as 

essential for health care workers coping with grief (Burt et al., 2024; Zheng et al., 2018).  

Difference Based on Role 

All participants chose their role for the simulation, either charge nurse, primary nurse, 

nursing student, or observer. There were no differences in coping with death or debriefing 

experience between active participants and observers. There was also no interaction between role 

and debriefing method. The parity in outcomes across roles may reflect the general impact of 

debriefing in SBE.  

These findings align with the landmark findings of Jeffries and Rizzolo (2006), who 

found no difference in satisfaction or confidence between active participants and observers in 

simulation. The findings also align with those of Kirpatrick et al. (2020), who reported 

equivalent psychological outcomes among active participants and observers after an end-of-life 

simulation. Of note, Kirkpatrick and colleagues were focused on attitudes towards care of the 

dying, not coping with death. The findings also support those of Foltz-Ramos (2023), who 

concluded that debriefing with self-reflection had the greatest impact on improving participantsô 

emotional states, even when in-simulation experiences differed.  

The literature search for this dissertation revealed only one other study that specifically 

examined participants' role in relation to coping with death, conducted by Esteban-Burgos et al. 

(2024). In contrast to this dissertation study, Esteban-Burgos and colleagues found significant 

differences in coping between active participants and observers after their end-of-life SBE. 

However, the researchers did not discuss their debriefing methods in detail or identify a specific 

method, which makes it difficult to compare their impact. Additionally, Esteban-Burgos and 

colleagues used the original Coping with Death scale (Bugen, 1981), which is comprised of 30 



70 

 

items and has slightly different psychometric properties than the CDS-Short Version used in this 

dissertation.  

Findings in Relation to the Theoretical Framework 

 This study was guided by Lazarus and Folkmanôs (1987) Transactional Model of Stress 

and Coping. In their model, stress is a transaction between the person and the environment that 

includes two primary processes: cognitive appraisal and coping. In this study, the model was 

used in two ways: to develop the study framework and to guide the TiPS debriefing.  

 The framework of this study was based on the assumption that undergraduate nursing 

students who experience the death of a patient will feel stress and need to cope with that stressor. 

The intervention was designed to simulate that stressful experience and to encourage participants 

to go through the processes of cognitive appraisal and coping, supported by the TiPS debriefing 

model. The significant increase in coping skills in the TiPS group indicates that this debriefing 

method may have been more effective than Plus-Delta in guiding students through that process.  

 During the TiPS debriefing, participants were guided through the processes of primary 

appraisal, secondary appraisal, and the evaluation of coping strategies. During primary appraisal, 

participants evaluated the potential impact of the simulation experience as either harmful and 

negative or positive and leading to growth. Although some of the primary appraisals occurred 

during the simulation itself, participants were also guided more deeply through the appraisal 

process during the TiPS debriefing, using reflection to assess their perspectives on the 

experience. Participants were then guided through the secondary appraisal, during which they 

examined their available resources and decided whether they were sufficient to handle the 

stressor.  It is essential to support studentsô self-appraisal of their ability to manage stressful 

situations, so they feel confident in handling these situations when they arise in practice. A lack 
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of confidence tends to lead to inadequate coping over time (Folkman, 1984). Figure 5.1 is a 

conceptual diagram depicting the role of the TiPS method within the theoretical framework. 

Figure 5.1  

Role of TiPS within the Transaction Model of Stress and Coping  

 

Coping strategies may be problem-focused or emotion-focused. While the participants 

could not change the outcome of the simulation, they were able to do some problem-focused 

coping during the simulation by giving pain and anxiety medication, providing emotional 

support to the patient and family member, and communicating clearly each step of the 

withdrawal process. During the TiPS debriefing, the emphasis was on identifying healthy, 

emotion-focused coping mechanisms. These emotion-focused mechanisms are often the focus 

when a situation is unchangeable, such as after a patient dies. These mechanisms include those 

participants may already have been incorporating during the simulation, such as positive 

reframing or prayer, as well as those they may rely on postsimulation and in their future nursing 

practice. For example, initiating discussions with colleagues is an essential aspect of the TiPS 

Stressor

ωEnd-of-life simulation

ωCare of dying patients

Appraisals

ωMediated by TiPS

ωExamination of coping resources

Coping

ωDeveloping emotion-focused coping with TiPS

ωNormalizing discussion of these traumatic events
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method and an important coping mechanism that helps normalize talking about these complex 

topics in practice. In reviewing the concept of critical incident stress, including its signs and 

symptoms, students were made aware of indicators of inadequate coping in themselves and their 

future colleagues. They were also guided through the steps to take should they experience critical 

incident stress.  

Theoretical Framework Literature  

The findings of this study align with those of previous studies that incorporated the 

Transactional Model of Stress and Coping into end-of-life nursing research (Alconero-Camarero 

et al., 2018; Ramadan et al., 2025). The TiPS method encourages participants to reframe the 

situation positively and seek social support, which Alconero-Camerero et al. (2018) identified as 

primary coping mechanisms. The context provided by Ramadan et al. (2025) regarding the role 

of coping skills in helping nurses maintain compassionate care and mitigate the stress associated 

with end-of-life care was also reflected in the experiences of this studyôs participants. The 

significant increase in coping with death scores for TiPS participants suggests that this process 

was successful in guiding them through the steps of the Transactional Model of Stress and 

Coping to develop their personal coping methods.  

Strengths and Limitations  

This dissertation study had several key strengths. This was the first study to compare the 

impact of different debriefing methods on psychological outcomes in undergraduate nursing 

students. This was a multi-site study that included a quasi-experimental design with a 

comparison group. Two specific debriefing methods were compared with intentionality and 

detailed methodology supporting those choices. The study was quantitative, using validated 
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instruments to examine emotional outcomes. This was only the fourth known study to examine 

participant role in relation to psychological outcomes.  

In addition to these strengths, several limitations were noted. The sample was a 

convenience sample taken from two private universities. The sample was homogeneous with 

respect to gender and ethnicity. National League for Nursing data (2024) indicate that the study 

sample differed markedly from the national demographics of nursing students. In this study, the 

sample consisted of 98.3% females, which differs significantly from the national average of 

85.2%. The sample was also 94.9% White, compared to the national average of 57.6%. Only 

4.3% of the sample identified as Hispanic or Latinx, compared with 13.8% nationally, and only 

1.7% identified as Black or African American, compared with a 14.2% national average. The 

lack of diversity within the sample limits the generalizability of the findings to sites with greater 

gender and ethnic diversity. Additionally, the intervention was implemented only in BSN 

programs and should be interpreted with caution for associate, masterôs, and doctoral nursing 

programs.  

 Another limitation is the inability to pair the pretest and posttest data. The PIs were 

unable to use more robust statistical tests, such as a two-way mixed ANOVA, to compare pretest 

and posttest results. Additionally, they were unable to conduct ancillary analyses of potential 

relationships between demographic factors and outcomes. Randomization was used at only one 

of the two sites, weakening the results (Polit & Beck, 2017). The data were all self-reported, 

which makes them susceptible to response biases, including social desirability bias (Polit & 

Beck, 2017).  

 An additional limitation was the varying fidelity between Site A and Site B. The PIs were 

limited to the resources available at their respective sites, which varied considerably. At Site A, 
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the participants took part in a higher-fidelity simulation that incorporated additional medical 

equipment, including a ventilator, an endotracheal breathing tube that was removed, a 

nasogastric tube with tube feeds running, bilateral wrist restraints, and a Foley urinary catheter. 

At Site B, none of this additional equipment was available, so the participants did not have the 

opportunity to interact with it. The core objectives and flow of the simulation remained the same, 

but varying levels of fidelity may have affected participants' experiences. The parity in outcomes 

across the sites suggests that this did not have a significant impact, but it should still be 

considered. 

Implications for Nursing Education 

The findings of this study have several implications for nursing education. First, nurse 

educators can feel confident in incorporating the TiPS method into their simulation debriefings 

that focus on psychological outcomes. This is especially important for any simulations that may 

be traumatic or have the potential to cause adverse emotional outcomes. The TiPS method 

addresses an important gap in simulation debriefing, providing simulation faculty with an 

essential tool to support their students' emotional and psychological development.  

Second, the equivalent outcomes of active participants and observers support nursing 

programsô maximization of resources by including multiple observers in any simulation 

alongside active participants. By ensuring everyone participates in the same debriefing, the 

psychological outcomes should be comparable. This will alleviate some of the burden on 

physical resources, including simulation space and manikins, and reduce staffing burden by 

allowing more students to run through a single simulation.  

Third, this end-of-life SBE methodology can be replicated by other nursing programs, 

offering an innovative intervention for end-of-life education as well as supporting the emotional 
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development of undergraduate nursing students. Many programs currently use the only end-of-

life simulation available from the National League for Nursing, which does not include a 

withdrawal-of-care component. In simulating the withdrawal of care and supporting students 

with a trauma-informed, emotionally focused debriefing method, educators may be able to more 

fully prepare nursing students for this challenging, emotional aspect of nursing practice. In 

addition, the SBE in this dissertation was designed using the National League for Nursing 

Simulation Design Template (2015), thereby facilitating reproducibility by other institutions.  

Finally, it is essential to note that the intervention was effective regardless of the level of 

fidelity. Therefore, this SBE can be applied to programs at all levels of simulation fidelity, 

including those with limited resources. This widens the potential application of this intervention. 

Notably, Site A used a video feed for observers, whereas Site B had observers present in the 

room; therefore, nurse educators should not be constrained by access to video feed technology 

when incorporating observers into the SBE.  

Implications for Future Research 

The results of this study provide valuable insights into debriefing methods for enhancing 

psychological outcomes in undergraduate nursing education. However, more research is 

necessary to better understand the phenomenon. Future studies should compare how specific 

debriefing methods impact robust outcomes, including coping with death. Additionally, further 

research examining coping with death in relation to participant roles is crucial, as this is only the 

second experimental study on the topic, and the results differed from the first (Esteban-Burgos et 

al., 2024).  

This study could also be replicated and strengthened in several ways. The methodology 

could be replicated using a combination of public and private universities with greater gender 
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and ethnic diversity to improve generalizability. Ensuring equivalent numbers of participants per 

site could improve understanding of potential site differences. Additionally, the relationships 

among demographic factors, coping with death, debriefing experience, and role selection should 

be examined. Structuring future studies as randomized controlled trials or incorporating a mixed-

methods design to provide additional qualitative feedback would also yield valuable insights. 

Qualitative feedback on why students picked particular roles and how it may have impacted their 

experience could also be examined. Future studies might also address how students used or did 

not use the TiPS resources after the intervention.  

Finally, researchers should conduct follow-up surveys to examine the intervention's 

longer-term impact. For example, reevaluating coping with death at 6 weeks, 6 months, and 1 

year could provide insight into the duration of the impact and if the intervention influenced 

participantsô nursing practice. For nurses who have transitioned into practice after using TiPS, 

potential areas for research include how well they feel prepared to deal with emotional trauma, 

levels of burnout, resilience, or attitudes toward death. Future researchers could also examine if 

nurses who have participated in the TiPS debriefing feel more comfortable having discussions 

around death and dying, in both clinical and non-clinical settings.   

Implications for Nursing Practice 

The findings of this dissertation study have several implications for nursing practice. 

Primarily, the TiPS debriefing method can help prepare nurses for the trauma they will face in 

practice. With additional coping skills, nurses may be better able to manage difficult situations 

that arise without experiencing critical incident stress. The TiPS method may also encourage 

more open discussions of death and dying, including postpatient death debriefings in clinical and 

non-clinical spaces.  
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In hospital settings, many nurses are still looking for ways to best debrief after patients 

have died, citing a reliance on pastoral care or other outside help (Toews et al., 2021), which is 

not always available or timely. Training in this type of emotional debriefing could add an 

important tool to their toolbox, particularly in areas where death is sudden or traumatic. 

Incorporating an evidence-based, standardized, validated debriefing method like the TiPS 

method into their practice could minimize the negative psychological impact of the trauma 

experienced by nurses (Toews et al., 2021).  

Study Conclusions 

The findings of this dissertation fill an essential gap in preparing undergraduate nursing 

students to care for patients at the end of life. In this study, guided by the Transactional Model of 

Stress and Coping, a withdrawal-of-care simulation was paired with an emotionally focused 

debriefing method to support emotional outcomes among undergraduate nursing students. The 

SBE proved effective with both debriefing methods, though participants in the TiPS debriefing 

group had significantly higher coping with death and debriefing experience scores than 

participants in the Plus-Delta debriefing group. Additionally, a new, evidence-based end-of-life 

simulation was presented that can be incorporated into existing simulation programs. There was 

no difference in outcomes across fidelity levels, indicating that this simulation can be effective 

regardless of available resources when paired with a quality debriefing method. Active 

participants and observers also had comparable outcomes following debriefing, indicating that 

simulation faculty can be confident in incorporating the observer role into SBEs focused on 

emotional outcomes when using the TiPS debriefing method.  
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Chapter 5 Summary 

This chapter provided a discussion of the findings of the current study, including its 

strengths and limitations, and an analysis of these findings within the context of the 

Transactional Model of Stress and Coping. Implications for nursing education were discussed, 

and recommendations for future research in this area were made. The findings of this study 

support the use of this innovative end-of-life SBE, the incorporation of the TiPS debriefing 

method into simulations to support psychological outcomes, and the inclusion of observers in 

emotionally focused simulations.  
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Appendix A:  

IRB Approvals 
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Site A 
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Site B. 
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Appendix B: 

 Informed Consent 
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Appendix C:  

Coping with Death Scale and Permission 

Part 1- Permission 
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Part 2: Scale 

Please rate your agreement with each of the following statements.  

 

Strongly 

disagree 

(1) 

Disagree 

(2) 

Somewhat 

disagree 

(3) 

Neither 

agree 

nor 

disagree 

(4) 

Somewhat 

agree (5) 

Agree 

(6) 

Strongly 

agree (7) 

I am aware 

of the full 

array of 

emotions 

which 

characterize 

human 

grief. (1)  

o  o  o  o  o  o  o  

I feel 

prepared to 

face my 

dying 

process. (2)  

o  o  o  o  o  o  o  

I can put 

words to 

my gut-

level 

feelings 

about death 

and dying. 

(3)  

o  o  o  o  o  o  o  

I know who 

to contact 

when death 

occurs. (4)  
o  o  o  o  o  o  o  

I will be 

able to cope 

with future 

losses. (5)  
o  o  o  o  o  o  o  
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Please rate your agreement with each of the following statements. 

 

Strongly 

disagree 

(1) 

Disagree 

(2) 

Somewhat 

disagree 

(3) 

Neither 

agree nor 

disagree 

(4) 

Somewhat 

agree (5) 

Agree 

(6) 

Strongly 

agree (7) 

I know 

how to 

listen to 

others, 

including 

the 

terminally 

ill. (1)  

o  o  o  o  o  o  o  

I can help 

someone 

with their 

thoughts 

and 

feelings 

about 

death and 

dying. (2)  

o  o  o  o  o  o  o  

I would 

be able to 

talk to a 

friend or 

family 

member 

about 

their 

death. (3)  

o  o  o  o  o  o  o  

I can 

lessen the 

anxiety of 

those 

around 

me when 

the topic 

is death 

and 

dying. (4)  

o  o  o  o  o  o  o  
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Appendix D:  

Debriefing Experience Scale and Permission 

Part 1: Permission 
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Part 2: Scale 

Choose the number that best reflects your opinion about your debriefing experience 

 
Strongly 

Disagree (1) 
Disagree (2) 

Undecided 

(3) 
Agree (4) 

Strongly 

Agree (5) 

Debriefing 

helped me to 

make 

connections 

in my 

learning. (1)  

o  o  o  o  o  

Debriefing 

was helpful 

in processing 

the 

simulation 

experience. 

(2)  

o  o  o  o  o  

Debriefing 

provided me 

with a 

learning 

opportunity. 

(3)  

o  o  o  o  o  

Debriefing 

helped me to 

find meaning 

in the 

simulation. 

(4)  

o  o  o  o  o  

My questions 

from the 

simulation 

were 

answered by 

debriefing. 

(5)  

o  o  o  o  o  
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Strongly 

disagree (1) 
Disagree (2) 

Undecided 

(3) 
Agree (4) 

Strongly 

agree (5) 

I became 

more aware 

of myself 

during the 

debriefing 

session. (1)  

o  o  o  o  o  

Debriefing 

helped me to 

clarify 

problems. (2)  
o  o  o  o  o  

Debriefing 

helped me to 

make 

connections 

between 

theory and 

real-life 

situations. (3)  

o  o  o  o  o  

Debriefing 

helped me to 

analyze my 

thoughts (4)  
o  o  o  o  o  

The 

facilitator 

reinforced 

aspects of the 

health care 

team's 

behavior. (5)  

o  o  o  o  o  
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Strongly 

disagree (1) 
Disagree (2) 

Undecided 

(3) 
Agree (4) 

Strongly 

agree (5) 

The 

debriefing 

environment 

was 

physically 

comfortable. 

(1)  

o  o  o  o  o  

Unsettled 

feelings from 

the 

simulation 

were 

resolved by 

debriefing. 

(2)  

o  o  o  o  o  

The 

facilitator 

allowed me 

enough time 

to verbalize 

my feelings 

before 

commenting. 

(3)  

o  o  o  o  o  

The 

debriefing 

session 

facilitator 

talked the 

right amount 

during the 

debriefing. 

(4)  

o  o  o  o  o  

Debriefing 

provided a 

means for me 

to reflect on 

my actions 

during the 

simulation. 

(5)  

o  o  o  o  o  
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Strongly 

disagree (1) 
Disagree (2) 

Undecided 

(3) 
Agree (4) 

Strongly 

agree (5) 

I had enough 

time to 

debrief 

thoroughly. 

(1)  

o  o  o  o  o  

The 

debriefing 

session 

facilitator 

was an expert 

in the content 

area. (2)  

o  o  o  o  o  

The 

facilitator 

taught the 

right amount 

during the 

debriefing 

session. (3)  

o  o  o  o  o  

The 

facilitator 

provided 

constructive 

evaluation of 

the 

simulation 

during 

debriefing. 

(4)  

o  o  o  o  o  

The 

facilitator 

provided 

adequate 

guidance 

during the 

debriefing. 

(5)  

o  o  o  o  o  
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Appendix E:  

Demographic Survey 

Q1 CONSENT By checking the "I agree" box, you agree to participate in this study. You also 

confirm that you are 18 years or older. To agree: Check the "I agree" box below and then begin 

the survey. If you do not wish to participate in this study, simply close this browser window. 

o L ŀƎǊŜŜ    

o L ŘƛǎŀƎǊŜŜ    

 

Q2 Are you currently enrolled in this course for the first time? 

o ̧ Ŝǎ  

o bƻΣ L ŀƳ ǊŜǇŜŀǝƴƎ ǘƘŜ ŎƻǳǊǎŜ   

 

Q3 What is your age in years? 

________________________________________________________________ 
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Q4 Which institution are you currently enrolled at? 

o {ƛǘŜ !    

o {ƛǘŜ .    

 

Q5 What race(s) do you identify as: 

 !ƳŜǊƛŎŀƴ LƴŘƛŀƴ ƻǊ !ƭŀǎƪŀ bŀǝǾŜ    

 !ǎƛŀƴ ƻǊ !ǎƛŀƴ !ƳŜǊƛŎŀƴ 

 .ƭŀŎƪ ƻǊ !ŦǊƛŎŀƴ !ƳŜǊƛŎŀƴ    

 bŀǝǾŜ Iŀǿŀƛƛŀƴ ƻǊ tŀŎƛŬŎ LǎƭŀƴŘŜǊ    

 ²ƘƛǘŜ ƻǊ /ŀǳŎŀǎƛŀƴ   

 tǊŜŦŜǊ ƴƻǘ ǘƻ ŀƴǎǿŜǊ    

 aƻǊŜ ǘƘŀƴ ƻƴŜ ǊŀŎŜ    

 hǘƘŜǊ όCƛƭƭ ƛƴ ǘƘŜ ōƭŀƴƪύ   

ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ 
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Q6 What ethnicity do you identify with? 

o IƛǎǇŀƴƛŎ ŀƴŘ [ŀǝƴƻκŀ 

o bƻƴπIƛǎǇŀƴƛŎ ŀƴŘ [ŀǝƴƻκŀ 

o tǊŜŦŜǊ ƴƻǘ ǘƻ ǎŀȅ   

Q7 What is your gender? 

o aŀƭŜ    

o CŜƳŀƭŜ    

o bƻƴπōƛƴŀǊȅ   

o tǊŜŦŜǊ ƴƻǘ ǘƻ ǎŀȅ   
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Q8 What is your religious affiliation? 

o .ǳŘŘƘƛǎǘ    

o /ŀǘƘƻƭƛŎ    

o /ƘǊƛǎǝŀƴ   

o IƛƴŘǳ    

o LǎƭŀƳƛŎ    

o WŜǿƛǎƘ   

o L Řƻ ƴƻǘ ƛŘŜƴǝŦȅ ǿƛǘƘ ŀ ǊŜƭƛƎƛƻǳǎ ƎǊƻǳǇ   

o hǘƘŜǊ όŬƭƭ ƛƴ ǘƘŜ ōƭŀƴƪύ   ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ 

 

Q8 Have you experienced a current or recent death? 

o ̧ Ŝǎ    

o bƻ    

 

Q9 Have you had previous end-of-life education? 

o ̧ Ŝǎ    

o bƻ   
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Q10 Have you had personal experience with end-of-life care (friend or family member)? 

o ̧ Ŝǎ    

o bƻ    

 

Q11 Have you had clinical experience with end-of-life care? 

o ̧ Ŝǎ   

o bƻ   

 

Q12 Have you been previously employed in the health care field? 

o ̧ Ŝǎ    

o bƻ    
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Appendix F:  

Participant Role 

Please choose the option that best suits your role.  
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Appendix G:  

Netflix Permissions 
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Appendix H:  

Simulation Scenario 

Simulation Design Template 

 
Date: March 12, 2025   File Name: Mrs. Donna F.   
Discipline: Nursing   Student Level: Advanced Critical Care Course (seniors)       
Expected Simulation Run Time: 15- 20 min          Guided Reflection Time: 30-40 min 
Location:    RM 2078                                                         Location for Reflection: RM 2079 
 

Admission Date: 3/1/25 
Todayôs Date: 3/12/2025 
Name:   Ms. Donna Delany Gender: F  
Age: 62  
Birthdate: 7/19/19XX           Race: Black 
Weight: _ 70kg               Height: _ 180_cm 
Religion: Catholic  Major Support : 
Husband/Daughter  
Phone: 555-2424 
 
Allergies: NKA 
Immunizations: Flu Vaccine 11/24, COVID 
Vaccine J&J 12/24 
Attending Physician/Team: Dr. Hardison 
 
Past Medical History: End Stage Myotonic 
Dystrophy, COPD, Asthma, DM II, HTN 
 
 
History of Present Illness: Admitted on 3/1 
through the ED for SOB and altered mental 
status 
 
Social History: Lives with husband. No 
history of smoking, drinking, or drug use 
 
 
Primary Medical Diagnosis: Acute 
Respiratory Failure, failure to wean, End 
Stage Myotonic Dystrophy. 
Surgeries/Procedures & Dates: Intubated 
on arrival. 
 

Nursing Diagnosis:  
o Impaired gas exchange 
o Ineffective breathing pattern 
o ñActualò infection 

Video:  Recorded report (2-3 minutes) 
Extremis Prebrief clip (5 minutes) 
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Simulation Framework/Theory:  NLN/ Jeffries Simulation Theory and Kolcabaôs Theory of 

Comfort 

Student Learning Needs:  

1. Therapeutic communication with patient and family 
2. Palliative care management at end-of-life 
3. Ethical considerations for withdrawing life support. 
4. Psychosocial distress identification and nurse resilience 

Critical Elements  

1. Students will complete a focused assessment of ICU patient. 
2. Students will obtain orders from palliative care and implement comfort measures. 
3. Students will collaborate with colleagues to remove life support. 
4. Students will implement nursing interventions to support a ñgood death.ò 
5. Students will educate and provide support for SP family member 
6. Students will confirm the patient's death. 

 
 

References, Evidence -Based Practice Guidelines, Protocols 
or Algorithms  
 

1. Jafari M, Rafiei H, Nassehi A, Soleimani F, Arab M, 
Noormohammadi, M.R.(2015). Caring for dying patients: attitude 
of nursing students and effects of education. Indian J Palliative 
Care. 21(2),192-7. doi: 10.4103/0973-1075.156497.Links to an 
external site. 
 

2. Davenport, F. (2020, August). Preparing students for end-of-life 
care and death: How can nursing students best be prepared for 
end-of-life and after-death care? Kai Tiaki: Nursing New 
Zealand, 26(7), 16+. https://link-gale-
com.ezproxy.cul.columbia.edu/apps/doc/A632546101/AONE?u=
columbiau&sid=bookmark-AONE&xid=dafef97aLinks to an 
external site. 
 

 
Student Information Needed Prior to Scenario:  
o Has been oriented to the simulator. 
o Understand guidelines /expectations for scenarios. 
o Has accomplished all pre-simulation requirements. 
o All participants understand their assigned roles. 
o Has been given time frame expectations. 
o Education on Myotonic Dystrophy and simulation medications 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4441181/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4441181/
https://link-gale-com.ezproxy.cul.columbia.edu/apps/doc/A632546101/AONE?u=columbiau&sid=bookmark-AONE&xid=dafef97a
https://link-gale-com.ezproxy.cul.columbia.edu/apps/doc/A632546101/AONE?u=columbiau&sid=bookmark-AONE&xid=dafef97a
https://link-gale-com.ezproxy.cul.columbia.edu/apps/doc/A632546101/AONE?u=columbiau&sid=bookmark-AONE&xid=dafef97a
https://link-gale-com.ezproxy.cul.columbia.edu/apps/doc/A632546101/AONE?u=columbiau&sid=bookmark-AONE&xid=dafef97a
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Report students will receive before simulation:  Extremis prebrief clip, Show recorded 
report, assign roles. 
Time: Approximately 10 minutes 
 

 
Fidelity (choose all that apply to this simulation)  
 

Setting/Environment:  

 δER 

 δMed-Surg 

 δPeds 

 δICU 

 δOR / PACU 

 δWomenôs Center 

 δBehavioral Health 

 δHome Health 

 δPre-Hospital 

 δOther:  

 

Simulator Manikin/s Needed:  

SimMan 3G (female) ñNancyò 

  

 

Props:   Box of tissues, blanket brought from 

home, picture frames with family photos, vase of 

flowers, eyeglasses, Teddy bear, childrenôs 

drawings, balloons  

 
Equipment Attached to Manikin:  

 δIV tubing with primary line 

ǒ Levophed @ 40 mcg/kg  
ǒ Precedex @ 1 mcg/kg/hr 

 
 

 δSecondary IV line running at  mL/hr    

 δIV pump 

 δFoley catheter mδL output 

 δPCA pump running  

 δIVPB  with running at  δmL/hr 

 δ02 via NC 

Vδentilator 

 δMonitor attached 

 Medications and Fluids: (see chart)  

 δIV Fluids 

 δOral Meds 

 δIVPB 

 δIV Push 

 δIM or SC 

 

Diagnostics Available: (see chart)  

 δLabs 

 δX-rays (Images) 

 δ12-Lead EKG 

 δOther:  

 

Documentation Forms:  

 δProvider Orders 

 δAdmit Orders 

 δFlow sheet 

 δMedication Administration Record 

 δGraphic Record 

 δShift Assessment 

 δTriage Forms 

 δCode Record 

 δAnesthesia / PACU Record 

 δStanding (Protocol) Orders (Intensive 

Comfort Measures) 

 δTransfer Orders 

 δOther:  

 

 

Role of Faculty :  

o Overseeing simulation staff for 

simulation setup 

o Direct simulation scenarios 

o Ensuring the psychological 

safety of students. 
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 δID band  

 δOther: Stethoscope 

 

Equipment Available in Room:  

 δBedpan/Urinal 

 δTwo chairs at the bedside 

 δFoley kit 

 δStraight Catheter Kit 

 δIncentive Spirometer 

 δFluids 

 δIV start kit 

 δIV tubing 

 δIVPB Tubing 

 δIV Pump 

 δFeeding Pump Right nare NGT with 

TF@55cc/hr 
 

 δPressure Bag  

 δ02 delivery device (type) Ventilator 

 δCrash cart with airway devices and   

      emergency medications 

 δDefibrillator/Pacer 

 δSuction  

 δOther:  

 

Recommended Mode for Simulation:  

(i.e. manual, programmed, etc.)  

Manual Mode 

 

o Debriefing 

Tasks Before Simulation:  

o Ensure pre-simulation work is 

completed. 

o Confirm all confidentiality 

agreements are signed and 

collected. 

o Pre-briefing/simulation 

orientation for students 

o Confirming simulation staff has 

set up equipment to required 

specifications (inventory and 

supplies). 

o ñSetting the stageò 

 

 

Tasks During Simulation:  

 

o Facilitating simulation and 

progressing based on cues. 

o Evaluate the scenario. 

 

 

Tasks After Simulation:  

o Provide debriefing and feedback. 

o ñStriking the setò 

 

 

 

 

Roles/Guidelines for Roles:  

 δPrimary Nurse 

 δCharge Nurse 

 δNursing Student 

 δFamily Member #1 

 δFamily Member #2 

 δObserver/s 

 δRecorder 

 δPhysician/Advanced Practice Nurse 

 δRespiratory Therapy 

 Video Recording:  
No recording 
 
Important Information Related to 
Roles:  
SP will provide cues for students. 
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 δAnesthesia 

 δPharmacy 

 δLab 

 δImaging 

 δSocial Services 

 δClergy 

 δUnlicensed Assistive Personnel  

 δCode Team 

 δOther:  

 

 
 

Scenario Progression Outline 

Roles : Primary nurse, charge nurse, nursing student, observers 
SP family member 
Timeframe:  15-20 minutes. 
 
Script Overview of Introduction : Ms. Delany is a 78-year-old female admitted to the hospital 
with acute respiratory failure. Ms. Delany has been on the ventilator for the past 2 weeks and 
failed to wean due to her end-stage myotonic dystrophy. The patient's family voices that ñshe 
would not want to live like this' and participated in a family meeting about a plan of care. They 
are just returning to the patient's room and have decided to place Ms. Delany on comfort 
measures and remove her from life support. You have just received orders from the Intensivist 
and palliative care. 

Baseline VS: HR 115 bpm, BP 102/53 (65), O2 Sat 89%, RR 22, Temp 38.4 C.  

Arteriole line & L subclavian TLC- IV medications:  

1. Levophed @ 40 mcg/min of 
2. Precedex @ 1.0 mcg/kg/hr 
 

 

Right nare NGT with TF@55cc/hr 



116 

 

 
 

Timing  
(approximate)  

Manikin Actions/ SP 
Actions  

Expected Interventions  May use the 
following Cues:  

     2 minutes    
 
 
 
 

 
The patient is lying 
supine, intubated, with 
eyes open, BL wrist 
restraints, oriented, and 
following commands.  
 
 
 
 
 
 
 

 
Emotional support was 
given to the family 
entering the room. 
 
 

Role member 
providing cue:   SP 
Family member.  
 
 

 
         
2 minutes  
 
 
 
 

 
 
SP family member 
tearfully asks the 
Primary nurse, ñWhat will 
this look like? Is she 
going to be in pain? 
 
 
 
 
 
 

 

Nurse provides end-of-
life education and asks 
about spiritual and 
cultural needs.  

Notifies a chaplain per 
family request. 
 
 

Role member 
providing cue:  SP 
Family member. 
 
Cue:  I wish my 
priest was hereé 

 
 
 
3 minutes  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
The patient is lying 
supine, intubated, with 
eyes open, BL wrist 
restraints, oriented, and 
following commands.  
 
 
 
 
 
SP family member at 
bedside crying. 
 
Charge nurse, nursing 
student,  and primary 
nurse in the room. 

 
 
The primary nurse 
reviews the palliative 
care order set for comfort 
measures. 
 
 
 
 
 
 
Coordinates with charge 
nurse for planned 
extubation. Primary 
nurse educates the SP 
family member on the 
medication they will give 
 

Role member 
providing cue:   SP 
family member. 
 
 
Cue:  What are you 
giving her? What 
does it do? 
 
The scenario 
progresses if the 
nurse administers 
pre-extubation 
medications. 
 
 
The scenario 
progresses when 
the primary nurse 
administers pain 
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Charge nurse at the 
bedside for patient 
extubation.  
 
The primary nurse 
Administers an IV bolus 
dose of an opioid (i.e. 
morphine 5 mg IV) and a 
benzodiazepine 
(lorazepam 1-2 mg IV) 
before extubation. 
 
 
Charge nurse extubates 
patient. 
 
IV pumps/ TF turned off 
and restraints removed.  

medication and 
sedatives. 
 
Role member 
providing cue:   SP 
family member 
 
 
Cue:  My wife is 
breathing really 
fast. 
 

3 minutes  
 
 
 
 
 
 
 
 
 
 
 

Respiratory Distress is 
noted (HR increases 
to 120bpm and RR 28 
with gasping) 

Charge Nurse and 
nursing student 
administer morphine 5 
mg IV push.  
 
Primary nurse provides 
emotional support to SP 
family member 

The scenario 
progresses if 
additional bolus 
doses of opioids. 
 
Role member 
providing cue:   SP 
Family member 
 
 
Cue:  She looks like 
sheôs in pain! 
 

3 minutes  HR Idioventricular 
rhythm 30ôs and then to 
asystole. Aline flat with 
no BP.  
 
 
Patient passes. 

The primary nurse and 
charge nurse confirm 
death via auscultation. 
 
Time of death 
established, and 
emotional support given.  
 
 

The scenario 
progresses when 
the nurse 
recognizes a 
change in  
HR /rhythm and 
assesses for a 
pulse. 
 
Role member 
providing cue:   SP 
family member 
 
 
Cue:  Is she gone? 
(sobbing and points 
to monitor) 
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Appendix I:  

TiPS Training Manual  and Permission 
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