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ABSTRACT 

     Educational activities such as simulation, that promote the transfer of knowledge from 

theory to practice, are recognized as effective learning strategies by nursing educators. 

Debriefing that takes place after a simulation session contributes to the knowledge gained 

by students and can include video-playback review. Very few studies have examined the 

impact of video-playback review following the simulation and debriefing session. This 

quasi-experimental study asked the following question: Is video-playback in simulation, 

after verbal debriefing, associated with changes in nursing students’ reflection, 

communication and anxiety level? Kolb’s experiential learning theory provided the lens 

for this research. Findings from this study suggest that oral debriefing alone from a 

facilitator might have an impact in relation to students’ perceptions of their reflection, 

communication skills and anxiety levels. 
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Chapter One: Introduction to the problem 

     Today’s healthcare environment demands that nurses be competent in caring for acutely ill 

patients in a variety of settings. Increasingly, new graduate nurses need to have the 

knowledge and skills to care for patients with complex medical problems earlier into their 

careers (Benner, Sutphen, Leonard & Day, 2010; Goode & Williams, 2004).  The healthcare 

environment is further troubled by national nursing shortages, increased patient acuities as 

well as reports of increased medication errors, and consequent concerns for patient safety. 

This situation demands that nursing educational facilities prepare nursing students for an ever 

changing and challenging workforce (Neill & Wotton, 2011; Norman, 2012).   

     Shinnick, Woo and Mentes (2011) describe the gap between “…nursing practice and the 

education of nurses for that practice” (p. 65).  Others concur and recognize the weaknesses in 

the current models of healthcare education to address this gap (Benner et al., 2010; Herm, 

Scott & Copley, 2007).  In addition, competing and increased demands for clinical placement 

sites which have fueled the need to find alternate teaching modalities that better prepare 

nursing students for the workforce (Grant, Moss, Epps & Watts, 2010; Swenty & Eggleston, 

2010).   

     This situation has provided the opportunity for nurse educators to recognize and embrace 

simulation as an effective and established pedagogy (Cantrell, 2008; Issenberg, Ringstead, 

Ostergaard & Dieckman, 2011; Jeffries, 2012; Neill & Wotton, 2011).  Its importance as a 

teaching strategy has been further reinforced by the National Council of State Boards of 

Nursing’s recent study which revealed that simulation can replace up to 50% of clinical time. 

The study demonstrated that “…learning that occurs in simulation does transfer to the clinical 

setting” (Hayden, Smiley, Alexander, Kardong-Edgren & Jeffries, 2014, p. S37).  Within 
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Canada, simulation as a teaching strategy is further supported by the Canadian Association of 

Schools of Nursing (CASN, 2014) and the Canadian Nurses Association (CNA, 2013).  Both 

support the use of simulation as an integral part of the training of students to ultimately 

improve patient outcomes.   

Background 

     Simulation is described as “…involving a student or group of students providing care for a 

patient who is represented by a manikin, an actor, or an SP [standardized patient], depending 

on the clinical situation” (Jeffries, 2007, p.3). Meakim et al. (2013) describe simulation as “A 

pedagogy using one or more typologies to promote, improve, or validate a participant’s 

progression from novice to expert” (p. S9).  Bland, Topping and Wood (2010) state that 

simulation engages the student in an active learning environment, promotes creative thinking 

and integrates practical and theoretical learning within the simulation activity. The simulation 

experience is meant to provide a safe learning milieu where mistakes are corrected and 

discussed all while mimicking real clinical experiences.  Students should engage with the 

patient, be it a mannequin or SP, and provide care without exposing real patients to risks.  

This technique calls for a more learner centered approach that includes participation and 

interaction (Bland et al., 2011, Dreifuerst & Decker, 2012).  

    The International Nursing Association of Clinical Simulation in Learning (INACSL 

Standards of Best Practice: Simulation 
SM

, 2015) has developed standards of best practice for 

simulation activities.  These guidelines provide the most current evidence on how to best 

implement simulations activities within nursing curricula. Within these standards, the 

importance of debriefing has been well documented (Dreifuerst, 2009; Dreifuerst, Horton-

Deutsch, & Henao, 2014; Lasater, 2007; Neill & Wooton, 2011; Reed, Andrews & Ravert, 
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2013; Waxman, 2010; Waznonis, 2015) as it promotes both critical and reflective thinking 

(Dufrene & Young, 2014).  Shinnick, Woo, Horwich and Steadman (2011) maintain that 

debriefing brings the biggest contribution in terms of knowledge gain for students.  

      Fowler (2008) describes debriefing as a teaching strategy.  Following a simulation, 

educators who act as facilitators, ask participants to reflect on their performance as well to 

provide feedback to one another.  Jeffries (2014) states that debriefing should not become a 

“…teacher centered lecture” but utilized to transfer theory to practice (p.45). Facilitators who 

have participated in the simulation provide a safe environment for learners that supports open 

communication and self-reflection (Decker et al, 2013).   

      Dreifuerst (2009) contends that the main attributes of debriefing include reflection, 

having emotional release, receptivity to the feedback given, integration of the experience and 

assimilation, and maintains that the attributes of assimilation and accommodation are the 

ultimate goals of debriefing. Primarily, these attributes seek to promote insight, which leads 

to the uncovering of new knowledge that can subsequently be applied to new situations 

(Dreifuerst, 2015; Herm et al., 2007).  Students value the debriefing process as facilitators 

can guide them through meaningful discussions of their previous actions and decision making 

(Thidemann & Söderhamm, 2013).  

      Reflection is inherently tied to the debriefing process (Grant et al., 2010).  A first 

endeavor to define the concept of reflection was undertaken by philosopher John Dewey.   

According to Rogers (2001), Dewey’s interpretation is that reflection is a cognitive process, 

an active engagement, as well as an exploration of beliefs and assumptions that may affect 

how one responds to a situation.  Schön further examined the importance of the concept of 

reflection within professional education (Kolb, 1984).  Coining the terms “reflection-in-
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action” and “reflection-on-action”, he recognized that reflection takes place during an activity 

as well as after an activity. Within nursing education, Scanlan and Chernomas (1997) 

differentiated the two by likening reflection-in–action to reflection that takes place in the 

clinical setting, whereas reflection-on-action is more applicable to a classroom setting.  

Reflection–in-action and reflection-on-action work hand in hand as an opportunity to 

reexamine the experience within a simulation session.  Students are asked to make decisions 

during their simulation session and then subsequently contemplate and openly discuss the 

reasons for those decisions.  

     Research confirms that students who demonstrate better reflective qualities are able to 

provide better patient-centered care (Dreifuerst & Decker, 2012; Scanlan & Chernomas, 

1997).  Murphy (2004) also writes that: “…reflection enhances learning by reducing error 

rates, correlates with self-regulation and positively affects learning” (p.227).  These positive 

outcomes of reflection on nursing practice reinforce the importance of the integration of this 

concept within simulation activities. As Olson (2013) maintains, debriefing uses reflection to 

develop learning. 

     Within the simulation-based literature, the optimal format for debriefing continues to be 

debated and explored (Grant, Dawkins, Molhook, Keltner & Vance, 2014; Sawyer et al., 

2012).  In a systematic review by Levitt-Jones and Lapkin (2014) on the effectiveness of 

debriefing methods in healthcare education, findings are not yet conclusive in relation to the 

best method to debrief. This may be partly attributed to the reporting of insufficient details of 

the debriefing such as the length of the debriefing, and the number of participants involved in 

the simulation or the debriefing session. Cheng et al. (2014) found similar results in their 
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systematic review and meta-analysis. Debriefing characteristics are poorly described within 

the literature.  

     While there are many forms of debriefing methods, much attention has been on video-

assisted debriefing (VAD).  Historically, VAD has been used immediately following the 

simulation. In contrast, Couper and Perkins (2013) cite that debriefings can occur post-event 

and much later. They refer to this as cold debriefing.  Jiang, Zhao, Chen, Chen, and Yang 

(2010) debriefed weekly utilizing videos to assess CPR skills in emergency rooms. They 

found that there were significant improvements in the quality of CPR provided.  

Shellenbarger and Hagler (2015) also point that students should have the opportunity to 

watch their video even if it cannot be done during debriefing.  They suggest that other 

methods of reflection, such as journaling, can be incorporated while watching the video.  

    Videos provide accurate and valuable information to assess certain behaviors or 

competencies such as student performance, when accompanied with verbal discussion 

(Megel, Bailey, Schnell, Whiteaker & Vogel, 2013). Uses of VAD include assessing 

technical and nontechnical skills (Couper & Perkins, 2013; Jiang et al., 2010; Teherani, 

Hauer & O'Sullivan, 2008), communication and team skills (Brimble, 2008; Cheng et al., 

2014) and student satisfaction (Tosterud, Hedelin & Hall-Lord, 2013).  Waznosis (2015) 

discovered that less than 50% of baccalaureate nursing programs utilize VAD and that there 

are substantial differences in VAD application.  There does not seem to be a standardized 

approach according to Gore, Van Gele, Ravert and Mabire (2010).  They discovered that 

video recording and mandatory student reviewing of their videos occurs much less frequently 

in the United States than other countries.   
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     Interestingly, the literature reports variable findings on VAD as an effective teaching tool 

to enhance learning in simulation (Byrne et al., 2002, Cheng et al., 2014, Levitt-Jones & 

Lapkin, 2014).  Some studies have shown that VAD has been effective in knowledge 

retention (Chronister & Brown, 2012), improved skill performance (Hamilton et al., 2012) 

and performing desired safety behaviors (Grant et al., 2010). In contrast, other studies have 

demonstrated negligible effects when comparing VAD during debriefing versus oral 

debriefing (Cheng et al, 2014; Savodelli et al., 2006). Both Sawyer et al. (2012) in their study 

which evaluated neonatal resuscitation and Savodelli et al. (2006) which evaluated non-

technical skills among anesthesia students, demonstrated that the addition of video during the 

debriefing did not improve technical or non-technical skills.  

     A common learning outcome within a simulation experience is the assessment of 

communication skills. Communication skills play an integral part in providing quality 

nursing care (Mullan & Kothe, 2010).  There is considerable literature that questions the 

effectiveness of nursing students’ communications skills and how well this skill is being 

explained and evaluated (Foronda, Gattamorta, Snowden & Bauman, 2014; Kameg, Howard, 

Clochesy, Mitchell & Suresky, 2010; Mullan & Kothe, 2010; Peterson, Calhoun & Rider, 

2014; Rosenzweig et al., 2008).  Development of communication skills can now be 

effectively taught using methods other than lecture and theory modalities.  Videos can offer a 

means to effectively assess this skill by nursing students and simulation facilitators. For 

example, the literature has provided evidence that student self-efficacy skills in assessing 

communication skills have improved with VAD (Alinier, Hunt, Gordon & Harwood, 2006).  

McKenna, Innes, French, Steitberg and Gilmour (2011) evaluated history taking skills of first 

year nursing students by reviewing video recordings.  Students expressed satisfaction with 
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the video-recording process as it provided great insight into the mistakes being made, 

allowing them to reflect on their performance.  

      Anxiety continues to play a role in how students perceive the simulation experience and 

its impact on learning. Nielson and Harder (2013) tell us that “The simulation experience 

provokes varying levels of anxiety in participants” (p.e1). They indicated that being video 

recorded appeared to be the most anxiety provoking activity for students. In contrast, Gordon 

and Buckley (2009) disclosed that students valued being videotaped and reviewing their 

performance. These reflections demonstrate how videos can enhance or diminish 

performance and the need for further studies.  

     Substantial research has been devoted to VAD and its impact on student learning.  Despite 

the literature providing many examples of how debriefing and videos have been utilized, 

there is a paucity of research on the possible effects of having students watch their 

performance video after the debriefing session has occurred and if it would improve learning 

outcomes. It has been suggested that other ways of debriefing such as “…Self-debriefing … 

alongside multimedia resources…” might become a more effective way to debrief (Levett-

Jones and Lapkin, 2014, p. e63).  In view of the current literature, the influence of video-

playback after debriefing, on the outcomes of communication, reflection and anxiety was the 

focus of the present study.   

Purpose of the study 

    The purpose of this quasi-experimental design study was to address the following question: 

Is video-playback in simulation, after verbal debriefing, associated with changes in nursing 

students’ reflection, communication and anxiety level? The learning outcomes of 

communication, reflection, as well as anxiety levels were measured.  
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Hypothesis 

    The hypotheses addressed were as follows:  

Hypothesis 1: Video-playback, after verbal debriefing, will increase students’ perception 

of their reflection abilities versus debriefing alone. 

      Hypothesis 2: Video-playback, after verbal debriefing, will increase students’     

      perception of their communication skills versus debriefing alone. 

      Hypothesis 3: Video-playback, after verbal debriefing, will increase students’ anxiety    

      versus debriefing alone.  

Significance of the study 

    The use of simulation to support nursing students has grown exponentially in the last ten 

years (Tiffany & Hoglund, 2014).  Simulation provides the opportunity to acquire essential 

skills in a safe learning environment. The integration of video-playback during debriefing 

offers many opportunities for learners to reflect on their practice, to re-frame their learning 

and apply newly learned concepts to the clinical settings.  However, it is unclear how to best 

integrate videos within debriefing (Levett-Jones & Lapkin, 2014). The results of this study 

will add to the body of simulation research on the use of video- playback after the debriefing 

and its effectiveness as a teaching and learning strategy among undergraduate nursing 

students.  The results will contribute to the body of literature on the development of best 

practice guidelines for effective debriefing techniques.   

Guiding Framework 

     Kolb’s experiential learning theory (ELT) provided a lens for this study and is often 

referenced within nursing simulation education (Bland et al., 2011; Davis, Josephson & 
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Macy, 2012; Gardner, 2013; Jeffries, 2012).  Kolb’s (1984) defines learning as “… the 

process whereby knowledge is created through the transformation of experience” (p.38).  A 

core component of Kolb’s ELT model includes the learning circle which demonstrates that 

you must grasp and transform an experience to learn (Figure 1). The learning circle consists 

of four different kinds of abilities that are required from learners, if they are to be effective. 

These are termed concrete experiences, reflective observation, abstract conceptualization and 

active experimentation abilities (Kolb, 1984).   

     Jeffries (2012) provides a sound analysis of how the application of the learning circle 

complements simulation activities. She indicates that concrete or real-life experiences require 

reflective examination. This reflection requires the learner to look for meaning and 

understanding of the experience that can be applied to future actions.  Simulation can provide 

the concrete experiences whereas the debriefing allows the learners to reflect on their 

performance (Zigmont, Kappus & Sudikoff, 2011).   

     From an experiential perspective, Kolb (1984) describes learning as a process that 

involves more than learning a set of facts. It requires a continual process of learning and 

relearning. As Wang (2011) writes, “The ability to understand how past experiences affect 

future practice is necessary for individuals to effectively improve their performance” (p.673).  

Kolb believes students need to play an active role in their learning. Kolb (1984) assumed as 

did Paulo Friere, an educator, that depositing knowledge, as you would money in a bank, 

controlled students and limited their own creative process. Friere posits that students must not 

be passive or act as spectators in a classroom but actively participate so that they become 

more aware and reflective about what they are learning (Friere Institut, 2016).  
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     For this study, Kolb’s ELT theory informed the process of reflection as the necessary 

action that must take place in order to learn from one’s experiences. Through reflection and 

experience, one can apply new knowledge and develop frames of reference.  This process is 

cyclical and must occur if one is to continue to expand their learning (Jeffries, 2014). 

 

Figure 1: Guiding Framework- The four steps of Kolb’s cycle 

 

 

 

Source: https://en.wikipedia.org/wiki/File:The_Four_Steps_in_Kolb_Cycle.svg 

 

Definitions 

      According to Meakim et al. (2013), consistent terminology allows for knowledge and 

ideas to be clearly communicated. Polit and Beck (2011) also encourage researchers to 

provide clear definitions of the terms and/ or constructs of the study. The key terms are 

defined in the following section. 

    Simulation. A pedagogy that allows clinical situations to be mimicked without the 

potential of harming patients, allowing the students to make decisions and reflect on their 

practice (McAllister et al., 2013). 
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      Debriefing.  An activity, led by a facilitator, which follows a simulation experience.  It is 

described by Dreifuerst (2009) as a process whereby students re-examine the clinical 

encounter.  In order for effective debriefing to occur, the author assigns the following 

attributes to the process of debriefing must occur: reflection, facilitating emotional release, 

reception to the feedback, integration and assimilation. 

     Video assisted debriefing (VAD). Debriefing that occurs with the playback of videos to 

review student performance. VAD usually occurs directly following a simulation (Chronister 

& Brown, 2012).  

     Communication. For the purpose of this study, communication refers to all skills, verbal 

and nonverbal that can be utilized by nursing students to promote therapeutic care. McCorry 

and Mason (2011) state that this type of communication is essential in order “…to advance 

the patient’s well-being and care” (p.4). 

    Reflection. According to Rogers (2001) and Atkins and Murphy (1993), reflection is 

described as a process which includes: awareness of uncomfortable feelings or identification 

of a problem, collecting data or critically analyzing the situation, and lastly, taking action or 

developing a new perspective. 

      Anxiety. This concept has been described as varying degrees of uneasiness or discomfort 

(Szpak & Kameg, 2013). 

Conclusion 

   Although there is much empirical research concerning debriefing, it is still unclear what the 

best format is for debriefing and if utilizing videos during debriefing improves learning 

outcomes. Specifically, there has been limited research in the area of video-playback after a 

debriefing session. Chapter one provided a background and rationale for the study as well as 
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explaining key constructs. The following chapters will include a literature review, an 

explanation of the methodology, analysis of the data, discussion of the results and a 

conclusion. 
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Chapter two: Literature review 

     This chapter summarizes theoretical and empirical literature surrounding the major 

concepts of this study which include: simulation, debriefing, video-assisted debriefing, 

communication, reflection, and anxiety. The literature review for this study comes from the 

following respective databases and focused on data within the last five to ten years: 

Cumulative Index to Nursing and Allied Health Literature (CINAHL), EBSCOhost, PubMed, 

Scopus, Google Scholar and ProQuest Dissertation and Theses. Key search terms included 

“simulation”, “debriefing”, “oral debriefing”, “video debriefing”, “video assisted debriefing”, 

“video-playback”,  “reflection”, “anxiety”, “communication”, “nurs*” and “nursing 

education”.  A manual search of published books on simulation as a pedagogical strategy was 

also performed within education, nursing education and its use. 

History of Simulation 

      The origins of simulation are deeply rooted in the field of the aviation industry. The need 

for a flight simulator was developed in 1910, a year following the first fatal plane crash 

(Gardner, 2013). The purpose of simulation at that time was to bridge the gap between 

knowledge and the application of skills to limit further errors and loss of life. In 1911, at 

Hartford Hospital Training School, Mrs. Chase made her appearance as the first mannequin 

to be utilized within a nursing program (Hyland & Hawkins, 2009, Skrable & Fitzsimmons, 

2014). This life sized mannequin served to provide students with an opportunity to practice 

clinical nursing skills. In the 1960s, the introduction of Resusci-Anne followed to assist 

students in learning cardiopulmonary resuscitation.  

     Increasingly, technological advancements have led to the inception of low, mid and high-

fidelity mannequins (Hyland & Hawkins, 2009).  Low fidelity mannequins are considered 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               14 

 

 

                                          

static and are used primarily for skill acquisition within the nursing laboratory. They do not 

provide any physiological feedback but are anatomically correct. Mid fidelity mannequins 

provide a higher level of realism, yet are still limited in their capacity.  They can, for 

example, provide heart and lung sounds however the chest wall does not rise. High fidelity 

mannequins provide students with the most realistic scenario where they have physiological 

components that mimic real life such as eyes that can blink and a chest wall that rises 

(Jeffries, 2007). According to Tosterud et al. (2013), students appear more genuinely 

interested when high fidelity simulators (HFS) are utilized.  Students are more enthused and 

invested when the simulation is lifelike, which HFS can mimic better.  Similarly, Anderson 

and Nelson (2014) suggest that high fidelity simulations offer more complex environments, 

where students can potentially develop more effective communication skills. The inclusion of 

high fidelity simulations in nursing curricula continues to grow and fits well with a 

generation of students who navigate technology easily (Harder, 2010).  

Simulation and Nursing Education 

     The need for simulation within nursing education arises from several factors which 

include increased incidences of patient safety and medical errors, a lack of clinical placement 

sites (Swenty & Eggleston, 2011), and fewer clinical hours and faculty shortages (Norman, 

2012).  Benner et al. (2010) have outlined the importance of “…connecting the classroom 

and clinical through integrative teaching and learning” (p.155) and have documented that 

there is a divide between theory and practice. These authors propose that simulation offers 

students a controlled and safe environment suitable for developing critical thinking skills and 

reasoning.   
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      Over the last 10 years, nursing schools have embraced simulation and continue to do so 

(Shinnick et al., 2011; Waxman, 2010; Waznosis, 2015). Simulation offers many advantages 

which include providing students with different clinical experiences, becoming familiar with 

the equipment used in the clinical setting (Swenty & Eggleston, 2011), and employing 

scaffolding activity throughout the curriculum (Kuiper, Heinrich, Matthias, Graham & Bell-

Kotwell, 2008), as well as evaluating learning outcomes (Fay-Hillier, Regan and Gordon, 

2012). These examples demonstrate how simulation can be applied within nursing curricula, 

however, nursing educators also question teaching and learning practices related to 

simulation (Hyland & Hawkins, 2009).  Therefore, more research should focus on the 

pedagogy surrounding simulation and best ways to integrate this tool, specifically concerning 

debriefing practices (Gore, Van Gele, Ravert & Mabire, 2012) as well as the integration of 

video recordings.  

Debriefing 

      Historically, debriefing practices originated in the military.  In its inception, debriefing 

had a negative connotation whereby the focus was on errors and unconstructive feedback 

(Gardner, 2013). Missions were scrutinized for what went wrong. This led to feelings of 

resentment and therefore debriefing was poorly received by the military personnel. Since that 

time, the military has transformed this practice to a more reflective and non-punitive exercise 

whereby personnel can openly discuss their actions (Gardner, 2013) and are better able to 

strategize and prepare for future operations (Pearson & Smith, 1986).  Similarly, the aviation 

industry has integrated debriefing practices into their training programs as a way to assess 

crew performances to not only include pilots but other personnel such as flight attendants, air 

traffic controllers and maintenance personnel (Gardner, 2013). 
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     In the 1980s, debriefing the critical incident was first developed by Mitchell, a paramedic, 

who assisted in a deadly car crash. Realizing this situation caused him much distress, he 

sought to develop a debriefing model that would assist in processing and overcoming these 

highly traumatic events. This special type of debriefing seeks to assist those suffering with 

specific psychological symptoms related to their critical incident (Mitchell, Sakraida, & 

Kameg, 2003). Critics of this model question if more than one debriefing session is required 

considering the events are highly emotional (Fanning & Gaba, 2007). These early beginnings 

of debriefing have laid the foundation for debriefing practices within simulation and nursing 

education (Jeffries, 2012).  

Debriefing and Nursing Education 

     Within nursing education, debriefing is a highly valued part of simulation (Dreifuerst, 

2009; Lasater, 2007; Savodelli et al, 2006). Debriefing provides the learner with the 

opportunity to revisit the experience and reflect on their actions. Cantrell (2008) posits that 

without debriefing, learners cannot fully integrate what they have learned as they have not 

effectively reflected on their practice, as a step that is essential for professional development.      

     Fanning and Gaba (2007) questioned the role of debriefing and discovered common 

structural elements involved within most debriefing models. These structural elements 

include: the debriefer, the participants, the simulation experience, the recollection, the report 

and the time when the debriefing takes place. As well, both Fanning and Gaba (2007) and 

Jeffries (2012) affirm the importance of a briefing session. The briefing session has been 

recently adopted as an accepted component of INACSL Standards of Best Practice: 

Simulation guidelines (Lioce et al., 2015). The briefing session allows the learner to be made 

aware of the environment, the objectives, and the expectations during and after the simulation 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               17 

 

 

                                          

including the type of debriefing that will occur. This will in turn allow the learner to be more 

prepared to engage in the debriefing phase of the simulation (Page –Cutrara, 2015). 

      In her concept analysis, Dreifuerst (2009) goes further to present specific attributes 

pertaining to the debriefing process itself. These attributes consist of the following terms: 

reflection, emotion, reception, integration and assimilation. Reflection allows for the learner 

to re-examine the experience.  Emotional responses indicate how the learner has framed the 

experience as either good or bad. Acknowledging intense emotions pertaining to the 

experience may assist in better reflective practices (Dreifuerst, 2009) which can contribute to 

long-term learning (Fanning & Gaba, 2007). Reception to the feedback allows the learner to 

be open to correctly assess their actions. This requires that the learners feel safe within the 

learning environment, an essential element according to Meakim et al. (2013). Neill and 

Wotton (2011) highlight the need for the facilitator to provide this environment to promote 

active engagement. Integration of the content allows the learner to analyze the concepts and 

develop frames of references. Rudolph, Simon, Raemer and Eppich (2008) refer to frames as 

“…internal images of external reality” (p.1011). Learners apply meaning to their experience 

through framing which can ultimately lead to assimilation. Assimilation allows the learner to 

apply this new knowledge to the future experiences (Dreifuerst, 2009). 

Debriefing Methods  

     In a study of national debriefing practices within baccalaureate nursing programs, 44% of 

nursing educators identified utilizing a type of structured debriefing but, only 18% identified 

the exact type of debriefing model (Waznosis, 2015). Although not an exhaustive list, 

examples of structured debriefing models include Debriefing for Good Judgment (DGJ), 

Debriefing for Meaningful Learning (DML), Gather-Analyze-Summarize (GAS), Advocacy 
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inquiry, National League for Nursing three phase process, Plus- Delta, 3D model and the less 

common Outcome Present State-test model (OPT) (Jeffries, 2012; Jeffries, 2014; Waznosis, 

2015).  Although these models contain similar elements, they each differ in their structure.  

In the same study, semi-structured debriefing examples were presented and included the use 

worksheets, personal notes, and scripts with the goal to follow the guidelines of debriefing 

(Waznosis, 2015). However, these semi-structured practices are not evidence-based and have 

not been evaluated.   

     In their literature review, Neill and Wotton (2011) looked at high fidelity simulation 

debriefing methods in nursing education. A total of nine articles were reviewed which 

included both quantitative and qualitative designs, literature reviews and a concept analysis. 

Six themes emerged and consisted of  “…(a) structured and unstructured debriefing, (b) 

faculty debriefing demeanor, (c) a safe and trusting environment, (d) use of probing and 

cuing questions, (e) the best time to debrief, and (f) the allocation of adequate time for 

debriefing” (p. e163).  Findings indicated that structured debriefing was preferred over 

unstructured debriefing and should be accompanied by a framework.   

         Dufresne and Young (2014) also assessed the literature on the best ways to achieve 

learning outcomes through debriefing. In their findings, all forms of debriefing were effective 

for student learning.  However, Levett-Jones & Lapkin, (2014) state that although facilitated 

debriefing continues to be the recommended format, alternate methods of debriefing should 

be explored to increase efficiencies within simulation activities and to optimize student 

learning. Facilitated learning refers to assisting participants to meet the objectives of the 

simulation and should provide opportunities for the student to problem solve throughout the 

simulation (Franklin et al., 2015). 
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      Generally, the literature supports the use of debriefing (Dufrene & Young, 2014; Jeffries, 

2012; Lasater, 2007; Levett-Jones & Lapkin, 2014; Reed, 2012).  In her retrospective 

qualitative study, Lasater (2007) set out to find out how students experienced a high fidelity 

simulation and the effect of those experiences on their development of clinical judgment. A 

total of 39 students participated in the study and in focus group discussions. Important 

themes were identified from the focus group discussions. Video performances were also 

reviewed by the researcher and when combined with student perspectives, many more themes 

emerged. Of those themes, debriefing was considered the most important phase of the 

simulation session whereby students wanted more direct feedback from the simulation 

facilitator. Interestingly, several students felt they learned more during the debriefing when 

they were not the primary nurse as this allowed them to “step back to think more about what 

[they] would have done” (Lasater, 2007, p.274).  

     Shinnick et al. (2011) conducted a study to assess where in the process of a simulation 

knowledge is attained. Their experimental study used a two-group repeated measures design 

and included 162 pre-licensure nursing students from three different nursing schools who 

were all in the same year and taking the same course.  Students were randomized to 

experimental or control groups.  Each group completed three multiple choice questionnaires 

related to a heart failure scenario at different intervals of the simulation experience to assess 

where knowledge gains were most evident. The control group took the pretest and post-test 

one before the simulation experience which was then followed by the debriefing session.  

The experimental group took the pretest prior to the simulation followed by post-test 1 before 

the debriefing session.  Both groups then took post-test 2.  Results showed that knowledge 

gains were greater after the post-test 2 after debriefing had occurred for both groups. It 
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should be noted that one group had more simulation experience than others. Also, they were 

not able to control the fact that students were discussing the simulation experiences with each 

other which could have contaminated the results.  

     Raemer et al. (2011) reviewed the literature regarding debriefing as part of the learning 

process and discovered that there is a lack of reporting pertaining to who is debriefing, the 

time spent on debriefing and if there should be time allowed in between the scenario and the 

debriefing, the theoretical framework that guides debriefing and the use of videos. Similarly, 

in their systematic review and meta-analysis, Cheng et al. (2014) discovered that debriefing 

characteristics were poorly described within studies and specifically that video review or 

playback offered little advantage over non video assisted review.  The following pages will 

discuss the use of video recordings within debriefing and the literature findings. 

Video Recordings 

           As indicated earlier, debriefing methods can incorporate the use of videos. Video 

assisted debriefing (VAD) combines verbal discussion with the use of video clips. VAD 

allows the learner to reflect on his or her practice and with a more realistic perspective.  

According to Gore et al. (2012), the majority of students do not watch their videos during or 

after debriefing. This was attributed to the lack of training by nursing faculty on how to work 

the audio-visual equipment and a lack of time allocation to debriefing. Nonetheless, it was 

suggested that students have the opportunity to review their performance video at a different 

time.  In her national survey of simulation debriefing practices, Waznosis (2015) also 

discovered that video recording playback in debriefing was limited to only 43% of those 

surveyed although no other details were provided.  Wickers (2010) suggests that two to four 

segments of a video be reviewed during a debriefing session. According to INACSL 
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Standards of Best Practice: Simulation guidelines (2015), video-playback should be utilized 

during the debriefing process based on the student learning objectives.   

     Megel et al. (2013) contended that video recordings provide important information and 

should be used for more than one purpose. These include a) debriefing, b) review in search of 

behaviors c) scoring for analysis of behaviors and d) evaluation of nursing curricula. 

McKinley, Fraser and Baker (2001) stress that video capture should not be an assessment 

technique in itself, but should be used in conjunction with specific assessment criteria. 

Initially thought to be the gold standard within debriefing practices, the use of video 

recordings during debriefing continues to be investigated and evaluated. The time, training 

and costs associated with integrating videos within debriefing sessions can be high. There are 

however, several studies in nursing and medical education that suggest the value of video 

recordings as part of debriefing. 

 Video Recording Research 

    Hammoud, Morgan, Edwards, Lyon and White (2012) researched the effectiveness of 

video review of patient encounters among medical students. Their literature review included 

67 studies that dated as far back as 1968.  The authors reported great variation in the designs 

utilizing videos, the number of students and whether or not a control was included, or if a 

simulator was used. However, a large percent of preclinical and over half the clinical medical 

students in these studies felt that video review was a positive learning aid, specifically in 

assisting in self-reflection and self-assessment processes. 

     In a comparative crossover design, Chronister and Brown (2012) compared the effects of 

verbal debriefing (VD) and video-assisted debriefing (VAD) versus VD alone. Nursing 

students (n=37) from a critical care course were randomly assigned to one of two groups 
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participating in a cardiopulmonary arrest simulation.  A pretest was given prior to the first 

simulations for both groups.  The first week, group one received VAD and VD whereas 

group two received only VD.  The second week, prior to simulation, each group received the 

post-test. Following the next simulation, group 2 received VAD and VD and group one 

received only VD to ensure each group had a chance to have the same experiences.  Utilizing 

a two-tailed t test, knowledge retention improved with group two (VD) whereas a paired 

dependent-independent t test established that the students in group one(VAD and VD) 

performed skills faster.  As noted by Chronister and Brown (2012), skill performance 

improves with repeated exposure and opportunities to review the technique. Knowledge 

retention may have been higher in group two as there was less time to verbally debrief with 

group one because they were watching the video.  

     Reed et al. (2013) explored the difference between debriefing verbally versus debriefing 

using a video with baccalaureate nursing students as part of a critical care course.  This quasi-

experimental design utilized the Debriefing Experience Scale for data collection. The tool 

rates the experience for the student during debriefing and its importance of the experience to 

the student.  Only the portion of the scale referencing the experience of the student was 

utilized. Groups of eight students participated in four high-fidelity critical care scenarios 

where four students participated in two simulations and the other four observed.  Students 

then switched where the four who observed now became the participants and the other four 

become the observers. Student groups were then randomized to debriefing orally versus 

debriefing with video. A total of 63 students participated in the study. An independent 

sample t test comparing the two types of debriefing demonstrated that except for three items 

on the questionnaire, there was no statistical difference between debriefing orally versus 
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debriefing with a video. It was noted that the study was underpowered limiting the 

generalizability. As well, the facilitators had received no formal training in debriefing which 

likely affected the quality of debriefing. 

   Similarly, Sawyer et al. (2012) assessed VAD versus VD during a neonatal resuscitation 

simulation. The prospective randomized study consisted of 38 pediatric and family medicine 

residents who were randomly paired. Each team then had to complete a total of three 

neonatal resuscitation simulations followed by a facilitated debriefing session.   The 

Debriefing for Good Judgment model was utilized in this study. Each team was randomly 

assigned to either the VAD or VD session. Blinded video review of their performance and 

measurements of neonatal performance were compared on the first pretest, the second and 

the third post-test sessions. Findings did not indicate any significant benefits of VAD over 

VD alone.  No control group was utilized in the study and the sample was underpowered.  

      Byrne et al. (2002) conducted a study with anesthesia students to assess if their 

performance would improve by reviewing their video. Thirty two students participated in the 

study and were randomly divided into two groups (video and no video). Each group 

completed five simulation sessions over one day.  Each student had the responsibility to enter 

blood pressure, oxygen saturation and end-tidal carbon dioxide concentrations on a chart. 

Comparisons were made with the data from the simulator. As well, with each simulation, a 

patient condition arose, for example: a low blood pressure.  Time to solve the problem was 

recorded to measure when the last significant intervention took place. The first group went 

through each session and was debriefed at the end of the day. The second group was allowed 

to view their video performance after each simulation. Results demonstrated that the video 

review group took less time to identify a condition and perform an intervention however the 
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no video group had fewer chart errors. However, the difference was not statistically 

significant. Limitations of the study include the difficulties in record keeping during a crisis 

which might have impacted data entry for the study. As well, the subjects were tested right 

after the simulation and did not have time to integrate what they had just learned in their 

practice.  

     Grant et al. (2014) utilized a pre and post-test two-group randomized quasi-experimental 

design to compare VAD and VD on behaviors related to patient safety, communication, 

assessments, care and interventions, and lastly, delegation. Scenarios included the care of 

patients with either pulmonary or cardiac issues. Both groups performed the same scenarios. 

Nursing students (n=48) were randomly assigned to one of the roles which included team 

leader, airway manager, crash cart manager, medication nurse and recorder. The Clinical 

Simulation Tool was utilized to record the occurrence of behaviors related to patient care. 

Points were assigned through observation by facilitators. Findings demonstrated that VAD 

and VD yield similar results when comparing behaviors.  However, when combining group 

scores, airway managers, recorders and team leaders had higher mean scores than the crash 

cart managers and medication nurses.  The authors conclude that the simulation experiences 

varied for each student based on the roles that were assigned.  They conclude that the 

instrument utilized may not have captured these differences.  As well, the study was 

underpowered and cross-sectional.  By increasing exposure to both oral debriefing alone and 

video-assisted oral debriefing throughout the semester, differences between groups may be 

revealed in future studies.      

     Savoldelli et al. (2006) sought to compare two types of debriefing:  oral feedback and 

video-asssisted oral feedback. The prospective, randomized, control study utilized repeated 
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measures to assess anesthesia students’ non-technical skills. Students were asked to 

participate in a first scenario (pretest) and then were either assigned to a control group (no 

debriefing), an oral debriefing group and lastly, the video-assisted oral debriefing group. All 

groups were then asked to assist in a post-test scenario. A total of 42 students participated in 

the study.  Evaluators reviewed videos at random utilizing the Anesthesia Non-Technical 

Skills scoring tool. Findings demonstrated that participants’ performances improved with 

debriefing versus no debriefing. However, there were no benefits to incorporating video-

playback. Limitations of the study included that the researchers did not control the duration 

of the debriefing time (differences may have been with more time watching video). As well, 

participants were tested immediately after and therefore it is difficult to assess the long-term 

effects of their learning. 

     Cantrell (2008) conducted a quantitative study with eleven senior level students enrolled 

in a pediatric clinical course.  Students were required to assist in three video recorded 

simulations that were developed based on pediatric diseases.   Students all received a verbal 

debriefing session and later, received a structured debriefing session with video review 

during a focus group.  Results indicated that the timing of the debriefing session was more 

important than the medium of debriefing.  As well, students strongly indicated that the 

demeanor of the faculty influenced their performance and anxiety levels.     

     To summarize, two studies (Chronister & Brown, 2012; Hammoud et al., 2012) supported 

the use of videos as valuable for student learning. Contrarily, six studies (Byrne et al., 2002; 

Cantrell, 2008; Grant et al., 2014;  Reed et al, 2013; Salvodelli et al., 2006; Sawyer et al., 

2012), found that video-playback offered no difference in learning outcomes compared to 

oral debriefing. In their systematic review and meta-analysis, Cheng et al. (2014) 
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acknowledge this and recommend that further exploration take place to determine costs and 

benefits of integrating this technology in simulation based learning.  

    This leads to questioning what the most effective way to debrief utilizing videos is or if 

videos should be utilized at all in simulation.  Dreifuerst and Decker (2012) contend that 

“…there is not enough evidence to support a definitive conclusion on the impact of recording 

on student outcomes” (p.112).  However, they do say that video provides an objective record 

of the student performance. As well, it is unclear if videos should be reviewed during 

debriefing or after. Several questions remain and more research is indicated. 

Communication 

     Communication errors contribute to a large percentage of preventable sentinel or 

unexpected events yearly (Fay-Hillier et al., 2012; Foronda et al., 2014). A large portion of 

those events resulted in patient deaths or permanent loss of function (Joint Commission on 

Accreditation of Health Care Organization, JCAHO, 2015). Examples of these events 

provided by JCAHO (2015) include delay in treatment; fall or elopement related events as 

well as infection related cases to name a few.  Within the United States and Canada, health 

care organizations must meet the needs of a diverse population. This demands a focus on 

understanding the importance of communication practices and the potential for errors by 

healthcare workers.   

      The Institute of Medicine has requested that health care education integrate professional 

communication within its core competencies to improve patient outcomes (Greiner & 

Kneibel, 2003).  In Canada, the Canadian Patient Safety Institute (CPSI, 2014) has 

established a patient safety education plan. One of the goals of this plan is to promote a living 

curriculum, reviewed frequently, to further advance best practices to improve communication 
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skills. This has also lead to other initiatives to integrate communication competencies within 

educational programs such as the efforts at the University of Toronto.  The Pharmacy 

program at the University of Toronto, along with four medical and four nursing programs 

from across the country, have mapped the CPSI competencies to their curricula, which 

includes developing effective communication skills. This has led to a national discussion 

concerning best practices, innovative ways in teaching and learning as well as the 

identification of gaps within the curricula (CPSI, 2014). A discussion paper by the Canadian 

Nurses Association and the University of Toronto, Faculty of Nursing (2004), identified the 

challenges of providing safe patient care including communication errors.  With an increased 

focus on patient safety, the task of preparing undergraduate students to effectively 

communicate is seen as important within nursing and medical education (Mullan & Kothe, 

2010; Peterson et al., 2014).   

      In the past, developing communication competencies typically occurred within the 

classroom and included textbook readings, lectures and role-playing.  The premise behind 

this was that as students learn about communication, they may become more proficient and 

willing to communicate (Bower, Cavanagh, Moloney & MingMing Dao, 2011).  Mullan and 

Kothe (2010) and Rozeweig et al. (2008) stated that communication skills should be taught 

utilizing an experiential and participatory method. By utilizing simulation, nurse educators 

can integrate more effective ways for students to practice their communication skills.  

Simulation provides structured opportunities for direct feedback and assessment of 

undergraduate nursing students’ communication skills during debriefing (Fay-Hiller et al., 

2012; Teherani et al. 2008), as well as through the playback of their videos.  
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Simulation and Communication  

     The following studies have linked the use of simulation for the improvement of 

communication skills in undergraduate programs, however not all have utilised video 

recordings.  As well, research varies from using high fidelity mannequins to standardized 

patients.   In some cases, communication was not always the primary focus of study 

(Anderson & Nelson, 2014).  

Communication Research 

     Foronda et al. (2014) set out to evaluate the effectiveness of using virtual simulations to 

teach communication skills. The study used a within group, time series design. 

Undergraduate nursing students (n=8) were asked to utilize the Identity, Situation, 

Background, Assessment and Recommendation (ISBAR) tool during two virtual simulations.  

The original SBAR tool, developed by the military, addresses these four key elements of 

effective communication and has proven to improve communication among inter-

professional groups (Mahlmeister, 2005).  Over time, the addition of stating your identity 

was added which is now the ISBAR method. In this study, students were scored on their 

communication performance using a rating sheet when they were in the role of the primary 

nurse and communicating with a health care provider. Findings demonstrated that student 

communication skills improved greatly after the second simulation and that they understood 

how to utilize the ISBAR method of communication with virtual simulations (Foronda et al., 

2014). 

     Likewise, Fay-Hiller et al. (2012) utilized the SBAR tool as a method to assess 

communication skills.  In this qualitative study, the researchers developed a mental health 

simulation for undergraduate nursing students. In contrast to the previous study, they utilized 
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a standardized patient (SP) to assess the nurse-patient communication process.  According to 

Meakim et al. (2013), standardized patients are people trained to portray patients for the 

purpose of practice and evaluation. They offer a more genuine experience in terms of the 

communication process as opposed to high fidelity mannequins. In this study, nine students 

were paired where one student was asked to interact with a SP, while the other was asked to 

fill out a structured tool for peer evaluation that was developed by the researchers.  Students 

were required to provide a report utilising the SBAR format.  A second simulation was then 

done and students switched roles where the evaluator now became the nurse in the patient 

interaction.  All students expressed satisfaction with the SBAR communication format which 

assisted in helping them focus on patient safety and with an improvement in their 

communication skills after the simulation experience. Recommendations include having 

reliable and valid evaluation instruments, adequate sample sizes and more quasi-experimental 

data to effectively evaluate this method of analysis.  

     In their quasi-experimental non-randomized study, Kameg et al. (2010) compared the use 

of a high fidelity simulator versus a didactic approach in teaching communication skills. 

Thirty-eight students were divided into two groups depending on their schedule for the 

semester. The first group had the simulation experience during the first six weeks of the 

semester, whereas the second group had their simulation experience during the last six weeks 

of the semester. For the didactic portion, a two hour communication course was offered to all 

the students, who then were asked to evaluate their communication skills utilizing a visual 

analogue scale. Following this, they participated in a video-taped simulation and debriefing 

session.  The students were again asked to reassess their communication skills with the same 

tool. The dependant variable was the student’s self-efficacy to communicate with a patient 
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with mental illness. When grouped together, a dependant t-test revealed that all students 

demonstrated a significant improvement in self-efficacy of communication skills (p=.005).  

Interestingly, students responded negatively to being video-taped which they stated increased 

their anxiety.   

     O’Hagan et al. (2013) have cited that the quality of communication skills can impact 

patient outcomes.  Their exploratory design study sought to determine what constitutes 

effective communication and asked 15 educators to evaluate videos of nurses and their 

interactions with a simulated patient. Thematic analysis was undertaken from field notes and 

transcriptions. Four major themes emerged from the data, deemed relevant to effective nurse-

patient communication. These themes include: the nurse approach, manner towards the 

patient, techniques in interaction and communication as a concept. These themes align 

themselves with what McCorry and Mason (2011) refer to as the communication process.  

This process demands that there “…is the successful transfer of a message and meaning from 

one person or group to another” (McCorry & Mason, 2011, p. 6) by the healthcare 

professional.  O’Hagan et al. (2013) suggest their findings could inform or guide nurse 

educators on how to integrate effective communication skills, with the ultimate goal of 

having thoughtful interactions with patients.   

     In their qualitative study, Anderson and Nelson (2014) examined patterns of 

communication from video recordings with fourth year undergraduate nursing students over 

three clinical rotations. The scenario consisted of a 64 year old who suffered burns from a 

house fire. A high fidelity mannequin was used for the simulation. A total of 71 student 

participated where three to four students were assigned to each scenario.  This required that 

both researchers review a total of 25 videos.  Analysis was then undertaken where three 
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themes emerged which included “…a) focusing on tasks, b) communicating–in-action and c) 

being therapeutic” (p. 24).  It became apparent that nursing students are novices in effective 

communicating and their focus was on getting tasks done and what Anderson and Nelson 

(2014) refer to as “…missed opportunities to explore the patient’s feelings”.   As well, 

students may have lacked insight while communicating-in-action, and may not have assessed 

the potential impact of the situation. Similar findings were evident in the research by O’Shea, 

Pagano, Campbell and Caso (2013) who reviewed videos of simulation sessions with either a 

mannequin or an SP. The researchers identified that students missed opportunities to build 

relationships with their patients as well as used terminology that the patient was unable to 

understand. The use of a mannequin versus a SP might have contributed to their ability to 

communicate as SPs can provide more authentic experiences.  

     Finally, a mixed methods study by Chan (2014) looked at the undergraduate nursing 

students’ abilities to respond to patient cues during a simulation session. Ten senior year 

undergraduate nursing students participated in the study. Quantitative data was collected 

utilizing the Medical Interview Aural Rating System (MARS), an instrument utilised to 

“…explore and code nurses’ communication skills in the area of cue-responding behavior to 

patients’ expression of emotional needs…” (Chan, 2014, p. 1059). Qualitative data consisted 

of analysis of transcriptions from focus groups and students’ self-reflection of their video 

performance.  Quantitatively, results indicated that 61% of the cue responding behavior was 

inadequately addressed such as the students who tended to distance themselves or 

acknowledge cues with inadequate responses. Qualitatively, students indicated that they 

enjoyed viewing their videos as they were able to be more aware of their communication 

styles and were able to reflect on their performance. Chan (2014) states that the study 
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provided insight into the value of video-recording and the process of self-reflection.  Video-

recording allowed students to see and evaluate the patients and themselves in interaction 

during the cue responding behaviors simulation.   

     In summary, video review of communication skills by faculty provided a concrete means 

of evaluating nursing students and nurses performances (Anderson & Nelson, 2014; Chan, 

2014; O’Hagan et al., 2013; O’Shea et al., 2013). However there was only one study where 

students appreciated the video review and demonstrated that communication skills or their 

perception of their communication improved (Chan, 2014). O’Donnell, Decker, Howard, 

Levett-Jones and Miller (2014) add that learning outcomes such as communication should 

continue to be measured to further the research within this domain. Based on these findings, 

simulation sessions offer a platform in which communication skills can be assessed, yet there 

is a paucity of research on whether or not videotaping the simulation adds to nursing 

students’ ability to effectively communicate or evaluate their communication skills.   

Reflection 

     The concept of reflection has been widely examined within nursing and education (Atkins 

& Murphy, 1993; Bulman, Lathlean & Gobbi, 2011; Rogers, 2001; Wan Yim, et al., 2012).  

Specifically, several nursing and education studies explicate the importance of reflection as a 

process to gain knowledge (Duffy, 2007; Chirema, 2006; Crowe & O’Malley, 2006; Horton-

Deutsch & Sherwood, 2008).   Reflection continues to be a corner stone of the simulation 

process and is well documented as an important element of debriefing (Dreifuerst, 2009; 

Jeffries, 2012).   According to INACSL Standards of Best Practice: Simulation guidelines 

(2015), all simulations should incorporate a debriefing session aimed at promoting reflective 

thinking.   
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Definitions of Reflection 

     Many have tried to define reflection and its importance to student learning. Dewey (1910) 

utilized the term reflective thought as a purposeful consideration of an idea: “The purport of 

this act of inquiry is to confirm or refute suggested belief. New facts are brought into 

perception, which either corroborate the idea that a change is imminent, or refute it” (Dewey, 

p. 10).   According to Rogers (2001), the exploration of underlying beliefs and how this may 

impact one’s response should also be considered. In this fashion, the learner’s previous 

experiences are considered valuable to this activity.  Reflection is considered to be a 

voluntary process whereby concepts are interpreted.  Their relevance is then determined and 

may lead to building new knowledge on past experiences. Forneris (2004) asserted that 

reflection is an attribute of the critical thinking process and allows practitioners to solve 

numerous problems within practice. She asserts that by “…knowing what to knowing 

how…and knowing why…” allows the learner to decipher the importance of the information 

provided (Forneris, 2004, p.4). Mezirow (1990) asserts that reflection should go further and 

requires a pause to reassess.  He terms this critical reflection. This leads to more reflective 

action and what he asserts as a more accurate interpretation of the situation. Dreifuerst (2015) 

contends that these actions establish reflection as an antecedent to meaningful learning.  

     Schön (1983), building on Dewey’s interpretation, goes further to describe the concept of 

the reflective practitioner.  Reflective practice is a “process of personal transformation” 

(Duffy, 2007, p. 1403).  According to Kinsella (2010) reflective practice is characterized  

“…as a critical assessment of one’s own behavior as a means towards developing one’s own 

abilities in the workplace and as a dialectical process in which thought and action are 

integrally linked” (p.7). The premise is that one becomes more skillful as one reflects.  Schön 
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(1983) also defined two types of reflection. He termed these reflection-in-action and 

reflection-on action. Reflection in-action and on-action are differentiated by their 

temporality.  Freshwater, Taylor and Sherwood (2008) describe the reflection-in-action as 

“thinking on one’s feet” (p.4) and reflection-on-action as “the thinking occurs after an 

incident with the aim of making sense and using process outcomes to influence further 

practice” (p.4) Within nursing education, Scanlan and Chernomas (1997) liken reflection-in-

action to reflection that takes place during the care of patients whereas reflection-on action is 

more congruent to reflection that takes place in a post-conference setting. 

    Dreifurst (2009) adds that reflection-beyond-action must also take place. This is seen as a 

component of decision making where you are “…looking forward…” (p.111) while 

anticipating what is to come.  Expert nurses are able to anticipate certain elements of care 

even before they see patients, dependent on the context of the situation.   

Simulation and Reflection  

     Reflection has been shown to connect experiences to practice and develop higher order 

cognitive skills (Scanlan, Care & Udod, 2002), enhance communication and professional 

development (Tashiro, Shimpuku, Naruse, Maftuhah & Matsutani, 2013), and promote 

clinical reasoning skills (Lasater & Nielson, 2009).  In the past, reflective practices have 

included self-reflected journaling (Epp, 2008) and oral reflection practices such as the 

discussion of case studies (Jeffries, 2012) within post-conferences (Murphy, 2004). Rogers 

(2001) contends that structured experiences, such as those offered by simulation, can foster 

reflection.  

      In simulation, guided reflection allows the learner to better apply theory to practice 

through case scenarios. This supports Conway’s study (1998) which demonstrated that 
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nurses, who exhibit better reflective skills, were able to provide better individualized care. 

Similarly, Murphy (2004) added that students who understand what they need to learn 

ultimately become more involved in their learning. 

     Integrating guided reflection into simulation experiences requires that students be engaged 

in the activity. It requires educators to plan meaningful experiences to foster the reflection 

process.  Meakim et al. (2013) define guided reflection as a process that encourages 

insightful learning and allows the learner to integrate the theory to influence future decision 

making.  Reflection is not a natural process for some and can take time to develop 

(Dreifuerst, 2009; Scanlan et al., 2002).  Dreifuerst (2015) professed the importance of 

Socratic questioning to engage students to ponder the emotions attached to their experiences. 

Jeffries (2012) warned that negative outcomes such as feelings of distress, isolation, self-

doubt and insecurity can be felt during the reflective process of debriefing.  This calls for the 

facilitator to provide feedback in a supportive manner.    

Reflection Research 

      Studies on reflection have been conducted in education, medicine and nursing education.  

Within education, a qualitative study by Bower, Cavanaugh, Moloney and Ming Ming Dao 

(2011) employed a video reflection approach to assess the communication skills of 

undergraduate students enrolled in an education program (or preservice teachers). A “micro 

teaching” strategy was utilized and this is similar to simulation in that it reproduces and 

enforces the content learned during the didactic portion of the classroom but also provides an 

experiential experience (Bower et al., 2011).  Grossman and McDonald (2008) refer to this as 

“…simulations of interactive practice…” (p.190) and this strategy allows for students to 

focus on development of skills to improve their practice. Students were provided with 
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communication scenarios and were asked to make short presentations.  Students evaluated 

one and another by accessing the videos online which were immediately accessible as well as 

providing peer and self-reported feedback via online blogs.  A total of 26 students 

participated and generated 50 video posts and 106 peer responses. Specific questions sought 

to answer if the video allowed them to reflect on their communication skills.  Grossman and 

McDonald (2008) concluded that the video reflection approach facilitates self-reflection 

practices. 

       In their systematic review, Mann, Gordon and Macleod (2009) evaluated the existing 

evidence concerning reflection and reflective practices in health education. Although none 

involved simulation, the authors were able to establish that students demonstrated reflective 

thinking.  A total of 29 papers utilizing various study methods were included in the final 

analysis.  Interestingly, their findings concluded that reflection was higher when the clinical 

situation presented was more complex. They posit that the “…anticipation of challenging 

situations also stimulates reflection” (Mann et al., 2009, p.610). However, many of the 

studies reviewed focused on practicing professionals. No studies addressed students in 

clinical practice and the influences of context and reflection.       

     Other studies have measured levels of reflection and reflectivity.  Wessel and Larin (2006) 

sought to identify if student reflective skills increased over time by analyzing reflective 

journals of undergraduate nursing students. Utilizing the Levels of Reflection tool, they 

compared journal entries at two different placement times. In their findings, students 

demonstrated slightly higher reflection scores in the second placement. Students broadened 

their perceptions of their roles and the impact their care had on their patients (Wessel & 

Larin, 2006).  



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               37 

 

 

                                          

    Within nursing education, McKenna et al. (2011) addressed the history taking skills of first 

year undergraduate students utilizing video-playback. This qualitative study explored the 

value of video-recording and facilitated review with a SP utilizing video analysis, 

questioning and focus groups.  Their findings concluded that the exercise had an impact on 

nursing students’ reflective practice and suggested that watching the video with a facilitator 

allowed for deeper reflection versus watching it alone.   

     Ha (2014) conducted a study to assess attitudes toward video-assisted debriefing with 44 

undergraduate nursing students utilizing the Q-methodology approach.  This approach is 

defined as “…an integrated approach that synthesizes the advantage of quantitative and 

qualitative methods to clarify a subject’s point of view about a phenomenon, interest or 

concern” (p.979). The findings from this study supported video-assisted debriefing (VAD) in 

assisting in self-reflection. Interestingly, these students exhibited a higher tendency toward 

self-directed learning (Ha, 2014).  However, other students felt that VAD invaded their 

privacy and that they felt less supported by the faculty which may have impacted the results.  

     Few studies have considered together the process of reflection, simulation and video 

recording within nursing.  The two studies with nursing education utilizing video-playback 

(McKenna et al., 2011; Wessel & Larin, 2008) demonstrated positive effects in increasing 

student reflective skills.  However, reflective skills improved with other techniques despite 

the lack of video-playback as well (Bower et al., 2011; Mann et al., 2009; Wessel & Larin, 

2008). Reflective skills may increase with simulation and debriefing; however the link 

between video debriefing and reflection requires more study.  
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Anxiety 

     Novice nursing baccalaureate students exhibited high levels of stress prior to entering 

clinical areas (de Souza Teixeira et al., 2014; Happell, Platania-Phung, Harris & Bradshaw, 

2014; Kameg, Szpak, Cline & Mcdermott, 2014; Khalaila, 2014; Melo, Williams & Ross, 

2010).  Interestingly, in a study comparing the test anxiety levels of nursing students and 

general college students, anxiety levels were higher among the nursing students (30%) 

compared to the college students (17%) (Driscoll, Evans, Ramsey & Wheeler, 2009). 

Nursing students are apprehensive the first time they must interact and care for patients.      

     Moderate and severe levels of anxiety can impede learning, hinder the development of 

therapeutic relationships with patients (Khalaila 2014; Szpak & Kameg, 2011) and lead to 

poor performance in clinical areas (Cheung & Au, 2011).  Rachman (2004) describes anxiety 

as “…the tense, unsettling anticipation of a threatening but vague event; a feeling of uneasy 

suspense” (p.3).   According to Kurzweil (1967), anxiety is a natural phenomenon and the 

goal of the educator should be to keep anxiety levels tolerable to ensure learning outcomes 

can be achieved.  Moscaritolo (2009) asserted the importance of mediating anxiety levels 

through supportive behaviors such as humor thus improving student success.  It is also 

incumbent on the nursing educational programs to develop learning opportunities to prepare 

nursing students for the workplace as well as addressing their stress and anxiety levels.      

Simulation and Anxiety 

     Simulation can provide opportunities to decrease anxiety levels prior to entering the 

clinical area.  Students’ self confidence levels improve and their anxiety levels diminish 

when they recognize that the experiences are not real and have no untoward consequences 

(Khalaila, 2014). Gore, Hunt, Parker and Raines (2011) investigated whether junior 
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baccalaureate nursing students’ anxiety levels would decrease by introducing a simulation 

session prior to their first clinical encounter. Students (n=70) were randomized to the control 

and intervention group.  The State-Trait Anxiety Inventory (STAI) tool was then distributed 

to both groups prior to their first clinical experience.  A two-tailed t test showed a statistically 

significantly difference (p<.01) in mean scores, indicating lower self-reported levels of 

anxiety among the intervention group. Although the sample was not sufficient to allow for 

generalizability; the study did suggest that anxiety levels of nursing students could be 

reduced with the introduction of a simulation session prior to clinical.   

     Szpak and Kameg (2013) investigated the impact simulation had on nursing student 

anxiety and their ability to communicate with a mental health patient. This non-randomized 

study utilized a high fidelity simulator (HFS).  A sample of 44 students participated in a two 

hour lecture on communication prior to the experience.  The STAI tool and anxiety visual 

analog scale (VAS) were distributed to students before and after the simulation. Data 

collection took place over two semesters. After the final measurement, results indicate that 

the use of the HFS decreased anxiety levels, and students reported that they would be better 

able to communicate with their patients once they entered the clinical site.  

     Similarly, Kameg et al. (2014) studied the impact a mental health simulation experience 

utilizing a SP had with undergraduate nursing students’ anxiety level. The sample consisted 

of 69 students in their senior year.   The VAS and STAI tool measured and compared before 

and after a mental health simulation. Findings concluded that students reported lower levels 

of anxiety after the simulation (p = .022, one tailed). These studies reiterate that anxiety 

levels can diminish with the use of simulation and may be helpful in improving learning 

outcomes for students.  Gordon and Buckley (2009) demonstrated similar results. The aim of 
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their study focused on graduate nursing students’ (n=50) ability to respond to patient clinical 

emergencies.  All students completed a simulation session and were asked to fill out a 

questionnaire prior to the simulation and again after. The questionnaire asked students to rate 

their perceived ability regarding technical and non-technical skills.  A high number of 

students (86%) rated viewing their video performance as an effective strategy to evaluate 

their abilities to respond to emergencies. However, students’ actual technical abilities were 

not tested so it is unclear if what they learned could be transferred to the clinical setting.  

     In contrast, other studies have shown that the simulation experience is in itself anxiety 

provoking.  Anxiety may be heightened when nursing students perceive the instructor as not 

helpful, uses a forceful tone or the students feel intimidated by the instructor (Hutchinson & 

Goodin, 2013). Najjar, Lyman and Miehl (2015) and Nielson and Harder (2013) discovered 

that simulation produces much anxiety and identified several factors contributing to 

increasing anxiety levels. These include: performing in front of peers, feeling rushed, being 

the primary nurse role, as well as apprehension while wondering when a complication would 

occur during the simulation or if the simulation would unfold differently than anticipated.  

     Bieschel (2013) stated that simulation experiences are anxiety provoking as they resemble 

testing experiences.  Students are asked to perform in front of others including their peers and 

faculty. Students will also exhibit increased anxiety if the preparation for the simulation 

experience takes more than one hour. And lastly, students are aware that mistakes in 

judgment and critical thinking are captured with video recording and remain until erasure 

occurs.   
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Anxiety and Research 

     The literature surrounding the effect of videotaping on anxiety is mixed. Brimble (2008) 

set out to evaluate nursing students’ views about being video recorded during a simulation. 

Data was gathered utilizing a questionnaire developed by Brimble, which was distributed to 

29 nursing students before and after a simulation. Results indicated that 79% of students 

expressed concern of being videotaped as well as being judged by others.  However, post-test 

data scores decreased to only 58% of respondents stating they felt anxious. Although many 

students felt that being recorded was anxiety provoking, they also felt that the videos 

provided true feedback in assessing competencies. A supportive learning environment 

contributed to minimizing their anxiety post simulation.  

        In a qualitative phenomenological study, Cordeau (2010) set out to discover the lived 

experience of clinical simulations for novice nursing students. Students were evaluated 

utilizing a checklist and were provided with a grade following the simulation. A major theme 

in this phenomenological study revealed that students had varying levels of anxiety 

throughout the whole experience of simulation from the preparation and into the debriefing 

session. Being video recorded provided a continuous source of anxiety.  However, the 

summative nature of the simulation session as well as the fact that this was their first 

simulation may have contributed to higher degrees of anxiety. 

     de Sousa Teixeira et al. (2014) conducted a study with 20 students in a baccalaureate 

nursing program comparing the level of anxiety with the presence of an evaluator versus a 

filmed assessment with no evaluator. Students were evaluated on their clinical performance. 

Year four nursing students were randomized to a control or intervention group (n=20). A 

self- assessment rating scale was utilized and was given to both groups prior to the 
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simulation. Data was collected over seven months. Both groups were provided with an 

instructional video prior to the simulation on the clinical situation that would be presented. 

The first control group performed the simulation with the presence of the evaluator assessing 

their performance. The second group then had the chance to go through the simulation while 

being videotaped without an evaluator.  Findings concluded that there was no statistical 

difference between the performance scores or anxiety levels between the two groups.  Being 

videotaped seemed to produce only mild anxieties.   

        In summary, the literature does support simulation to decrease anxiety levels for 

students prior to entering the clinical environment (Brimble, 2008; Gore et al., 2011; Kameg, 

Szpak, Cline & Mcdermott, 2014; Khalaila, 2014; Szpak & Kameg, 2013). However, other 

studies have shown that simulation itself produces higher anxiety levels in students when 

they were being evaluated and was higher before the debriefing session (Brimble, 2008; 

Cordeau, 2014).   

     Anxiety continues to be prevalent in nursing students.  This is not surprising considering 

that student choices and decisions in care can impact patient safety.  Not all students enjoy 

watching themselves on video. Many find it time consuming as well as an invasion of their 

privacy (Ha, 2014).  What does appear to support video recordings and diminished anxiety 

appears to be a supportive environment by the facilitator which enhances learning 

(Moscaritolo, 2009; Partin, Payne & Slemmons, 2011) as well as consideration of student 

learning styles (Ha, 2014). Further research is required to assess how anxiety levels can stay 

at manageable levels.  
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Conclusion 

       In summary, the literature supporting simulation and debriefing is mixed. Nursing 

faculty continue to invest time and resources into this newer pedagogy however there are still 

many unanswered questions concerning the pedagogy surrounding simulation, debriefing, 

and specifically video recording.  The use of videos to support the learning outcomes of 

communication, reflection and the effect that anxiety has on outcomes remains unclear and 

the results are mixed.  Chapter two reviewed the major concepts in this study including 

simulation, debriefing, video-assisted debriefing, communication, reflection, and anxiety. 

Chapter three will present the methodology of the study, the survey instruments and the 

sample as well as ethical concerns.  
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Chapter three: Methodology 

     This chapter addresses the methodology of the study which includes the research design, 

setting and sample. A review of the data collection instruments and their validity and 

reliability are discussed. The ethical considerations and data collection procedures are 

outlined.  Lastly, an explanation of the proposed data analysis is presented. 

Research Design 

     This quasi-experimental design study explored the use of video-playback, after debriefing, 

and its impacts on student communication, reflection and anxiety. The knowledge that is 

gained from this type of design assures that the data was “…grounded in reality rather than in 

researchers’ personal beliefs” (Polit & Beck, 2004, p. 15).  The simulation that the students 

experienced was part of their program of learning. Thus, all students were required to 

participate in the simulation but were not required to participate in the research project.  

     The week before the simulation sessions were to begin, students received a letter of 

invitation that was sent by the administrative assistant from l’École Technique et 

Professionelle via blind copy. The day of the simulation, students were asked by the 

administrative assistant if they wished to participate in the study and sign the consent form 

(Appendix A) at this time. The students, in groups of four, were briefed prior to the 

simulation session, as is normally done and each set of students then went through a 20-30 

minute simulation.  Immediately following this, they attended a 40-50 minute debriefing 

session.  All the students then completed the demographic questionnaire and the self-

administered measurements after the debriefing session.  The learning outcomes of 

communication, reflection, as well as anxiety levels were measured. At this point, the 

students were randomized into two groups (A and B). The following week (5-7 days later), 
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group A watched their video performance and completed a second set of the three self-

administered scales.  In the same 5-7 days, Group B was asked to complete two 

measurements (communication and anxiety) and then about 10 days later, they were asked to 

view their video performances and complete the remaining survey (reflection). This design 

allowed a comparison of the two groups (A and B), one group who had viewed their video 

performance (group A) and one group who had not viewed this performance (group B). 

Group B viewed their video performance at a later date (about 10 days later) so all students 

had the same learning experience albeit one group’s experience was delayed by a few days.  

The remaining survey that group B filled out after the ten days had to be administered then 

because it referred to viewing the video. Students in both groups were debriefed as a small 

group and were then asked to watch their video alone.  In this sense, video-playback is a form 

of self-debriefing.  

     The learning outcomes of communication, reflection as well anxiety levels were measured 

using the following tools: a) The demographic survey, b) subscales from the Lasater Clinical 

Judgment Rubric (LCJR) (Lasater, 2007) and from c) the Debriefing Experience Scale (DES) 

(Reed, 2012) as well as the d) The State-Trait Anxiety Inventory for Adults (STAI) form Y-1 

and Y-2  (Speilberger , Gorsuch, Lushene, Vagg & Jacobs, 1983). The characteristics of each 

of the scales are described in further detail in the data collection instrument section.  

The Setting 

    The setting for the study took place at a small university in a western Canadian city.  The 

university offers a four year baccalaureate nursing program. Typically, the university admits 

approximately 40 students per year.  Simulation sessions are integrated within nursing 
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didactic courses and provide students with the opportunity to apply theory content to the care 

of high fidelity mannequins.   

     The simulation center consists of three hospital rooms with audio-visual capabilities and 

where recording can be easily accomplished. Each room contains three cameras and two 

microphones.  Each control room overlooks the simulation room and is separated by a one 

way mirror. Typically, an instructor runs the high fidelity simulator within the control room 

and acts as the voice of the patient. As well, students have access to a facilitator within the 

room during the simulation to gently prompt and guide the student as needed. There are also 

two separate rooms in close proximity to the simulation center where video is live streamed 

to students who are not actively involved within the simulation session, and where debriefing 

typically takes place.    

The Sample 

     The sample was recruited from 31 third year baccalaureate nursing students who were 

enrolled in a combined medicine-surgery course in the winter term.  Students have had 

previous experience with simulation in year two, within maternal health and chronic diseases 

courses.  As well, in the first semester of year three, these students were exposed to 

simulations in mental health which utilize standardized patients. All students have been 

videotaped in previous simulations and where standard practice includes reviewing their 

performance video approximately 5-7 days after the event. From an ethical standpoint, year 

three students had been chosen over year  two students as the researcher teaches in year two 

and students might feel uncomfortable being research participants for that instructor. In order 

to maintain the principle of volunteerism, it was not ethically acceptable to approach year 
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two students. As well, the researcher felt that students in year two are still learning to be 

comfortable in the simulation setting, and have less experience with reflection.  

     The sample was a convenience sample as the nursing students are easily accessible. This 

was the preferred method as simulation opportunities are limited within the university as well 

as within the province where the study took place.  Prior to the introduction to the study, 

students were already assigned to a group of four students by the instructor for a total of eight 

groups.  This was done for scheduling purposes early on at the beginning of the semester.  

From that point, these groups were randomly assigned to either group A or B by the 

administrative assistant.  

      It was very difficult to determine effects sizes for all the constructs as they were rarely 

documented within studies. For this study and in consultation with a statistician, the 

G*Power 3.1.9.2 statistical software was used to compute the power analysis. With power set 

at .80 and probability (alpha) set at .05, it was determined that a paired-t test statistic would 

detect a medium effect size between those who had viewed their video compared to those 

who had not viewed their video for a minimum sample size of 102 participants. Considering 

there are only 31 students in the class, the study was underpowered, necessitating a decision 

to use non-parametric statistics for analysis. 

    The patient scenario was chosen by the nursing instructor along with the researcher to 

ensure that it met the objectives of the course and that the scenario could be done within the 

time period available.  The scenario consists of two sections where an elderly woman who 

recently had a hernia repair is being assessed at home by a home care nurse.  The nurse finds 

the patient in pain, with a possible ileus and who must be transferred back to the hospital. 

The second part resumes when the patient is back in a hospital room and requires 
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reassessment and subsequent care.  Two students were assigned to each section of the 

scenario, a primary and secondary nurse.  The same scenario was repeated eight times over a 

three week period. This was done to ensure the scenario itself was not a confounding factor.  

The Data Collection Instruments 

Demographic Survey  

     The researcher developed the demographic survey and asked students to provide the 

following information: age, gender, prior education, fulltime or part time student, and role 

within the simulation session (primary or secondary nurse) (see Appendix B). According to 

Connelly (2013), common demographics include age, gender, level of education as well as 

any specific criteria.   

     For this study, the role within the simulation, as well whether the student is full time or 

part time was also added to see if these factors might have any effect on their levels of 

anxiety and reflection. Part time students may require additional skills or time to manage 

busy schedules, family life or other commitments in order to complete their nursing program 

(McDaid, 2009). Being the primary nurse might prove to be more stress provoking. Another 

consideration was that students in the primary nurse role might be more reflective.  Students 

who were enrolled full time might already be under greater stress compared to part-time 

students and thus have greater anxiety overall.  The following figure (2) provides an outline 

of the measurement tools associated with the outcomes that were measured.  
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Figure 2   

Study outcomes and measurement tools  

 

 

Lasater Clinical Judgment Rubric (LCJR) 

      The Lasater Clinical Judgment Rubric’s goal was used to quantify nursing students’ 

levels of performance in developing clinical judgment (Lasater, 2007) (Appendix C).  

Tanner’s Model of Clinical Judgment provided the framework in which the rubric was 

developed and includes four distinct components. The four major components of the model- 

Noticing, Interpreting, Responding and Reflecting were established following an extensive 

research review. Each component is measured by two to three items for a total of 11 items 

(Lasater, 2007).  The self-rating rubric scoring sheet consists of the following four responses 

which are ordinal in nature and which are scored dependent on the response: a) exemplary (4 

points); b) accomplished (3 points); c) developing (2 points); and d) beginning (1 point).  

Demographic 
characteristics Communication 

LCJR 
(Responding) 

1. calm, 
confident 
manner 

2. Clear 
communication 

3. Well-planned 
intervention 

4. Being skillful 

Reflection 

LCJR 
(Reflecting) 

1. Evaluation/Self-
anallysis 

2. Commitment to 
improvement  

 

 

DES 

1. Analyzing thoughts 
and feelings 

2. Learning and making 
connections 

 

Anxiety 

State-Trait 

Form Y1 and Y2 

Age 

Gender 

Education 

Role  

Fulltime/

Part time 
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Total possible scores range from 11-44. Permission to use the tool has been granted by Dr. 

Kathie Lasater via email (Appendix D).  

     According to Kardon-Edgren, Adamson, and Fitzgerald (2010), developing instruments 

can be time-consuming and require special skill sets. They therefore propose that 

“…instruments that each measure one or a part of the outcome or outcomes of interest might 

be employed for a comprehensive evaluation” (p.e28).  For the purpose of this study, only the 

section of Responding was used to measure communication.  For communication, the items 

included were: calm, confident manner; clear communication; well-planned 

intervention/flexibility; and being skillful. Total possible scores ranged from 4-16 points for 

this section. The subscale of Reflecting was utilized to measure reflective skills. For 

reflection, the items included were: evaluation/self-analysis and commitment to 

improvement. For these items, total possible scores range from 2-8 points.  The levels of 

performance for these two components provided guidelines of effective reflection and 

communication abilities and matched the learning outcomes that were measured. 

     Gubrud-Howe (2008) reported the following for the LCJR tool: inter-rater reliability at 

alpha of 0.87, internal consistency for the subscales of Responding and Reflecting for a 

Cronbach’s coefficient alpha at 0.88 to 0.91 respectively. In 2012, Adamson, Gubrud, 

Sideras and Lasater compared three different studies assessing the validity and reliability of 

the LCJR in simulation.  All three studies reported provided evidence for construct validity. 

Reliability was proven to be stronger when “… raters and cases were held stable” (Adamson 

et al. 2012, p. 72).  Therefore, the simulation scenarios were chosen to ensure the least 

amount of variation.  This was accomplished by having each set of students take part in the 

same simulation.  
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     For this study, students were asked to self-assess the components of Responding and 

Reflecting.  In a study by Jensen (2013), the LCJR was completed by both students and 

faculty after a simulation session, when scores were compared; there was little difference 

between faculty (M=33.04) and students’ (M=31.81) mean scores.  Cato, Lasater and Peeples 

(2009) asked nursing students to utilize the LCJR tool as a means to foster self-reflection 

after debriefing twice throughout the semester. Clinical faculty found the information useful 

in assessing student progress as their reflective responses were more detailed than what was 

discussed in the debriefing session. 

Debriefing Experience Scale (DES) 

     Developed by Reed (2012), the Debriefing Experience Scale (DES) measures the student 

experience during debriefing and the importance of the experience for the student (Appendix 

E).  The scale is based on Kolb’s Experiential Learning Theory (1984) as well as 

Thiagarajan’s instructional model (Reed, 2012).  According to Kolb, learning is enhanced 

when students have experiences, reflect on those experiences, and consequently apply new 

knowledge to future experiences.  Thiagarajan’s model provides the structure, where 

objectives and experience help frame the debriefing session (Reed, Andrews & Ravert, 

2013).  

      The 20 item tool consists of the four following subscales: Analyzing thoughts and 

feelings, Learning and making connections, Facilitator skill in conducting the debriefing, 

and Appropriate facilitator guidance. Utilizing a Likert scale, the following responses range 

from 1(strongly agree) to 5 (strongly disagree). The importance scale utilizes different 

descriptors: 1 (not important) to 5 (very important).  
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     Following a comprehensive literature search, the DES was created on “…the construct 

that learning takes place during debriefing” (Reed, 2012, p. e212).  The scale was then 

distributed to three nationally known nursing experts in the simulation field to evaluate 

consistency in wording and content, in an effort to evaluate content validity. As well, in a 

pilot study, nursing undergraduate students provided input concerning the clarity, and 

wording on the scale (Reed, 2012).   

     Reed (2012) also established construct validity through factor analysis on the experience 

portion of the scale. Items considered to be central to the debriefing experience were 

considered through a literature search.  Originally, the scale contained 39 items which was 

further reduced to 20 items. These items were categorized in the four subscales previously 

mentioned. Cronbach’s alpha consistency was rated at .80 and .89 respectively for the two 

subscales Analyzing thoughts and feelings and Learning and making connections for the 

experience portion of the scale only.  

     For this study, the subscales of Analyzing thoughts and feelings and Learning and making 

connections were utilized to measure the concept of reflection. The subscales Facilitator Skill 

in Conducting the Debriefing and Appropriate Facilitator Guidance were not utilized as 

students did not have access to a facilitator or instructor while watching their video. As well, 

the word ‘debriefing’ was changed to ‘video-playback’ for the two subscales Analyzing 

thoughts and feelings and Learning and making connections, to not confuse the students.  In 

this sense, video-playback was seen as a form of individual debriefing.   Possible scores for 

the experience portion of the scale ranged from 12-60 whereas possible scores for the rating 

the experience portion of the scale were also 12-60. Scores were calculated for each section 
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individually. Permission to utilize the scale with changes has been obtained from Reed 

(Appendix F). 

State-Trait Anxiety Inventory for Adults  

    The State-Trait Anxiety Inventory (STAI) self-evaluation questionnaire (see Appendix G) 

developed by Speilberger et al. (1983) has been widely used in research and clinical practice.  

The State anxiety form (STAI form Y1) measures how people feel at “this moment” whereas 

the Trait anxiety form (STAI form Y2) measures how people generally feel. Revisions of the 

scale have been performed over the years and the tool has been used in over 2000 studies 

since 1970.  It is recommended that the Y1 scale be administered first followed by the Y2 

scale.  It is felt that the Trait scale may influence the emotional climate in which the test is 

given (Speilberger et al., 1983).  

     Response categories for the State scale (Y1) include (1) not at all; (2) somewhat; (3) 

moderately so; (4) very much, whereas statements for the Trait scale (Y2) include (1) almost 

never; (2) sometimes; (3) often; (4) almost always. Ten items from the Y1 scale and 11 items 

from the Y2 are categorized as anxiety present and are weighted as 1 to 4. Ten items are 

categorized as anxiety absent for the Y1 scale and nine items for the Y2 scale are weighted as 

4 to 1. Total scores range from 20 to 80 for both scales.   

      Construct Validity for both forms has been established through factor analysis describing 

either anxiety present or anxiety absent factors in the development of the tool (Speiberger et 

al., 1983).   Feelings of tension, apprehension, nervousness, and worry were considered 

significant when assessing anxiety. Specifically for the form Y2 testing how students 

generally feel, items that included “anxiety-proneness” were considered.  As well, 
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Cronbach’s alphas for the Y1 and Y2 scale were reported at 0.90 for both (Speilberger et al., 

1983).  The permission to use this scale is found in Appendix H.  

Ethical Considerations 

     Approval from the Education and Nursing Research Ethics Board (ENREB) (Appendix I) 

at the University of Manitoba as well as the affiliated university where the study took place, 

Université de Saint Boniface, (Appendix J) were obtained, prior to the study. The researcher 

was not involved either in the didactic portion of the course, nor the simulation sessions, and 

did not teach the students during this year of the program. However, the researcher was 

involved in the choice of the scenario to ensure it met the objectives of the research study.  

The researcher completed the CORE certificate (Appendix K).          

     Students were informed of the study prior to the simulation sessions via email. Letter of 

consent was obtained prior to the study. Students were informed that non participation did 

not have an effect on their performance or grade and that they could withdraw from the study 

at any time. At the time of study, the role of the researcher at the university held the 

simulation coordinator position.  However the researcher has no direct authority over this 

group of students.   

     All data were collected and coded by the administrative assistant, and to ensure that the 

researcher had no access to participants’ identities. The administrative assistant will keep the 

list of participants with attached codes and consent forms for the duration of their academic 

program until their exit from the university through graduation (June 2017) in a locked filing 

cabinet in the administrative assistant office.  The completed questionnaires will be locked in 

a filing cabinet in the researcher’s office and then will be shredded within seven years of the 
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study’s completion (June 2023).  All data entered on the researcher’s computer will be kept 

in a password protected file and will be deleted after 7 years (June 2023). Hard copy data will 

be shredded. As per the Advisory Student Agreement at the University of Manitoba, the co-

chairs will have access to the data (without identifiers).  

     At the beginning of year two, students were also asked to sign a confidentiality form so 

that contents of any simulation video would not be shared with any other students throughout 

their academic time at the university where the study took place. Visualization of the video is 

only allowed at the university and can only be accessed by the faculty members who have 

been trained on the use of AV system.  Students must present themselves in the simulation 

center and watch their performance video alone.  Typically, videos are kept for the duration 

of the student academic period (typically 4 years) and then erased.  They are stored in a 

secure data base/server.   

     To encourage student participation in the study, three $20 gift certificates from a coffee 

shop were provided at the end of data collection. Three student names were randomly drawn 

by the administrative assistant. 

Data Collection Procedure 

     The simulation design followed the guidelines set forth by INACSL Best Practice 

Guidelines: Simulation (2015).  Students were sent objectives for the scenario a week before 

as well as a synopsis of the case that would be presented.  The scenario was chosen from the 

Program for Nursing Curriculum Integration (PNCI) scenarios that were purchased for use by 

the university in 2011. The PNCIs provide a standardized format in how the scenario should 

proceed and are embedded within the simulation software.  
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     The scenario was based on a medicine/surgery patient and utilized with a high fidelity 

mannequin. Year three students presently had the same instructor and facilitator who 

conducted all the scenarios for this course. The instructor has over four years of experience 

running the simulation sessions.  The instructor operated the mannequin and acted as the 

voice of the patient.  The facilitator was in the room and provided assistance and guidance, as 

needed, to students.  

     Students were separated into groups of 3-4 for a total of eight groups.  Each student was 

assigned to a role, either the primary nurse or the secondary nurse.  Each set of students went 

through the same simulation session followed by a debriefing session. INACSL Best Practice 

Guidelines: Simulation
 
(2015) recommends a structured framework to guide the debriefing 

session. The instructor, with assistance from the facilitator for feedback, led the debriefing 

session utilizing the Debriefing for Meaningful Learning (DML) strategy by Dreifuerst 

(2009). The framework reinforces reflective learning through the use of tools utilized by the 

students.  The instructor, who conducted the debriefing, has been utilizing this framework for 

approximately two years.  She has attended numerous simulation conferences as well as 

attended workshops concerning DML. She has also extensively self-studied on this subject.  

    The following general questions guided the debriefing session and are based on the PNCI 

general debriefing questions which are similar to those defined by Dreifuerst: a) What was 

the experience like for you? b) What worked and what didn’t work? c)  What happened and 

why? d) How did you decide on your priorities for care and what would you change?  e) 

What are you going to take away from this experience? The first measures were taken after 

the debriefing session. Following this, students were then randomized into two groups. Group 

A, after 5-7 days later, reviewed their performance video and filled out three questionnaires 
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(communication, reflection and anxiety). Group B completed two of the questionnaires 

(communication and anxiety) at this time. Group B then returned 10-12 days later and 

watched their performance video and subsequently filled out the last questionnaire 

(reflection) because it pertained to videos. Figure 3 provides a summary of the data collection 

process. 

Figure 3  

Study timelines and data collection points 

 

 

                             

    

 

 

 

 

 

 

Data analysis procedure 

       Data was analyzed utilizing the Statistical Package for Social Sciences (SPSS) version. 

22.0. The items identified from the STAI, DES and LCJR tools are ordinal in nature. For the 
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descriptive component of the study, raw data collected from each tool and categorical socio-

demographic variables were reported using frequency tables (frequencies and percentages).  

      Preliminary analyses of the variables of interest (the scores) were carried out and 

described using means, median, and standard deviations. Since the variables were not 

normally distributed within the population, a non-parametric test (Wilcoxon paired-sample 

rank test) for scores was used (Wood & Ross-Kerr, 2011). The Wilcoxon paired-sample rank 

test is applied when “…comparing two paired groups, based on the relative ranking of values 

between the pairs” (Polit and Beck, 2010, p. 571). Therefore, in this study, the difference in 

scores from the same group was compared as to whether there is a difference between the 

debriefing session and the video-playback session. The Mann Whitney U was also used to 

test differences between independent groups, that is, between group A and B between those 

who watched their video and those who did not. This non-parametric test is also based on 

ranked sums (Polit & Beck, 2010). Each tool author requested a report of the psychometric 

properties of each scale and how they were used.  

Conclusion 

     The quasi-experimental design study addressed the following question: Is video-playback 

in simulation, after verbal debriefing, associated with changes in nursing students’ reflection, 

communication and anxiety level? Data was collected utilizing the demographic survey, the 

LCJR, the DES and the State- Trait Y1 and Y2 forms to analyze the outcomes of reflection, 

communication and anxiety. Data analysis was performed utilizing SPSS 22.0 and in 

consultation of a statistician.  Recruitment procedures and ethical considerations have been 

outlined.  The next chapter will discuss the results from the study. 
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Chapter four: Analysis 

     In this chapter, the study findings are presented. Sample demographics will first be 

described followed by results related to the testing of the three hypotheses.  This chapter will 

also report the reliability of the psychometric properties of the scales. 

     The purpose of this study was to address the following question: Is video-playback in 

simulation, after verbal debriefing, associated with changes in nursing students’ reflection, 

communication and anxiety level? The learning outcomes of communication, reflection, as 

well as anxiety levels were measured utilizing subscales of the Debriefing Experience Scale 

(DES), and the Lasater Clinical Judgment Rubric, and the State-Trait Y1 and Y2 scale. A 

demographic questionnaire was also included to assess characteristics of the sample. Nursing 

students enrolled in a year three medicine/surgery course participated in a simulation and 

debriefing session which was followed by the distribution of all the scales as well as the 

demographic survey at that time.  Students were then randomized into group A and B. Group 

A watched their video performance within 5-7 days after the simulation and filled out all the 

questionnaires. Group B (no video) filled out only 2 of the questionnaires.  Group B then 

returned at time 3 (10-12 days later) to watch their video and fill out the last questionnaire 

pertaining to viewing their video. This ensured that all students had the same experience.  

    Three hypotheses were explored to address this question:  

Hypothesis 1: Video-playback, after verbal debriefing, will increase students’ perception 

of their reflection abilities versus debriefing alone. 

      Hypothesis 2: Video-playback, after verbal debriefing, will increase students’     

      perception of their communication skills versus debriefing alone. 
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      Hypothesis 3: Video-playback, after verbal debriefing, will increase student anxiety    

      levels versus debriefing alone.     

    Data were collected from March 9
th

, 2016 to April 9
th

, 2016 over a five week period. The 

total sample consisted of 31 students.  A total of 23 students agreed to participate and 

completed in the study for a response rate of 74%. All students completed the surveys within 

the time frame allotted except for one student in group B who did not return to watch her 

video 10 days after the simulation session.  This may have been due to the fact that viewing 

her video coincided with the final exam period.  The final sample size included 23 patients 

which did affect the study’s power that was previously calculated at 102 students. A post hoc 

analysis using G*power for a sample size of 23 with a medium effect size (d=.60) and the 

significance at 0.05, determined that the actual power to be 50% for paired groups and 32% 

for independent groups. Previous studies were reviewed to find the effect size for the three 

outcomes being measured but only two studies reported their effect size at 0.75 (Kameg et al, 

2010) and where the other was based on “… post-test overall performance means and SDs 

[standard deviation] using Cohen d” (Sawyer et al., 2012, p.216). Given that few studies did 

not report their effect size, a medium effect size (.50) was chosen as the default (Bannon, 

2013).   

     Data was entered by the researcher into IBM Statistical Package for the Social Sciences 

(SPSS) version 22.0 with the assistance of a research coordinator from the Manitoba Center 

for Nursing and Health Research (MCNHR). The statistical analysis was then further verified 

by the statistician.  

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               61 

 

 

                                          

Data Analysis Procedures 

     Descriptive analysis (frequencies, percentages, means and standard deviations) were 

performed with the LCJR, DES and State-Trait forms as well as demographic data where 

appropriate.   In order to determine the level of normality in the distribution of values, the 

Shapiro-Wilk test was utilized as it is the preferred method for sample sizes less than 50 

(Bannon, 2013). For this specific test, if the observed significance levels for the tests are 

small, the assumption of normality is doubtful (Bannon, 2013). Using the Shapiro-Wilk test, 

it was determined that the LCJR and DES results did not meet the assumptions for normal 

distribution therefore parametric tests were inappropriate.  However, results for the State-

Trait Y1 and Y2 anxiety scales differed.  The significance levels for the Y1 and Y2 scales 

were p=.164 and p= .420 respectively, suggesting that the assumption for normality was not 

unreasonable.  However, when assessing the skewness and kurtosis of the Y1 and Y2 scales, 

the output indicated that there was a negative kurtosis for both scales. In further assessment, 

the value of the kurtosis and skewness for each scale was divided by its standard error in 

order to get a ratio.  A ratio of less <2 indicates normality of distribution (Bannon, 2013).   

For kurtosis, the ratio was >2 for both Y1 and Y2, therefore indicating a non-normal 

distribution.  For the skewness ratio, both Y1 and Y2 were shown to be normally distributed.  

In consultation with the statistician, it was felt that due to the smaller sample size and the 

non-normal distribution, that non-parametric tests would be utilized. The Mann Whitney U 

was used to compare the two independent groups (A and B) based on ranked scores and the 

Wilcoxon paired-sample rank sum test was used to compare the pair groups based on the 

ranking of values.      
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Psychometric Properties of Instruments 

     Table 1 summarizes the Cronbach’s alpha reliabilities that were reported at time 1 for all 

the study instruments subscales and scales. As mentioned earlier, acceptable ranges are 0.70 

and higher. For the DES scale, a Cronbach’s alpha for each subscale measuring the 

experience and rating that experience was calculated.  For the opinion section of the DES 

scale, the following Cronbach’s alpha of .69 was reported for the subscale of Analyzing 

thoughts and feelings (4 items).  Using SPSS, the Cronbach’s alpha would have been 

reported as .88 had the item “The environment was physically comfortable to debrief” been 

deleted.  This might be due to the fact of poor correlation with the other items. For the 

subscale Learning and making connections with six items, the Cronbach’s alpha was reported 

at .85. For the rating of the importance portion of the scale, the Cronbach’s alpha for 

Analyzing thoughts and feelings was calculated at .76 and for the subscale Learning and 

making connections at .89. The Cronbach’s alpha for all items in the experience section was 

.85 and for the rating the importance was .88. These values are slightly different to Reed’s 

study (2012) where she reported a higher Cronbach’s alpha (.81) for Analyzing thoughts and 

feelings for the experience scale but a lower Cronbach’s alpha (.89) for the importance of the 

experience scale.  

     For the LCJR scale, the two subscales that were addressed were Reflecting and 

Responding. The subscale of Responding consisting of four items reported a Cronbach’s 

alpha of .76.  No item deletion could be made to increase the alpha scores for this subscale as 

per SPSS. Previous values were reported slightly higher at 0.88 and 0.91 by Gubrud-Howe 

(2008). The subscale of Reflecting consisted of only two items and reported a correlation of 

.68.  
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     The following Cronbach’s alphas were reported for the Y1 and Y2 form respectively: .87 

and .92. This is similar to what has been previously reported for samples of students 

(Speilberger et al., 1983).  

Table 1 

Reliability scores for the DES, LCJR and State-Trait Anxiety tools 

Time 1 Cronbach’s 

alpha 

for 

subscale 

Number of 

items in 

scale/subscale 

Cronbach’s 

alpha 

for scale 

    

DES  

 

    Analyzing thoughts and feelings 

    Learning and making connections 

    (Experience items) 

 

    Analyzing thoughts and feelings 

    Learning and making connections 

    (Rating that experience items) 

 

 

 

.69 

.85 

 

 

.76 

.89 

 

 

 

4 

6 

 

 

4 

6 

 

 

.85 

 

 

 

.88 

LCJR 

     Responding 

      

 

.76 

 

 

4 

 

xx 

STATE-TRAIT 

     Y1  

     Y2 

  

20 

20 

 

.87 

.92 

    

 

    To summarize psychometric properties of the three measurement tools used in this study, 

generally the tools performed well in terms of internal consistency, meaning the scale or 

subscale items were correlated with each other.  While .70 and higher is recommended, one 

measurement (DES, Analyzing thoughts and feelings) was marginally below .70 at .69.  This 

bodes well for confidence in the analysis of the relationships among measurements.   
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Sample Demographics 

     Characteristics of the demographic survey are described below and include age, gender, 

level of education, full time or part time student and role within the simulation.  The final 

sample for the study consisted of 23 students, 11 who were in the video-playback group 

(Group A) and 12 who were in the group with no video (Group B). 

   Of the 23 respondents, 82.6% were female and 17.4% were male. No one self-identified as 

transgender.  The mean age was 23.17 with a SD (4.29), with a range between 20 to 38 years 

old. The highest percent of students were between the ages of 20-22 (52.2%); with the next 

set of students were 23 years and older (47.18%).  Only three students were older than 30 

years of age (13%). Nurses were asked their level of education and their role within the 

simulation. Of the 23 respondents, a total of 16 students (69.6%) identified their highest level 

of education as high school. Three students (13%) responded that they had a post-education 

however did not specify if they obtained a diploma or degree.  Data was missing on four of 

the surveys (17.4%) for this question. As well, students identified that they were the primary 

nurse more often (87%) versus the secondary nurse (13%). The majority of students 

identified that they were full-time (95.7%) within the curriculum whereas only one person 

was part-time (4.3%). Table 2 provides a summary of the demographic characteristics of the 

sample. 
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Table 2  

Demographic characteristics of the sample (n=23) 

Characteristics            Frequency (%)                         M (SD)           

Age  

20-22                                                                            

     23+ 

Gender 

Female 

Male  

Transgender  

Level of education 

High school 

Post-secondary  

Missing 

Full time or part time within 

program  

Full-time 

Part-time 

Role in the simulation 

Primary nurse 

Secondary nurse 

 

 

12 

11 

 

        19 

4 

0 

 

16 

3 

4 

 

22 

1 

 

20 

3 

 

52.2                     

47.8 

 

82.6 

17.4 

0.0 

 

69.6 

13.0 

17.4 

 

95.7 

4.3 

 

87.0 

13.0 

 23.17 (4.29) 

 
 

 

      

 

Summary of Sample Characteristics 

     In summary, the sample consisted mostly of female students who were in their early 

twenties and attended school on a full-time basis. As well, the highest level of education 

identified most often was a high school diploma.  The student’s role (either primary or 

secondary nurse) was explained prior to each simulation by the nursing instructor. Despite 

this, students more often identified themselves as the primary nurse than the secondary nurse. 

This was not possible so this characteristic is not useable in this study. Groups cannot be 

compared on their designation as primary or secondary nurse. 
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Reflection 

     Subscales of the Debriefing Experience Scale (DES) and the Lasater Clinical Judgment 

Rubric (LCJR) were both used to assess the construct of reflection. Given that the sample 

size was small, and in consultation with the statistician, missing data on six surveys was 

calculated through the following imputation method. This was done by adding the responses 

answered, dividing by number of questions answered in the section followed by multiplying 

by the total number of questions (Bannon, 2013). This ensured that the sample size could be 

maintained for analysis. It is suggested that the questionnaires with more than 5% of 

questions missing be excluded as this can affect the validity of the scale (Bannon, 2013).  

However, none of the questionnaires were excluded for this reason.  

The Lasater Clinical Judgment Rubric      

     The LCJR was administered at time 1 and time 2 to group A (video) and group B (no 

video). Of the 23 participants, two questionnaires were excluded because participants did not 

fill out the questionnaire correctly or did not complete it all. 

     The mean for participants from group A (n=10) was 6.9 (SD=0.88) at time 1 and 6.8 

(SD=0.92) at time 2.  For group B (n=11), the mean was reported as 5.91 (SD=0.94) at time 1 

and 6.75 (SD=0.86) at time 2. The raw scores ranged from 6-8 points for all groups except 

group B (no video) at time 1 where the range was slightly lower (4-7). The medians were all 

within one point of each other. Table 3 provides the findings of the LCJR tool.  
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Table 3 

Summary of LCJR subscale Reflection 

 

 

Time 1 

(after 

debrief) 

   Time 2 

(after 

video) 

   

 n Mean 

(SD) 

 

Ranges 

 

Median n Mean 

(SD) 

Ranges Median 

Group A  

 

10 6.90 

(0.88) 

6-8 7.0 10 6.80 

(0.92) 

6-8 6.5 

         

Group B  11 5.91 

(0.94) 

4-7 6.0 12 6.75 

(0.86) 

6-8 6.5 

         

         

 

The Debriefing Experience Scale 

          The DES subscales included were titled: Analyzing thoughts and feelings and learning 

and making connections.  Responses were rated from a 5 point Likert scale ranging from 

1(strongly disagree) to 5 (strongly agree). For Analyzing thoughts and feelings, four items 

were included for a total possible score of 4 to 20 for each section of the opinion section and 

rating section. For the Learning and making connections subscale, six items are included with 

possible scores ranging from 6-30 for each section as well. The original subscale for this 

section contained eight items and two items were accidently omitted when reproducing the 

scale for distribution.  As a reminder, the same scale was provided to both groups (A and B) 

after the simulation and debriefing session at time 1 and after they watched their video at 

time 2 (Group A) and time 3 (group B).  However, the word “debriefing” was changed to 

“viewing video” at time 2 and 3 as to not confuse the students.  

     Total scores for the experience portion of the scale and for the rating the experience 

portions were between 34-50 points.  Means for group A and B were almost identical at time 
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1 for the experience portion 47.81 (SD=3.06) and 47.83 (SD=3.51) and slightly lower for the 

rating portion of the scale at 45.36 (SD=4.16) for group B versus group A 47.72 (SD=3.74).   

At time 2, the means for group A only were 44.20 (SD=5.80) for the experience portion of 

the scale and 40.78 (SD=5.45) for the rating portion of the scale.  For time 3, group B means 

were reported as 42.46 (SD=4.82) for experience and 42.18 (SD=5.10) for rating the 

experience. Group B displayed lower medians (SD=42.0) at time 3 compared to group A at 

time 2 (45.0). Table 4 summarizes this data.  
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Table 4 

Summary of DES subscales for Reflection 

Time 1  Experience   Rate the 

Experience 

  

 

 

n Mean(SD) 

 

Ranges 

 

Median Mean(SD) Ranges Median 

Group A 

 

11 47.81 

(3.06) 

 

41-50 49 47.72 

(3.74) 

 

37-

50 

 

 

49 

Group B 12 47.83 

(3.51) 

39-50 49.5 45.36 

(4.16) 

35-

50 

47 

        

 

 

Time 2  Experience   Rate the 

Experience 

  

 n Mean(SD) Ranges Median Mean(SD) Ranges Median 

        

Group A 

 

 

9 44.20 

(5.80) 

34-50 45.0 40.78 

(5.45) 

34-50 40.0 

Group B X X X X X X X 

        

 

 

Time 3  Experience       Rate the 

Experience 

  

 n Mean(SD) Ranges Median Mean (SD) Ranges  Median 

 

 

Group 

A 

 

 

 

X 

 

 

X 

 

 

X 

 

 

 

X 

 

 

X 

 

 

X 

 

 

X 

 

Group B 

 

11 

 

42.46 

(4.82) 

 

34-48 

 

42.0 

 

42.18 

(5.10) 

 

34-50 

 

41.0 
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Analysis of Hypothesis #1 

The first hypothesis addressed within this study is the following:  

1. Video-playback, after verbal debriefing, will increase students’ perception of their 

reflection abilities versus debriefing alone. 

     The DES scales and the LCJR scale both addressed this construct.  When assessing the 

results from the LCJR- subscale Reflection, group A and B were randomized at time 2 where 

group A watched their video and group B did not.  Using the Mann Whitney U for non-

parametric testing, findings indicated that there were no significant differences between those 

who watched the video and those who did not at time 2 (U= 58.50, p=.92, 2-tailed).  

     The Wilcoxon paired-sample rank test compared the size of the difference between time 1 

and 2 within groups.  Findings for group A (video) were not statistically different (Z=.000, 

p=1.0,) as well as for group B (no video) (Z=1.897, p=0.06).  

     The DES scale with subscales Analyzing thoughts and feelings and Learning and making 

connections were given to both group A at time 2 (after watching their video 5-7 days after 

the simulation and debriefing) and group B at time 3 (after watching their video 10-12 days 

after the simulation and debriefing).  For the experience portion of the scale, the Mann-

Whitney U, findings indicated that no statistical significance differences between time 2 for 

group A (5-7 days later) and time 3 for group B (10-12 days later) (U=41.50, p=.35, 2-tailed). 

For the rating of importance portion of the scale, findings indicated no statistical difference 

between groups (U=51.50, p=.38, 2-tailed).  

     The scale at time 1 pertained to debriefing, and at time 2 (group A) and 3 (group B) 

pertained to video-playback, a Wilcoxon paired sample rank test was performed to test the 
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differences as the scales asked identical questions. When comparing group A at time 1 and 2, 

findings indicated that there was a statistical significance between time 1 and time 2 for the 

experience portion of the scale (Z=-2.077, p=.038) and this was the case for the rated the 

experience portion of the scale (Z=-2.805, p=.005). A comparison was conducted for group B 

at time 1 and time 3. Similarly, the Wilcoxon paired sample rank test found that there was a 

statistical significance between time 1 and time 2 for the experience portion of scale (Z=-

2.705, p=.007). However there was no statistically significant difference noted for the rating 

the importance portion of the scale (Z=-1.060, p=.289). Table 5 summarizes these results. 

Table 5 

Inferential tests for LCJR subscales and DES subscales 

 

 

Comparison between 

group A and B  

at time 2 

Comparison within groups  

A and B between time 1 and 

time 2 

 

 

 

LCJR 

 

 

 

 

 

DES 

   Experience 

 

 

   

   Rate the    

   experience 

  

Mann Whitney U, (p) 

 

 

58.50 (.92) 

 

 

 

 

 

41.50 (.35) 

 

 

 

 

 

51.50 (.38) 

Wilcoxon p value 

(Z value) 

 

 p=1.0, Z=.000 (Group A) 

 

p=0.06, Z=1.897 (Group B) 

 

p=.038*, (-2.077) (group A) 

p=.007*, (-2.705) (group B) 

 

p=.005*, (-2.805)  (group A) 

p=.289,   (-1.060)  (group B) 

*statistical significance set at <0.05 
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     To briefly summarize the findings for hypothesis #1, analyses from both the DES and 

LCJR indicated no significant differences between groups A and B, suggesting the hypothesis 

was not supported, that is, video-playback did not demonstrate statistically significant 

differences in reflection between group A who saw their videotapes (time 2) and group B 

who did not see their videotapes (time 2).  

     However, when the two groups were analyzed separately at time 1 and time 2 (group A) 

and time 1 and time 3 (group B), there were statistically significant differences within groups 

for the DES. For group A, the post-test (time 2) scores in both portions of the DES (rating the 

video-playback experience and rating the importance of the video-playback experience) were 

statistically significantly lower than the pretest scores (time 1, oral debrief).  This means that 

the experience of having the oral debrief (time 1) and the importance of the oral debrief was 

more positively rated compared with the video-playback experience and the importance of 

the video-playback. In essence, the students rated more highly the oral debrief compared to 

the video-playback in terms of analyzing their thoughts and feelings, helping them learn and 

the importance of the experience.  

     For group B, the findings were mixed. As with group A, the post-test (time 3) scores in the 

DES (rating the video-playback experience) were statistically significantly lower than the 

pretest scores (time 1).  This means that the experience of debriefing after the oral debrief 

(time 1) was more positively rated compared with the video-playback experience for students 

in group B. Higher ratings were accorded to the oral debrief compared to video play back. 

However, the post-test (time 3) scores in the DES (rating the importance of the video-

playback experience) were not statistically significantly different than the pretest scores (time 

1). 
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Communication 

    The concept of communication was measured utilizing the subscale Responding from the 

LCJR tool. The items included in this analysis were calm/confident manner, clear 

communication, well-planned intervention and being skillful. As mentioned earlier, students 

were to self-evaluate their level of responding as noted by the parameters outlined ranging 

from beginner to exemplary and which were rated 1 to 4, where potential scale score of 4-16 

where higher scores reflect a better ability to communicate. Mean scores were then calculated 

at time 1 and time 2 and for both groups.  Table 6 provides a summary of the data.  Ranges of 

scores were lower at time 1 for both groups.  Means for group A and B were close at 12.50 

(SD=2.07) and 12.90 (SD=0.87) at time 1. For time 2, findings reported a mean of 12.09 

(SD=1.76) for group A and 12.83 (SD=0.58) for group B. Medians were the same except for 

group B which was 12.0 compared to 13.0 for the other times.  

Table 6 

Summary of LCJR subscale Responding 

 

 

Time 1 

(after 

debrief) 

   Time 2  

(after 

video) 

  

 n Mean 

(SD) 

 

Ranges 

 

Median n Mean 

(SD) 

Ranges Median 

Group 

A  

 

10 12.50 

(2.07) 

8-16 13.00 10 12.09 

(1.76) 

12-14 13.0 

         

Group 

B  

11 12.90 

(0.87) 

8-14 12.00 12 12.83 

(0.58) 

12-14 13.0 
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Analysis of Hypothesis #2 

     The second hypothesis focused on the outcome of communication: 

2. Video-playback, after verbal debriefing, will increase students’ perception of their 

communication skills versus debriefing alone.  

Students were asked to rate their communication skills using the LCJR subscale Responding.  

The Mann Whitney U was used to compare group A and B at time 2. Results indicated that 

U=58.5, p=.92 sig≤.05, 2-tailed was not statistically significant. When comparing the 

Wilcoxon value in paired groups between time 1 and time 2, the Wilcoxon paired-sample 

rank test revealed a value of Z=-1.382 (p= .167) for group A, and Z=-1.354 (p=.176) for 

group B. A synopsis of the data is provided in Table 7. 

Table 7  

Inferential tests for LCJR subscale Responding 

 

 

Comparison between 

group A and B  

 

Comparison within 

groups  

A and B between time 1 

and time 2 

Time 2 

 

 

LCJR- 

Responding 

Mann Whitney U, (p) 

 

 

 

U=58.50 

(0.92) 

Wilcoxon p value 

(Z value) 

 

 

p=.167(-1.382) group A 

p= .176 (-1.354) group B 

*statistical significance set at <0.05 

    To briefly summarize the findings for hypothesis #2, analyses from the LCJR Responding 

subscale indicated no significant differences between groups A and B, suggesting the 

hypothesis was not supported, that is, video-playback after verbal debriefing did not 
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demonstrate statistically significant differences in perceptions of communication between 

group A who saw their videotapes (time 2) and group B who did not see their videotapes 

(time 2). There were no statistical differences within the groups in their perceptions of the 

communication skills.  

     The median score did increase slightly in group B, while the median score in group A 

remained the same.  Students who viewed their videos responded that their communication 

skills remained the same, while those who did not view their recordings had a perceived 

increase in the communication skills.  This is an interesting finding given that the only thing 

that occurred to group B was the passage of time. 

Anxiety 

      Table 8 summarizes the data for the outcome Anxiety. The State-Trait Anxiety Scale 

form Y1 and Y2 was utilised to measure anxiety levels. The scale measures how students feel 

at a certain moment (State-Y1) compared to how they generally feel (Trait-Y2). The test was 

administered to all students after the simulation and debriefing sessions as well as 5-7 days 

later to both group A (video) and B (no-video).  Raw scores were calculated using a scoring 

key where each response was weighted 1 to 4. The range for each version (Y1 and Y2) is 20-

80 where a higher score indicates more anxiety.  Items 1,2,5,8,10,11,15,16,19 and 20 on the 

STAI AD form Y1 and items 21,23,26,27,30,33, 34, 36 and 39 for the STAI AD form Y2 

were reverse scored as per the answer key provided.  The data was then recoded in SPSS.  

For those who omitted 1-2 items, a prorated full scale score was calculated by determining 

the mean weighted score for those responses answered which was then multiplied by 20. The 

number was then rounded to the next higher score. One survey did have four questions 
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unanswered however this was still within the accepted 5% that is permitted when assessing 

the validity of the tool (Bannon, 2013). Two students did not fill out the tool at time 1 and 

one student omitted completing the tool at time 2.  Table 5 contains the means, medians, 

standard deviations and ranges of the STAI Y1 and STAI Y2 scores at time 1 and time 2 of 

data collection.  

     Mean scores Group A at time 1 for form Y1 and Y2 were 35.55 (SD=9.54) and 40.99 

(SD=10.55).  Lower scores for Y1 compared to Y2 makes sense because Y1 is “at the 

moment” after simulation where anxiety is likely high than would be expected as “general 

feeling”. For group B, means were reported lower for both Y1 31.83 (7.96) and Y2 36.67 

(8.62) at time 1. Ranges for group B were slightly lower (20-49) compared to group A (22-

61). For time 2, when comparing those in group A (watched their video) to group B (no 

video), means were again slightly lower for group B.  Group A means for Y1 and Y2 were 

37.18 (SD=11.79) and 40.72 (SD=9.92). Group B reported means of 35.17 (SD=9.55) and 

36.03 (SD=8.61). Means for Y1 were slightly higher at time 2 for both groups signifying they 

rated their stress slightly higher at this point.  Means for Y2 were stable for both groups from 

time 1 to time 2 which seems likely given Y2 is about “generally feeling”. Interestingly, 

group B rated their anxiety higher on form Y1 at time 2 despite not having a video to watch. 

Medians values are also reported in the table below.   
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Table 8 

Summary of State-Trait forms Y1 and Y2 

 

 

Time 1 

(after 

debrief) 

   Time 2 

(after 

video) 

   

 n Mean 

(SD) 

 

Ranges 

 

Median n Mean 

(SD) 

Ranges Median 

Group A  

Form Y1 

  

   

Form Y2 

11  

35.55 

(9.54) 

 

40.90 

(10.55) 

 

22-51 

 

 

28-61 

 

34.0 

 

 

39.0 

11   

37.18 

(11.79) 

 

40.72 

(9.92) 

 

20-61 

 

 

29-60 

 

37.0 

 

 

39.0 

 

         

         

Group B 

Form Y1 

   

   

Form Y2  

12  

31.83 

(7.96) 

 

36.67 

(8.62) 

 

20-44 

 

 

23-49 

 

30.0 

 

 

37.0 

12  

35.17 

(9.55) 

 

36.03 

(8.61) 

 

20-54 

 

 

23-49 

 

36.5 

 

 

37.0 

         

 

Analysis of Hypothesis #3 

     The last hypothesis addresses the anxiety levels of students.  

3. Video-playback, after verbal debriefing, will increase student anxiety versus 

debriefing alone.  

  Two scales analyzing how students feel at a certain time (Y1) and how they generally feel 

(Y2) were utilized to compare anxiety levels between the randomized groups. Despite group 

B means being lower, the Mann Whitney U revealed that these results were not statistically 

significant at time 2 for the Y1 scale U=63, p=.88, 2-tailed, and the Y2 scale U= 52.5, 
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p=.413, sig≤.05. Similarly, results for the Wilcoxon paired-sample rank test revealed there 

was no statistical significance between those who watched their video and those who did 

debriefing for the Y1 scale for group A (Z=-.845, p=.398) and for group B (Z=-1.067, 

p=.286) and the Y2 scale group A (Z= -.401, p=.689) and group B (Z=-.462, p=.644).  Table 

9 summarize this data.  

Table 9 

Inferential tests for State Trait scale Y1 and Y2 

 

 

Comparison between group A and B  

 

Comparison within groups  

A and B between time 1 and time 

2 

Time 2 

 

 

State-Trait  

          Y1  

       

 

          Y2 

Mann Whitney U  

(p) 

 

 

U= 63 

(p=.88) 

 

U=52.5 

(p=.413) 

*statistical significance set at<0.05 

 

Wilcoxon p value 

(Z value) 

 

p=.398, (-.845)   group A 

p=.286,  (-1.067) group B 

 

p=.689, (-.401) group A 

p=.644, (-.462) group B 

 

     To briefly summarize the findings for hypothesis #3, analyses from both the State-Trait 

forms Y1 and Y2 indicated no statistically significant differences between groups A and B, 

suggesting the hypothesis was not supported, that is, video-playback following verbal 

debriefing did not increase student anxiety.    

     When comparing groups, there were no statistically significant differences.  The measure 

of anxiety in the moment (Form Y1) was conducted at time 1, which was the point in time 

where both group A and B had completed their simulation experience and debriefing session 

and at time 2, after watching their video.  At time 2, students in both group A and B indicated 
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that their anxiety was higher than what was experienced after the initial simulation and 

debriefing session, although group A had watched their video while group B had not.  It is 

unexpected that group B means would be higher at time 2 considering they did not watch a 

video. 

    Findings for Form Y2 were only slightly higher after the debriefing session for both 

groups. The group median scores remained relatively consistent. It would appear as though 

being video recorded or watching a video recording did not affect anxiety levels in the 

students. 

Conclusion 

  In this chapter, the socio-demographics of the sample were described. These data were used 

to present a profile of participants. As expected the majority were female, age 20-22, had 

high school as the highest level of education, and attended their nursing program on a full-

time basis. More students identified themselves as the primary nurse during the simulation 

(87%) when it should have been closer to 50%. Perhaps, students felt great responsibility 

during the simulation and this self-identified as the primary nurse.   

     The measurement instruments that were selected have been widely used and performed 

well in relation to internal consistency as measured by Cronbach’s alpha. The inter-item 

correlations were greater than .70 except for one measure and this was on the margin at .69.  

     The findings from a comparison of groups A and B at time 2 suggested that students who 

viewed their videotaped simulation experience were not different from those students who 

did not have this opportunity in relation to their perceptions of reflection and communication 
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abilities, and levels of anxiety. It had been hypothesized that there would be differences, that 

students who had viewed their videotaped simulation experience would report higher scores 

in their perceptions of reflection and communication abilities, and higher levels of anxiety. 

These findings add to the literature on simulations and the use of video-playback as a 

debriefing strategy in nursing education. These findings suggest that oral debrief from a 

facilitator might be preferable in terms of promoting student learning outcomes (reflection 

and communication) and addressing students’ anxiety given the costs (equipment) of video-

playback. This will be further discussed in chapter 5.   

     Although not formally hypothesized, it was of interest to compare the two groups 

separately, to examine within group changes that might occur from time 1 to time 2 for group 

A and from time 1 to time 3 for group B. These analyses yielded changes in one 

measurement, perception of reflection as measured by the DES. Group A rated the oral 

debrief experience and its importance more positively compared to the video-playback 

experience and its importance. For group B it was only the oral debrief experience (and not 

its importance) that was more positively rated compared to the video-playback experience. 

These findings suggest the value of oral debrief from a facilitator might be preferable to 

video play back.    
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Chapter five: Discussion 

     This chapter includes a discussion of the results based on the findings presented in the 

previous chapter.  It presents an examination on the demographics of the study as well the 

findings for each hypothesis. Limitations of the study are addressed in detail. Finally, 

recommendations for practice and for future research related to nursing education are 

provided.  

Study Overview 

     The purpose of this study was to answer the following question: Is video-playback in 

simulation, after verbal debriefing, associated with changes in nursing students’ reflection, 

communication and anxiety level? In the literature, the use of video has been integrated into 

debriefing sessions however it has been unclear whether video-playback has any effect on 

student learning outcomes when done a few days after the simulation session.  INACSL Best 

Practice Guidelines: Simulation
 
(2015) encourage video use depending on the objectives of 

the simulation, however this directive is not helpful. Some literature has suggested that video 

review after the simulation and debriefing session should be provided and examined as 

integral to the learning experience (Gore et al., 2012; Reed, 2012; Shellenbarger  & Hagler, 

2015), but this is not uniformly accepted as necessary to the learning experience (Krogh, 

Bearman & Nestel, 2015). This study was based on previous research in the areas of video 

and debriefing and their use and attempted to contribute to what was known about the value 

of video-playback and learning.  

    Kolb’s Experiential Learning Theory (1984) provided the lens for the study. Through 

continuous exposure to simulation experiences, new frames of reference can develop as 

students learn to reflect on their performances and apply this new learning to future 
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situations.  This requires an active participation from the student as they must learn to grasp 

and transform an experience to learn.  Debriefing further enhances the reflective process 

because discussions with facilitators and peers allow learners to analyze their decision 

making process and ultimately apply these new frames of reference to future situations.  It is 

about engagement and Bonnel and Hober (2016) affirm that engaged learners enhance their 

learning opportunities. 

   Generally speaking, the findings from this study did not support the use of video-playback 

following verbal debriefing in relation to students’ perception of their reflection and 

communication skills, and their anxiety levels. Discussion of the findings from this study 

follows and will focus on each of the three hypotheses.  

Demographics 

     The demographic information provided an overall description of the study participants.  

The study took place in a small university in mid-western Canada. Year three nursing 

students of a Bachelor or Nursing program were invited to participate in the study. A 

response rate of 71.4 % (n=23) was obtained. Most of the respondents were females (82.6%), 

and were between the ages of 20-30. High school was cited most frequently as the highest 

level of education (69.6%).  Almost all of the students attended school fulltime (95.7%).  

     Year three students were the only students who were accessible to the researcher at that 

time. The researcher holds a faculty position within the Bachelor of Nursing program and 

teaches in year two; therefore year two students were not accessible. The university admits 33 

students per year.  All students speak English despite it being a French university and 

therefore could answer the questionnaires without difficulty.  The administrative assistant 
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who administered the consent forms stated that students did not ask any questions concerning 

the questionnaires while completing them.  

    In comparing the demographics of the sample to the larger population of students in 

Manitoba, statistics for Canadian nursing students were difficult to find.  The regulating body 

(College of Registered Nurses of Manitoba) for the province in which the study took place 

did not have any data on new graduates. They did however report that male nurses made up 

8.7% of the nursing population in the province (College of Registered Nurses of Manitoba, 

2015). This is lower than was reported in this study (17.1%).  Statistics from the University 

where the study took place revealed that for 2014-2015, 13% of the nursing student 

population were males (Université de Saint-Boniface, 2016).  Most of the students were 

between the ages of 20-30 in this study.  Only 13% were <30 years old. For 2014-2015, 90% 

of students in the nursing program where the study took place were between the ages of 18-

29, and 10% were >30 of age. 

     The sample proved to be fairly homogeneous and there were not enough variation to go 

beyond reporting frequencies (univariate analysis).  Differences in scores between male and 

female populations have been previously reported in other studies.  For example, a study by 

Dyck, Oliffe, Phinney, and Garrett (2009) discovered that males rated the concept reflection 

as being overly stressed in nursing and therefore scored lower on their reflection papers. As 

well, Cazzell and Anderson (2016) discovered that females scores were higher on the LCJR 

than males (p<.001). These types of results help to explain certain patterns within data sets.   

    The question concerning the role of the student may have caused some confusion for 

participants. Grant et al. (2014) discovered that simulation experiences vary for each student 
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dependent upon the role they are assigned. A large percentage (87.7%) identified that they 

were the primary nurse when actually half of the students should have identified as the 

secondary nurse.  This may due to the fact that the scenario only had four students (two for 

each section) in the simulation and debriefing session. Every student was asked to play a role 

in this study as primary or secondary nurse.  Students might have felt more invested in the 

simulation and therefore thought their role was as the primary nurse as opposed to the 

secondary nurse.  

Discussion of Findings for Each Hypothesis 

Hypothesis #1 

    Hypothesis 1 tested whether video-playback after verbal debriefing, increased students’ 

perception of their reflection abilities versus debriefing alone.   A Subscale of the Lasater 

Clinical Judgment Rubric scale (LCJR) - Reflection and the Debriefing experience scale 

(DES) - Analyzing thoughts and feelings and Learning and making connections compared 

reflection at two points in time. At time 1, all students were asked to complete the scales 

LCJR and DES immediately after they had debriefed as a group, followed by time 2, where 

group A completed both scales following viewing their videos while group B did not watch 

their video and completed the LCJR only.  At time 3, group B watched their video and 

completed the DES, resulting in all students watching their videos and completing the scales.  

   Lasater Clinical Judgment Rubric. Both groups of students were asked to complete the 

LCJR subscale Reflection at time 1 and time 2 to see if there was a difference between those 

who viewed their video and those who did not. The Mann Whitney U did not demonstrate a 

statistical significance between groups (p=.92). Differences in means were identified at time 
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1 where means were lower for group B but which increased at time 2 despite not having any 

intervention.  

    In the LCJR subscale (effective reflecting), there were 2 items labelled evaluation/self-

analysis and commitment to improvement. For each item, there were four possible 

descriptions: beginning, developing, accomplished and exemplary. The participants were 

third year students and they are close to completing the third year of the program. The 

possible range in scores for both items is 2-8. The group A mean was 6.9 and the median was 

7.0 for time 1. The group B mean was 5.91 and the median was 6.0 at time 1.  So, clearly 

these students were ranking themselves quite high, very close to the maximum of 8.  

Intuitively, this makes sense because at this point in their program they do not see themselves 

as “beginning” or “developing” rather they likely see themselves as “accomplished” or even 

“exemplary”. The mean and median values suggest that participants saw themselves as 

“accomplished” to “exemplary”. This may have created a “ceiling effect”, and the means and 

medians at time 2 (group A and B) were similar to time 1. These students rated themselves so 

highly at time 1 that the second rating could not increase to the extent that there would be 

likely having been a statistical difference. If this study had been conducted with second year 

students, it is possible that time 1 rating would have been lower but then again, time 2 might 

also have been lower. Perhaps we cannot expect a change in the perception of reflection in 

such a short time period (approximately two weeks).  

    The use of the LCJR might be called into question for this study.  However, it is widely 

used.   There is a rubric for each rating. For example, when choosing “exemplary”, six 

descriptors are included to describe what this rating means. According to Lasater (2007), the 

format of the rubric is beneficial in that it offers language that students can understand and 
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can track their progress more accurately instead. Cato et al. (2009) posit that by using the 

LCJR tool, students demonstrate a deeper and more significant self-evaluation.  These 

statements support rubrics however students might not agree that they are exemplary for all 

descriptors, and might have generalized if they felt they were good at three of the descriptors.  

   As mentioned, mean values were lower for group B at time 1.  Both groups received the 

same scenario with the same instructor thereby assuming that their debriefing experiences 

were similar. Group B had a bit more time to reflect on the debriefing process in itself which 

may account for the increased scores 5-7 days later (mean of 5.91 at time 1 and 6.75 at time 

2). This is in line with Schön (1983) when describing ‘reflection- on action’ denoting 

reflection that takes place after an event.  The process of reflection requires time to develop 

and asks that the student question and reframe their thoughts, taking into account past 

experiences to formulate new frames of reference.  Nursing instructors understand that testing 

student’s ability to reflect should not be done at one time only and requires more than one 

format to assess. Lestander, Lehto, and Engström (2016) integrated a written individual 

assessment on the day of the simulation followed by a 90 minute group debriefing session the 

next day and again a written reflection one week later.  Findings show that reflection over 

time is important for students as it reinforces feelings of self-confidence as they learn in the 

process of self-evaluation. This supports the findings of Wessel and Larin (2006) as 

previously noted.  

     Reflection can be affected by the context and the culture of the classroom (Scanlan et al., 

2002) as well as the demeanor of the debriefer and the learning environment (Grant et al, 

2014).  A safe learning environment has always been encouraged within the university and 

the instructor who debriefed was experienced with simulation and working with students.  
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    The correlations between the two items for the LCJR were reported as .68 for this study. 

Shin, Park and Shim (2015) reported a Cronbach’s alpha of .683 for this subscale.  The 

authors sought to validate the tool after having it translated from English to Korean. The 

Cronbach’s alpha for this subscale has been reported higher in other studies (Victor-Chmil 

and Larew, 2013) which may be due to the fact that the scale was used in its entirety.   

     Debriefing Experience Scale.  The findings for the DES scale revealed there was no 

statistical difference in reflection between those who watched their video 5-7 days after 

verbal debriefing (group A) compared to those who watched their video 10-12 days later 

(group B) for the experience and rating portion of the scale respectively (p=.349 and p=.379).  

The DES was not distributed at time 2 as the scale specifically cited ‘video review’ within the 

items.  

     As indicated in chapter four, the findings from this study did not support the use of video-

playback following verbal debriefing in relation to students’ perceptions of their reflection. 

Analyses of the DES indicated no significant differences between groups A and B, suggesting 

that the hypothesis was not supported, that is, video-playback after verbal debriefing did not 

demonstrate statistically significant differences in reflection between group A who saw their 

video (time 2) and group B who did not see their video (time 2). But when the two groups 

were analyzed separately at time 1 and time 2 (group A) and time 1 and time 3 (group B), 

there were statistically significant differences within groups for the DES. 

    For group A, the post-test (time 2) scores in both portions of the DES (rating the video-

playback experience and rating the importance of the video-playback experience) were 

statistically significantly lower than the pretest scores (time 1, verbal debrief).  This means 
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that the experience of debriefing after the verbal debrief (time 1) and the importance of the 

verbal debrief was more positively rated compared with the video-playback experience and 

the importance of the video-playback. In essence, the students more highly rated the verbal 

debrief compared to the video-playback in terms of analyzing their thoughts and feelings, 

helping them learn and the importance of the experience.  

     For group B, the findings were mixed. As with group A, the post-test (time 3) scores in the 

DES (rating the video-playback experience) were statistically significantly lower than the 

pretest scores (time 1).  This means that the experience of debriefing after the verbal debrief 

(time 1) was more positively rated compared with the video-playback experience for students 

in group B. Higher ratings were accorded to the verbal debrief compared to video play back. 

However, the post-test (time 3) scores in the DES (rating the importance of the video-

playback experience) were not statistically significantly different than the pretest scores (time 

1).  

      Overall, the pre and post-test findings within groups suggested the primacy of verbal 

debrief in relation to students’ perception of their reflection. This could be for several 

reasons. First, the verbal debrief was conducted at time 1 immediately after the simulation 

and this immediacy may be a factor. The video-playback occurred 5-7 days later for group A 

and 10-12 days later for group B. The video-playback captured the interaction in the 

simulation but it would not capture the students’ feelings and thoughts immediately after the 

simulation. For the DES instrument, more prompting statements during the simulation from 

the facilitator might have contributed to a deeper reflection after the debriefing session on the 

part of the students at time 1.  According to Reed (2012), items relevant to the process of 

guided reflection are integrated within the subscale Analyzing Thoughts and Feelings. This 
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subscale encompasses elements of emotional, psychological, behavioral, and environmental 

aspects of debriefing. Emotions related to the simulation might have been rawer after the 

debriefing session and captured by this instrument.  

     The use of videos as a means to facilitate learning has been questioned.  Krogh, Bearman 

and Nestel (2015) interviewed expert debriefers` views of video assisted debriefing (VAD).  

This study was based in Australia where 24 expert debriefers had been asked to take part in 

the study.  When analyzing major themes pertaining to VAD, the educational approaches of 

VAD emerged as a major topic.  Respondents warned against using VAD within debriefing if 

not well versed in the practice. It is important to understand what you are going to show and 

understanding the reasons for choosing video clips. Krough et al. (2015) remark that although 

VAD can be beneficial, it is merely a tool and may not be necessary.  

     Second, it may be that changing the DES items from “debriefing” to “video” was not 

ideal. Item #9 for example says, “My questions from the simulation were answered by the 

debriefing” and it seems likely that the facilitator did answer questions during the debriefing.  

Changing this item to read, “My questions from the simulation were answered by viewing my 

video” may not be a valid item because viewing is unlikely to answer questions.   

     Third, it may be that there is a preference for getting feedback from a real person, an 

instructor, someone who is known and respected versus viewing a “stand alone” video. Reed 

(2015) recently compared three types of debriefing: oral discussion, discussion followed by 

blogging, discussion followed by journaling. This experimental design used the DES scale. 

Students (n=58) most preferred oral discussion alone, supporting the notion that debriefing 

alone is sufficient in itself as supported by other literature (Decker et al., 2013) As well, the 
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DES was distributed to the whole group at time 1 and then to group A and B after they 

watched their video whereas the LCJR was given both at time 2 with no intervention for 

group B. It might have been beneficial to test results at time 3 with group B after they 

watched their video as well as distribute the DES debriefing scale at time 2 to group B.         

    Fourth, the timing of the video-playback might have been awkward. Two sets of students 

in group B were asked to view their videos during the time of exams. Group B students had 

three sessions (time 1, 2 and 3) as opposed to group A, who had 2 sessions. It is uncertain if 

that might have played a role in how students answered the scale.   

    It should be noted that two items were accidently omitted from the DES. However the DES 

in this study reported a Cronbach’s alpha of .88. Other studies have modified the DES. Blum 

et al. (2010) chose eight items from the subscale to assess self-confidence and clinical 

competence and reported high Cronbach alpha’s (.81 and .88).  In translating the DES scale 

in Norwegian, Tosterud, Polit, Petzäll, Wnagensteen and Hall-Lord (2015) discovered that 

the scale might benefit from decreasing the subscales and did remove two items, although not 

the same two that were omitted. These researchers did rate the scale as a good tool to 

evaluate debriefing but that items should be re-categorized. 

     Debriefing is an important element and warrants further research. Although there were 

many studies that report findings of video-assisted debriefing, there was little research with 

video-playback after the debriefing session.  Only one study was cited (Jiang, 2010) who 

debriefed weekly instead of after every simulation to assess utilizing videos to assess CPR 

skills in emergency rooms.   
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Summary for Reflection    

    For this study, two different scales (DES and the LCJR) were used to examine possible 

differences in reflection by comparing one group who experienced debriefing and video-

playback with another group who experienced only debriefing. There were no statistically 

significant differences. When comparing groups separately and comparing scores on the DES 

and LCJR, there were no statistically significant differences for the LCJR but there were 

statistically significant difference with the DES that suggested a higher rating by students for 

the verbal debrief compared with video play back. The results of this study are consistent 

with other simulation studies that concern video and debriefing (Byrne et al.; Cantrell, 2008; 

Salvodelli et al., 2006).  It is suggested that the skill of the facilitator who is debriefing might 

be a more essential element in relation to students’ perception of their reflection as suggested 

by Neill and Wotton (2011).  There are a number of speculations about why this might be. In 

retrospection, open-ended questions might have been added to the questionnaire asking about 

student preference for debriefing and the reason for this preference.  

Hypothesis #2 

     Simulation provides an interactive and experiential format in which to incorporate the 

practice and assessment of communication skills (Rozenwieg et al., (2008). Using review of 

videos by the instructors or facilitators to assess student performances has been widely 

studied (Anderson & Nelson, 2014; O’Hagan et al., 2013). Pedagogy previously linked to 

teaching communication skills was limited to classroom teaching and followed a more 

didactic approach. For this study, the incorporation of video play-back provided an 

opportunity to see if video-playback would allow students to evaluate their communication 

skills differently from those who received debriefing alone from an instructor.   
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     The second hypothesis was: Video-playback, after verbal debriefing increase students’ 

perceptions of their communication skills versus debriefing alone. The LCJR subscale 

Responding was utilized. The LCJR subscale Responding contained the following items: 

calm, confident matter, clear communication, well-planned intervention/flexibility and being 

skillful. Lasater (2007) designed this subscale to assess how students respond to a clinical 

situation and how they react to that situation. For this study, using the Mann Whitney U, 

findings showed no statistically significant difference when comparing group A (video) and 

B (debrief only) at time 2 (p=0.92).  

     Within group comparisons were made for each group, comparing any changes in 

perception of communication scores from time 1 to time 2 for group A and similarly from 

time 1 to time 2 for group B. The Wilcoxon paired sample rank test was used and there were 

no statistically significant differences for both groups from time 1 to time 2. Generally 

speaking, it may not be reasonable to expect students’ perception of their communication 

skills to improve over such a short period of time (5-7 days after they had their debriefing 

session). O’Donnell et al., (2014) report that there is a lack of studies that measure retention 

of learning and transferability. A recommendation for future studies would include testing 

over a few semesters. A longitudinal study might shed light on the students’ changes in 

perception of their communication skills. 

     The instrument itself might be examined more closely. Although there are four items in 

the LCJR subscale Responding, only one item refers directly to communication in itself. The 

LCJR is meant to assess clinical judgment and good communication skills are necessary for 

assessment. However, the subscale might not have captured other important aspects of 

communication, for example the rubric of behaviors for clear communication is based 
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entirely on verbal communication, neglecting an equally important aspect, that of non-verbal 

communication. O’Hagan et al. (2013) caution using questionnaires to evaluate 

communication skills as they do not capture what they call “…the complexities of the actual 

communication encounter and the competing practices that may impact communication” (p. 

1346). 

      The LCJR was originally developed as a tool to be used by instructors, to help them place 

students in a continuum of skill development. The rubric cites behaviors that reflect four 

stages of skill development (beginning, developing, accomplished, and exemplary). For this 

study, the instrument/rubric was given to the student as a self-assessment exercise and it is a 

fairly complex tool. The self-assessment of communication skills has been well documented 

(Cato et al., 2009; Rozenweig et al., 2008).  Self-reporting provides insight in to how students 

think and feel during an interaction (Campbell et al., 2013).   However, Mullan and Kothe 

(2010) also caution that student self-rated ability does not always correlate with increased 

performances. Students’ subjective assessments of their performances can be influenced by 

numerous issues such as the environment, the content and students’ personal points-of-view 

(Eva & Regehr, 2005).   

     For this study, students rated themselves more often as ‘accomplished’ or ‘exemplary’ in 

how they responded to this scenario. At time 2, the range of scores compressed from 8-16 

(group A) and 8-14 (group B) to 12-14 (for both groups) out of a possible score of 16. This 

may due to the fact these students have been participating in simulations for almost four 

semesters and therefore felt quite comfortable with simulation and confident in their 

communication skills. In contrast, Jensen (2013) found different results when he used the 

LCJR to compare scores between faculty ratings and student ratings. Students (n=38) scored 

http://www.sciencedirect.com.uml.idm.oclc.org/science/article/pii/S1471595312001199#bib15
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themselves lower on the Responding subscale than had their teachers. Also, no qualitative 

data was collected from this study which would have provided a better understanding of the 

results, for example, students could be asked why they ranked themselves as exemplary. 

    The use of a high fidelity mannequin was required for this simulation to be able to mimic 

the physiological changes required by the patient physical status.  High fidelity mannequins 

cannot display facial expressions, an important factor when communicating or assessing the 

nonverbal behavior of your patient.  In their meta-analysis of the effects of simulation using 

standardized patients (SPs), Oh, Jeon, and Koh (2015) support the use of SPs as effective to 

evaluate and teach communication skills.  Their study demonstrated that the use of SPs 

directly enhanced scores on communication skills. SPs can provide feedback after the 

experience that the mannequin cannot which can lead to augmented learning. Chan (2014) 

did find that video review increased students’ ability to identify missed communication 

opportunities to respond to patients.  For this study, students lacked the cues of non-verbal 

behavior. It is not clear how this might have affected their scores on the LCJR.  

     There are no standardized recommendations of how to assess communication skills, 

specifically with respect to videos and debriefing. The results of this study were not 

statistically significant but we gain from such findings by exploring the possibilities of why 

there were no differences between groups and within groups and of what changes might be 

made in the future. It may be that the instrument that was used, the LCJR was lacking in 

some ways. One item out of four was directly related to communication and non-verbal 

communication was not tapped. The mannequins did not have capacity for non-verbal 

communication, an important element as noted previously by Anderson and Nelson (2014).  

And again, as with the perception of reflection, perhaps we cannot expect a change in 
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perception of communication skills in the time period of the study which was approximately 

one week.  

Hypothesis #3 

     This third hypothesis addresses anxiety: Video-playback, after debriefing, will increase 

student anxiety versus debriefing alone. Anxiety has been studied extensively within higher 

education and specifically within nursing education. High anxiety can be disruptive to 

clinical learning (Hollenback, 2016).  Research has demonstrated that simulation can either 

increase or decrease anxieties (Brimble, 2008; Cordeau, 2014; Gore,et al., 2011).  Lee, Park, 

Kim, Han (2016) tested salivary cortisol levels as an indicator of stress levels on 23 nursing 

students. Students in the intervention group were asked to take part in a maternity simulation 

whereas the control group was asked to simply watch a video.  Samples were taken pre and 

post intervention. A knowledge test was also given before and after each intervention. 

Increased cortisol levels correlated with increased knowledge acquisition. Results support 

that despite slightly high student anxiety levels, learning does occur.  However, the optimum 

level of anxiety has not been discovered.  

     The findings related to students’ anxiety from this study were based on data collected on 

students’ completion of the State-Trait Inventory form Y1 and Y2 (Spielbergeret al. 1983). 

Y1 asks about the anxiety experience in the present, how you feel right now, that is at this 

moment. Y2 asks about the generally feeling of being anxious. The findings showed no 

statistically significant difference between group A,who watched their video and group B 

who had the debriefing alone. Furthermore, when the within groups comparison was made, 

both group A and group B showed no statistically significant changes from time 1 to time 2.   
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       When comparing means for the form Y2 (general anxiety) for both groups there was very 

little change in mean scores and no change in the median scores, suggesting that the Y2 does 

measure the feeling of anxiety generally. For both groups, mean scores of the Y1 increased 

from time 1 to time 2, although this was not a statistically significant difference.  The range 

of both the Y1 and the Y2 is 20-80 with higher scores indicating higher anxiety. The highest 

scores were at time 2 for group A (37.18) and for group B (35.17) and there is very little 

difference between them. de Sousa Teixeira et al. (2014) reported that for their study of 

nursing students, some of whom were being evaluated through videotaping experienced only 

mild anxiety. However, that study took place over seven months and videotaping may have 

become less anxiety producing. For this study, students in year three have been accustomed 

to simulations and viewing their video. It may be that this explains relatively low mean 

scores and little difference between group A and group B in terms of the anxiety scores.  

    Speilberger et al. (1983) provide normative samples for the STAI Y1 and STAI Y2 scale. 

They are however based on male and female students.  This is difficult to compare within this 

study as there were so few males. STAI normative results have typically shown that females 

exhibit more anxiety than males (Speilberger et al., 1983). Mean scores for Form Y1 were 

slightly higher at time 2 than time 1 suggesting that student anxiety had increased slightly for 

group A with watching their video, but did so as well for group B who did not have to watch 

a video. However, means were slightly lower at time 2 for Form Y2 for both groups. Many 

situations can lead to higher anxiety and therefore it is uncertain why group B means were 

slightly higher at time 2 despite not watching their video.  

     There has not been a great deal of research on nursing students, simulation and anxiety. 

Mariani and Doolen (2016) tried to identify gaps within nursing research and sought expert 
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opinion from 90 INACSL members. Interestingly, anxiety was not mentioned.  For nursing 

instructors and facilitators, factors contributing to decreasing anxiety have been related to 

supportive and safe learning environments (Moscaritolo, 2009; Partin, Payne & Slemmons, 

2011). Increased attention should focus on ways to promote these environments as studied by 

Gosselin, Holland, Mulcahy, Williamson and Widacki (2016). Their research integrated 

music prior to a simulation session with 38 undergraduate nursing students. Results 

demonstrated that students appreciated the integration of music as measured with the six-item 

version of the State-Trait Anxiety Scale (p= .005).   

     This study reported relatively low levels of anxiety among nursing students in general for 

nursing students in group A, who exhibited similar mean scores to those in group B who 

experience debriefing alone. It may be that as part of simulations, videotaping becomes less 

anxiety producing over time. Some research has attempted to create supportive environments 

to learn that will decrease anxiety. There is relatively little research in this area.    

Limitations of the Study 

     There are several limitations for this study.  The first limitation pertains to the small 

sample size that was underpowered. As previously noted, the study required 102 participants 

for appropriate power and had a final n=23.  This reduces the likelihood of obtaining accurate 

results. As well, the convenience sample was limited to the number of students enrolled in a 

class from a small bachelor of nursing program and only took place at one particular location. 

Mariaini and Doolen (2016) state that nursing education simulation opportunities within 

nursing programs are limited and logistically difficult to manage.   Participation of year three 

nursing students was sought as the researcher was responsible for year two simulations.   
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     Student demographics showed a more homogeneous sample with only four males. A more 

heterogeneous sample including males of different ages would have been desirable.  The 

study took place only at one location.  Thirdly, two items were missed in the reproduction of 

the scale for the DES Learning and making connections.  These two items were missed for 

both the experience portion of the scale as well as rating the experience portion of the scale.  

The first item included the statement: “Debriefing helped me to clarify problems” and the 

second was “Debriefing helped me to make connections between theory and real-life 

situations”.  Cronbach’s alphas for both these subscales were quite good (.89 and .85) despite 

this.  However, the researcher recognizes the importance of this error. Further analysis would 

be required to assess the variance that the missed items might have presented within this 

study.    

    In reference to the scales utilized, distributing the State-Trait scale to group B at time 3 

might have been beneficial to capture student anxiety levels at this time after they watched 

their video.  This would have given a better reflection of how both groups felt after their 

video and allowed for a better comparison. This is reflected by Spielberger et al. (2015) as 

they stated that repeat testing provides greater reliability in differentiating subjects. As well, 

the LCJR tool could have been distributed at time 3 for both assessing communication and 

reflection with group B after the video. Testing throughout the year might have shown greater 

differences as well.  

     The self-reported nature of the tools may have produced responses that were more socially 

acceptable.  Students might have rated their capabilities higher. However, the lack of reliable 

and valid tools to assess outcomes in nursing simulation has been identified by INACSL 

members as a gap in simulation research that should be addressed (Mariani & Doolen, 2016).  
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Recommendations for Nursing Practice 

     Despite the study results that video-playback after verbal debriefing was not statistically 

significant in increasing communication, reflection, and anxiety compared to those who did 

not watch the video, the study does advance research in simulation education.  The following 

recommendations are based on the results of this study, including opportunities for future 

research in this area.   

 Currently there are no accepted practices regarding the use of video-playback either 

during or post-debriefing.  Video equipment can be a costly purchase during the development 

of a simulation center, and can range from simple video streaming abilities, to more 

expensive recording and data storage options.  There is also a human resource cost associated 

with more technical video equipment.  Given that this research did not demonstrate an 

improvement in communication and reflection scores using video-playback after debriefing, 

caution should be used when purchasing such equipment if the intended purpose is solely for 

this reason.  Programs implementing simulation need to be certain as to their needs and 

proceed with a strong plan, if video is to be included, and that is based on available research. 

 Students frequently verbally indicate that they are more anxious when being video 

recorded.  This research study found that students were not increasingly more anxious in 

watching their own videos than they were in their regularly scheduled simulation experience.  

While this study did not address whether students were more or less anxious without being 

video recorded at all, it does indicate that there is no additional anxiety experienced by 

students in viewing their recordings.  Anxiety should not be a factor in determining whether 

video-playback should or should not be used.   
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Recommendations for Nursing Research 

     As indicated, the sample size for this study was small and underpowered.  Further research 

should attempt to replicate this study using a larger sample of nursing students in order to 

improve the confidence in the results and their generalizability. Other studies have also 

incorporated grade point averages (GPA) which might have been beneficial in terms of 

correlating means of the outcomes to GPAs. A longitudinal study could prove beneficial to 

see effects over time. Specifically, differences between the variables of study could be better 

captured with inferential tests such as correlations and linear regressions. Single site studies 

have been identified as areas that are well-researched thereby encouraging multisite 

collaboration.        

     The approach in measuring the outcomes of communication could include an 

observational component by the researcher and be incorporated into the evaluation process. 

This would provide additional data as to any improvements in communication skills in 

students.  In this study, a high fidelity mannequin was used however the inclusion of a SP 

could be added to play a role as a family member.  This might prove to be a more authentic 

experience for the student as they could gain direct feedback from the SP.   

     The debriefing skill of the facilitator was not assessed in this study. The DES scale does 

include the subscales Facilitator skill in conducting the debriefing, and Appropriate 

facilitator guidance which could be included for future studies.   The literature has stated that 

a supportive learning environment accompanied with a supportive debriefing style has proved 

to be one of the most beneficial aspects of debriefing session (Neill and Wotton, 2011) as 

well as linking the simulation purpose with the desired learning outcomes (Bonnell & Hober, 
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2016). Although the facilitator in this study has many years of experience, Fey and Jenkins 

(2016) discovered in their national debriefing survey that continued assessment is important 

to ensure simulations are based on best practice guidelines.  It would be beneficial to 

determine whether the debriefing skills of the facilitator affected students self-reported 

communication skills, reflection practices, or anxiety. 

   This study focused on the student outcomes of reflection and communication as well as 

levels of anxiety. The importance of gathering data on learning outcomes are needed to 

improve best practice guidelines for learners (Rutherford-Hemming, Lioce, Kardong-Edgren, 

Jeffries & Sittner, 2016).  Continuing to study various simulation design elements in all 

aspects of simulation-based experiences will ensure that educators are utilizing best practices 

to promote optimal student lear 

Conclusion 

     Increased patient acuities and more demanding working conditions have necessitated that 

nursing schools better prepare our nursing students. Simulation has become a cornerstone 

within nursing education that provides an experiential learning experience, asking students to 

play an active role in their learning. The debriefing session that accompanies simulations 

allows for students to evaluate and reflect on their performances, thereby bringing new 

learned behaviors and understanding to the clinical areas. Best practices for debriefing and 

the use of videos continue to be sought and explored. 

     This research study enriched the body of knowledge within simulation and debriefing.  

Findings support other studies that have demonstrated that video does not add any statistical 

significance compared to debriefing or no video.  In fact, in using the DES scale, results 
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showed that the scores increased after debriefing than after watching the video.  Statistical 

significance was demonstrated within groups however the study was underpowered. 

Although several study limitations were present, the study can inform the use of video a few 

days after the simulation.  Many studies have previously focused on video review during the 

debriefing session. Further studies are warranted in this area as there very were few studies 

addressing this element.  

   In conclusion, the study provided new insights that are useful to further incorporate video 

within debriefing methods as well as other avenues of research.  

 

 

 

 

 

 

 

 

 

 

 

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               103 

 

 

                                          

References 

Adamson, K. A., Gubrud, P., Sideras, S., & Lasater, K. (2012). Assessing the reliability, 

validity, and use of the lasater clinical judgment rubric: Three approaches. The Journal 

of Nursing Education, 51(2), 66. doi:10.3928/01484834-20111130-03  

Adamson K, Kardong-Edgren S (2012). A method and Resources for assessing the reliability 

of simulation evaluation instruments. Nursing Education Perspectives [serial online] 

33,(5). P.334-339. Available from: CINAHL with Full Text, Ipswich, MA. Accessed 

June 24, 2016. 

Alinier, G., Hunt, B., Gordon, R., & Harwood, C. (2006). Effectiveness of intermediate‐    

fidelity simulation training technology in undergraduate nursing education. Journal of 

Advanced Nursing, 54(3), 359-369. doi: 10.1111/j.1365-2648.2006.03810.x 

Anderson, J. K., & Nelson, K. (2014). Patterns of Communication in High-Fidelity 

Simulation. Journal of Nursing Education, 54(1), 22-27. doi:10.3928/01484834- 

20141228-01 

Atkins, S., & Murphy, K. (1993). Reflection: a review of the literature. Journal of Advanced 

Nursing, 18(8), 1188-1192. doi:10.1046/j.1365-2648.1993.18081188.x 

Bannon, W. (2013). The 7 steps of data analysis: A manual for conducting a quantitative 

research study. New York: StatsWhisperer Press.  

Benner, P., Sutphen, M., Leonard & Day, L. (2010). Educating nurses: A call for a radical 

transformation. San Franscico: Jossey-Bass. 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               104 

 

 

                                          

Beischel, K. P. (2013). Variables affecting learning in a simulation experience. Western 

Journal of Nursing Research, 35(2), 226-247. doi:10.1177/0193945911408444 

Bland, A.J., Topping, A. & Wood. B. (2011). A concept analysis of simulation as a                                                                                                        

     learning strategy in the education of undergraduate nursing students. Nurse Education  

    Today, 31(7), 664-670. 

    doi: http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nedt.2010.10.013 

Blum, C., Borglund, S., & Parcells, D. (2010). High-fidelity nursing simulation: Impact  

     on student self-confidence and clinical competence. International Journal of Nursing  

     Education Scholarship, 7, Article 18.  

     Doi:  http://dx.doi.org.uml.idm.oclc.org/10.2202/1548-923X.2035 

Bonnel W. & Hober, C. (2016). Optimizing the reflective observer role in high-fidelity  

     patient simulation.  Journal of Nurs Educ. 55(6) 353-356. 

     doi: 10.3928/01484834-20160516-10 

Brimble, Mandy. (2008). Skills assessment using video analysis in a simulated  

     environment: An evaluation. Paediatric Nursing, 20(7), 26. Retrieved from:  

http://primopmtna01.hosted.exlibrisgroup.com/UMB:UManitoba:TN_medline18808054 

Bower, M., Cavanagh, M., Moloney, R.  & Dao, M. (2011). Developing communication 

competence using an online video reflection system: Pre-service teachers' experiences. 

Asia-Pacific Journal of Teacher Education, 39(4), p.311-326. 

doi:10.1080/1359866X.2011.614685  

http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nedt.2010.10.013
http://dx.doi.org.uml.idm.oclc.org/10.2202/1548-923X.2035


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               105 

 

 

                                          

Bulman, C., Lathlean, J., & Gobbi, M. (2012). The concept of reflection in nursing: 

Qualitative findings on student and teacher perspectives. Nurse Education Today, 32(5), 

e8-e13. doi:10.1016/j.nedt.2011.10.007 

Byrne, A. J., Sellen, A. J., Jones, J. G., Aitkenhead, A. R., Hussain, S., Gilder, F., & ...  

     Ribes, P. (2002). Effect of videotape feedback on anaesthetists' performance while     

     managing simulated anaesthetic crises: A multicentre study. Anaesthesia, 57(2), 176- 

     179. doi:10.1046/j.1365-2044.2002.02361.x 

Canadian Association of Schools of Nursing (2014). Simulation. Retrieved from: 

http://www.casn.ca/search.phtml?langue=anglais&q=simulation&submitSearchButton=+

Go%21+ 

Canadian Nursing Association (2013). Simulation: Building the future: an integrated for 

nursing human resources in Canada. Retrieved from the Canadian Nursing Association 

website: http://cna-aiic.ca/en/search-results?q=simulation 

Canadian Nurses' Association, University of Toronto Faculty of Nursing, & Canadian, E. L. 

(2004). Nurses and patient safety a discussion paper. Ottawa, Ont.: Canadian Nurses 

Association = Association des infirmières et infirmiers du Canada. Retrieved from: 

http://primopmtna01.hosted.exlibrisgroup.com/UMB:UManitoba:UMB_ALMA51680936

63000165 

Canadian Patient Safety Institute. (2014). Retrieved from:    

     http://www.patientsafetyinstitute.ca/en/NewsAlerts/News/Pages/Curriculum-review-

helps-to-understand-strengths-and-identify-gaps-in-safety-competencies.aspx 

http://www.casn.ca/search.phtml?langue=anglais&q=simulation&submitSearchButton=+Go%21
http://www.casn.ca/search.phtml?langue=anglais&q=simulation&submitSearchButton=+Go%21
http://cna-aiic.ca/en/search-results?q=simulation
http://www.patientsafetyinstitute.ca/en/NewsAlerts/News/Pages/Curriculum-review-helps-to-understand-strengths-and-identify-gaps-in-safety-competencies.aspx
http://www.patientsafetyinstitute.ca/en/NewsAlerts/News/Pages/Curriculum-review-helps-to-understand-strengths-and-identify-gaps-in-safety-competencies.aspx


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               106 

 

 

                                          

Cantrell, M. A. (2008). The importance of debriefing in clinical simulations. Clinical 

Simulation in Nursing, 4(2), e19-e23. doi: 10.1016/j.ecns.2008.06.006 

Cato, M. L., Lasater, K., & Peeples, A. I. (2009). Nursing students' self- assessment of their 

simulation experiences (report). Nursing Education Perspectives, 30(2), 105.  

 

Cazzell, M., & Anderson, M. (2016). The Impact of Critical Thinking on Clinical Judgment 

During Simulation With Senior Nursing Students. Nursing Education Perspectives, 37(2), 

83-90 8p. doi:10.5480/15-1553 

Chan, E. A. (2014). Cue- responding during simulated routine nursing care: A mixed method 

study. Nurse Education Today, doi:10.1016/j.nedt.2014.02.010  

Cheng, A., Eppich, W., Grant, V., Sherbino, J., Zendejas, B., & Cook, D. A. (2014).  

Debriefing for technology-enhanced simulation: a systematic review and meta-analysis. 

Medical Education, 48(7), 657-666. doi:10.1111/medu.12432 

Cheung, R. Y., & Au, T. K. (2011). Nursing students' anxiety and clinical performance. The 

Journal of Nursing Education, 50(5), 286. doi:10.3928/01484834-20110131-08  

Chirema, K. D. (2007). The use of reflective journals in the promotion of reflection and 

learning in post-registration nursing students. Nurse Education Today, 27(3), 192-202. 

doi: http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nedt.2006.04.007 

Chronister, C., & Brown, D. (2012). Comparison of Simulation Debriefing  

     Methods. Clinical Simulation in Nursing, 8(7), E281-E288.  

     doi:10.1016/j.ecns.2010.12.005 

http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nedt.2006.04.007
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.ecns.2010.12.005


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               107 

 

 

                                          

College of Registered Nurses of Manitoba (2015). Annual report 2015. Retrieved from  

     http://www.nln.org/docs/default-source/newsroom/nursing-education-   

     statistics/percentage-of-students-enrolled-in-nursing-programs-who-are-male-by- 

     program-type-2014.pdf?sfvrsn=2 

Connelly, L. M. (2013). Demographic Data in Research Studies. Medsurg Nursing,  

     22(4), 269-270.  

Conway, J. E. (1998). Evolution of the species ‘expert nurse’. An examination of the  

     practical knowledge held by expert nurses. Journal of Clinical Nursing, 7(1), 75-82.  

Cordeau, M.A.(2010).  The lived experience of clinical simulation of novice nursing  

     students.  International Journal for Human Caring.14 (2). 9–15. 

Couper, K., & Perkins, G. (2013). Debriefing after resuscitation. Current Opinion in          

Critical Care, 19(3), 188-94. doi: 10.1097/MCC.0b013e32835f58aa 

Davis, S., Josephson, J., & Macy, R. (2012). Implementation of mental health simulations: 

Challenges and lessons learned. Clinical Simulation in Nursing. 9(5). e157–e162. 

http://dx.doi.org/10.1016/j.ecns.2011.11.011. 

Decker, S., Fey, M., Sideras, S., Caballero, S., Rockstraw, L. (R.), Boese, T., Franklin, A. E., 

… & Borum, J. C. (2013, June). Standards of Best Practice: Simulation Standard VI: The 

debriefing process. Clinical Simulation in Nursing, 9(6S), S27-S29. 

http://dx.doi.org/10.1016/j.ecns.2013.04.008 

 

 

 

http://www.nln.org/docs/default-source/newsroom/nursing-education-
http://dx.doi.org/10.1016/j.ecns.2011.11.011
http://dx.doi.org/10.1016/j.ecns.2013.04.008


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               108 

 

 

                                          

de Souza  Teixeira., C.G., Kusumota, L., Alves Pereira, M. C., Merizio, M. B., Pirani Gaioso, 

V., Mara Zamarioli, C., & Campos, d. C. (2014). Anxiety and performance of nursing 

students in regard to assessment via clinical simulations in the classroom versus filmed 

assessments. Investigación y Educación En Enfermería, 32(2), 270. doi:10.1590/S0120-

53072014000200010  

Dewey, J. (1909). How we think. Retrieved from : 

http://web.a.ebscohost.com.uml.idm.oclc.org/ehost/archiveviewer/archive?sid=09088ca3-

7284-4fdd-a7ac-

40d496117ccb%40sessionmgr4003&vid=3&hid=4104&bdata=JnNpdGU9ZWhvc3QtbGl

2ZQ%3d%3d#kw=true&acc=false&lpId=NA&ppId=divp0003&twPV=true&xOff=0&yO

ff=0&zm=fit&fs=null&rot=0&hid=4104&docMapOpen=true&pageMapOpen=true&AN=

43313770&db=h8h 

Doolen, J., Mariani, B., Atz, T., Horsley, T. L., O’Rourke, J., McAfee, K., & Cross, C.L.  

 

     (2016) High-fidelity simulation in undergraduate nursing education: A review of  

 

      simulation reviews. Clinical Simulation In Nursing ,12(7) , 290 – 302.  

 

      doi: http://dx.doi.org/10.1016/j.ecns.2016.01.009 

Dreifuerst, K.T. (2009). The essentials of debriefing in simulation learning: A concept 

analysis. Nursing Education Perspectives, 30(2), 109-114. Retrieved from: 

http://proxy2.lib.umanitoba.ca.uml.idm.oclc.org/login?url=http://search.ebscohost.com/lo

gin.aspx?direct=true&db=c8h&AN=2010258653&site=ehost-live 

Dreifuerst, K. (2015). Getting started with debriefing for meaningful learning. Clinical     

     Simulation in Nursing, 11(5), 268-275. doi:10.1016/j.ecns.2015.01.005  

http://web.a.ebscohost.com.uml.idm.oclc.org/ehost/archiveviewer/archive?sid=09088ca3-7284-4fdd-a7ac-40d496117ccb%40sessionmgr4003&vid=3&hid=4104&bdata=JnNpdGU9ZWhvc3QtbGl2ZQ%3d%3d#kw=true&acc=false&lpId=NA&ppId=divp0003&twPV=true&xOff=0&yOff=0&zm=fit&fs=null&rot=0&hid=4104&docMapOpen=true&pageMapOpen=true&AN=43313770&db=h8h
http://web.a.ebscohost.com.uml.idm.oclc.org/ehost/archiveviewer/archive?sid=09088ca3-7284-4fdd-a7ac-40d496117ccb%40sessionmgr4003&vid=3&hid=4104&bdata=JnNpdGU9ZWhvc3QtbGl2ZQ%3d%3d#kw=true&acc=false&lpId=NA&ppId=divp0003&twPV=true&xOff=0&yOff=0&zm=fit&fs=null&rot=0&hid=4104&docMapOpen=true&pageMapOpen=true&AN=43313770&db=h8h
http://web.a.ebscohost.com.uml.idm.oclc.org/ehost/archiveviewer/archive?sid=09088ca3-7284-4fdd-a7ac-40d496117ccb%40sessionmgr4003&vid=3&hid=4104&bdata=JnNpdGU9ZWhvc3QtbGl2ZQ%3d%3d#kw=true&acc=false&lpId=NA&ppId=divp0003&twPV=true&xOff=0&yOff=0&zm=fit&fs=null&rot=0&hid=4104&docMapOpen=true&pageMapOpen=true&AN=43313770&db=h8h
http://web.a.ebscohost.com.uml.idm.oclc.org/ehost/archiveviewer/archive?sid=09088ca3-7284-4fdd-a7ac-40d496117ccb%40sessionmgr4003&vid=3&hid=4104&bdata=JnNpdGU9ZWhvc3QtbGl2ZQ%3d%3d#kw=true&acc=false&lpId=NA&ppId=divp0003&twPV=true&xOff=0&yOff=0&zm=fit&fs=null&rot=0&hid=4104&docMapOpen=true&pageMapOpen=true&AN=43313770&db=h8h
http://web.a.ebscohost.com.uml.idm.oclc.org/ehost/archiveviewer/archive?sid=09088ca3-7284-4fdd-a7ac-40d496117ccb%40sessionmgr4003&vid=3&hid=4104&bdata=JnNpdGU9ZWhvc3QtbGl2ZQ%3d%3d#kw=true&acc=false&lpId=NA&ppId=divp0003&twPV=true&xOff=0&yOff=0&zm=fit&fs=null&rot=0&hid=4104&docMapOpen=true&pageMapOpen=true&AN=43313770&db=h8h
http://web.a.ebscohost.com.uml.idm.oclc.org/ehost/archiveviewer/archive?sid=09088ca3-7284-4fdd-a7ac-40d496117ccb%40sessionmgr4003&vid=3&hid=4104&bdata=JnNpdGU9ZWhvc3QtbGl2ZQ%3d%3d#kw=true&acc=false&lpId=NA&ppId=divp0003&twPV=true&xOff=0&yOff=0&zm=fit&fs=null&rot=0&hid=4104&docMapOpen=true&pageMapOpen=true&AN=43313770&db=h8h
http://dx.doi.org/10.1016/j.ecns.2016.01.009
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.ecns.2015.01.005


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               109 

 

 

                                          

Dreifuerst, K.T. & Decker, S.I. (2012). Debriefing: An essential component for learning  in 

simulation pedagogy. In Jeffries, P.R., (Ed). Simulation in nursing education: from 

conceptualization to evaluation (2
nd

 ed.). (pp. 105-129). New York: National League for 

Nursing. 

Dreifuerst, K.T., Horton-Deutsch, S.L. & Henao, H. (2014). Meaningful debriefing and       

    other approaches. In Jeffries, P.R. (Ed). Clinical simulations in nursing education:  

     Advanced concepts, trends and opportunities. (p.44-57). Baltimore: National League  

     for Nursing.  

Driscoll, R., Evans, G., Ramsey, G., Wheeler, S. (2009). Nursing students are highly test 

anxious.  Retrieved from: http://www.amtaa.org/res/nurses09.html 

Duffy, A. (2007). A concept analysis of reflective practice: determining its value to nurse. 

British Journal of Nursing16 (22), 1400-1407. 

Dufrene, C., & Young, A. (2014). Successful debriefing — Best methods to achieve  

     positive learning outcomes: A literature review. Nurse Education Today, 34(3), 372- 

     376. doi:10.1016/j.nedt.2013.06.026 

Dyck, J. M.,  Oliffe,  J., Phinney, A.  & Garrett, B. (2009). Nursing instructors’ and male   

     nursing students’   perceptions of undergraduate, classroom nursing education. Nurse  

     Education Today, 29(6), 649-653. 

Epp, S. (2008). The value of reflective journaling in undergraduate nursing education: A 

literature review. International Journal of Nursing Studies, 45(9), 1379-1388. 

doi:10.1016/j.ijnurstu.2008.01.006  



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               110 

 

 

                                          

Eva, K. & Regehr, G.  (2005). Self-assessment in the health professions: a reformulation and 

research agenda. Academic Medicine, 80, (10), pp. S46–S5 

Fanning, R. M., & Gaba, D. M. (2007). The role of debriefing in simulation- based learning. 

Simulation in Healthcare: Journal of the Society for Simulation in Healthcare, 2(2), 115. 

doi:10.1097/SIH.0b013e3180315539  

Fay-Hillier, T. M., Regan, R. V., & Gallagher Gordon, M. (2012). Communication and 

Patient Safety in Simulation for Mental Health Nursing Education. Issues in Mental 

Health Nursing, 33(11), 718-726. doi:10.3109/01612840.2012.709585 

Fey, M., & Jenkins, L. (2015). Debriefing Practices in Nursing Education Programs: Results 

from a National Study. Nursing Education Perspectives, 36(6), 361-6. doi: 

http://dx.doi.org.uml.idm.oclc.org/10.5480/14-1520  

Forneris, S. (2004). Exploring the attributes of critical thinking: a conceptual basis. 

International Journal of Nursing Education Scholarship, 1(1).  

Foronda, C., Gattamorta, K., Snowden, K., & Bauman, E.B. (2013). Use  of virtual clinical 

simulation to improve communication skills of baccalaureate  nursing students: A pilot 

study. Nurse Education Today, Nurse Education Today. doi:10.1016/j.nedt.2013.10.007 

Fowler, J. (2008). Experiential learning and its facilitation. Nurse Education Today,      

     28(4), 427-433. doi:10.1016/j.nedt.2007.07.007 

Franklin, A. E., Boese, T., Gloe, D., Lioce, L., Decker, S.,…..., &  Borum, J. C. (2013).  

      Standards of best practice: Simulation standard IV: Facilitation Clinical Simulation in  

      Nursing,9(6S), S19-S21. http://dx.doi.org/10.1016/j.ecns.2013.04.011 

http://dx.doi.org.uml.idm.oclc.org/10.5480/14-1520
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nedt.2013.10.007
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nedt.2007.07.007


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               111 

 

 

                                          

Freshwater, D. , Taylor, B.J. & Sherwood, G. (2008). Reflective practice in Nursing. West 

Sussex: Blackwell Publishing. 

Friere Institut (2016). Concepts used by Paulo Friere. Retrieved from 

http://www.freire.org/paulo-freire/concepts-used-by-paulo-freire 

Gardner, R. (2013). Introduction to debriefing. Seminars in perinatology, 37(3),166-74.  

 doi: 10.1053/j.semperi.2013.02.008. 

Goode, C. J. & Williams, C. (2004). Post-baccalaureate nurse residency program. The   

      Journal of Nursing Administration., 34(2), 71-77. 

Gordon, C., & Buckley, T. (2009). The effect of high-fidelity simulation training on  

      medical-surgical graduate nurses' perceived ability to respond to patient clinical  

     emergencies. Journal of Continuing Education in Nursing, 40(11), 491-8. 

     doi:10.3928/00220124-20091023-06.  

Gore, T., Hunt, C. W., Parker, F., & Raines, K. H. (2011). The effects of simulated clinical 

experiences on anxiety: Nursing students' perspectives. Clinical Simulation in Nursing, 

7(5), e175-e180. doi:10.1016/j.ecns.2010.02.001 

Gore, T., Van Gele, P., Ravert, P., & Mabire, C.. (2012). A 2010 survey of the INACSL 

membership about simulation use. Clinical Simulation in Nursing, 8(4), E125-E133. 

doi:10.1016/j.ecns.2012.01.002 

http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.ecns.2012.01.002


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               112 

 

 

                                          

Gosselin, Holland, Mulcahy, Williamson, & Widacki. (2016). Music for Anxiety Reduction 

and Performance Enhancement in Nursing Simulation. Clinical Simulation in Nursing, 

12(1), 16-23.  doi:10.1016/j.ecns.2015.12.002 

Grant, J. S., Dawkins, D., Molhook, L., Keltner, N. L., & Vance, D. E. (2014).  

      Comparing the effectiveness of video-assisted oral debriefing and oral debriefing  

      alone on behaviors by undergraduate nursing students during high-fidelity simulation.  

     Nurse Education in Practice, 14(5), 479-484. doi:10.1016/j.nepr.2014.05.003 

Grant, J. S., Moss, J., Epps, C., & Watts, P. (2010). Using video-facilitated feedback to  

     improve student performance following high-fidelity simulation. Clinical Simulation in 

Nursing, 6(5), e177-84. doi:10.1016/j.ecns.2009.09.001 

Greiner, A. C. & Knebel, E.  (2003). Committee on the Health Professions Education 

Summit (Ed.), Health professions education: A bridge to quality. Washington, DC, USA: 

Washington, DC, USA National Academies Press. Retrieved from: 

http://www.ncbi.nlm.nih.gov/books/NBK221528/ 

Grossman, P., & McDonald, M. (2008). Back to the future: Directions for research in 

teaching and teacher education. American Educational Research Journal, 45(1), 184-205. 

doi:10.3102/0002831207312906  

Gubrud-Howe, P.M. (2008) Development of clinical judgment in nursing students: A 

learning framework to use in designing and implementing simulated learning experiences 

(Doctoral dissertation). Retrieved from: http://search.proquest.com/docview/304498444  

http://dx.doi.org.uml.idm.oclc.org/10.1016/j.ecns.2015.12.002


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               113 

 

 

                                          

Ha, E. (2014). Attitudes toward video-assisted debriefing after simulation in undergraduate 

nursing students: An application of Q methodology. Nurse Education Today, 34(6), 978-

984. doi:10.1016/j.nedt.2014.01.003 

 Hamilton, N.A., Kieninger, A.N., Woodhouse, J., Freeman B.D., Murray, D. & 

Klingensmith, M.E. (2012). Video review using a reliable evaluation metric improves 

team function in high-fidelity simulated trauma resuscitation. Journal of Surgical 

Education, 69(3), 428-31. doi: 10.1016/j.jsurg.2011.09.009. 

Hammoud, M. M., Morgan, H. K., Edwards, M. E., Lyon, J. A., & White, C. (2012). Is video 

review of patient encounters an effective tool for medical student learning? A review of 

the literature.(report). Advances in medical education and practice, 3(12), 19-30. doi: 

10.2147/AMEP.S20219 

Happell, B., Platania-Phung, C., Harris, S., & Bradshaw, J. (2014). It's the anxiety: 

Facilitators and inhibitors to nursing students career interests in mental health nursing. 

Issues in Mental Health Nursing,35, (1), 50-57. doi:10.3109/01612840.2013.837123 

Harder, N. (2010).  Use of simulation in teaching and learning in health sciences: a 

systematic review. The Journal of Nursing Education, 49(1), pp.23-8. doi:  

10.3928/01484834- 20090828-08 

Harris, A. D., McGregor, J. C., Perencevich, E. N., Furuno, J. P., Zhu, J., Peterson, D. E., & 

Finkelstein, J. (2006). The use and interpretation of quasi-experimental studies in medical 

informatics. Journal of the American Medical Informatics Association : JAMIA, 13(1), 

16–23. http://doi.org/10.1197/jamia.M1749 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kieninger%20AN%5BAuthor%5D&cauthor=true&cauthor_uid=22483149
http://www.ncbi.nlm.nih.gov/pubmed/?term=Woodhouse%20J%5BAuthor%5D&cauthor=true&cauthor_uid=22483149
http://www.ncbi.nlm.nih.gov/pubmed/?term=Freeman%20BD%5BAuthor%5D&cauthor=true&cauthor_uid=22483149
http://www.ncbi.nlm.nih.gov/pubmed/?term=Murray%20D%5BAuthor%5D&cauthor=true&cauthor_uid=22483149
http://www.ncbi.nlm.nih.gov/pubmed/?term=Klingensmith%20ME%5BAuthor%5D&cauthor=true&cauthor_uid=22483149


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               114 

 

 

                                          

Hayden, J. K., Smiley, R.A., Alexander, M., Kardong-Edgren, S. & Jeffries, P.R. (2014).The 

NCSBN national simulation study: A longitudinal, randomized, controlled study replacing 

clinical hours with simulation in prelicensure nursing education. Journal of Nursing 

Regulation 5(2), S1-S41.  

Herm, S.M., Scott, K.A. & Copley, D.M. (2007). “Sim”sational revelations. Clinical 

    Simulation in Nursing Education, 3(1), e25-e30. 

    doi: http://dx.doi.org/10.1016/j.ecns.2009.05.036 

Hollenbach, Pamela. (2016). Simulation and its effect on anxiety in baccalaureate nursing  

     students. Nursing Education Perspectives. 37(1). p45. 

     doi: http://dx.doi.org.uml.idm.oclc.org/10.5480/13-1279 

 

Horton-Deutsch, S., & Sherwood, G. (2008). Reflection: an educational strategy to develop 

emotionally-competent nurse leaders. Journal of Nursing Management, 16(8), 946-954. 

doi:10.1111/j.1365-2834.2008.00957.x 

Hutchinson, T. L., & Janiszewski Goodin, H. (2013). Nursing student anxiety as a context for 

teaching/ learning. Journal of Holistic Nursing, 31(1), 19-24. 

doi:10.1177/0898010112462067  

Hyland, J., & Hawkins, M. (2009). High-fidelity human simulation in nursing education: a 

review of literature and guide for implementation. Teaching & Learning in Nursing, 4(1), 

14-21. doi:10.1016/j.teln.2008.07.004 

http://dx.doi.org/10.1016/j.ecns.2009.05.036
http://go.galegroup.com.uml.idm.oclc.org/ps/aboutJournal.do?pubDate=120160101&rcDocId=GALE%7CA449544057&actionString=DO_DISPLAY_ABOUT_PAGE&inPS=true&prodId=HRCA&userGroupName=univmanitoba&resultClickType=AboutThisPublication&contentModuleId=HRCA&searchType=&docId=GALE%7C0MJH
http://dx.doi.org.uml.idm.oclc.org/10.5480/13-1279


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               115 

 

 

                                          

International Nursing Association for Clinical Simulation and Nursing (2015). Standards of 

best practice: Simulation
SM

. Clinical Simulation in Nursing, 9(6S). p.S3-S32.  

Issenberg, S.B,  Ringstead, C.,Ostergaard, D., & Dieckman, P. (2011). Setting a research 

agenda for simulation –based healthcare education:  A synthesis of the outcome from an 

Ulstein style meeting. Sim Healthcare, 6 (3), 155-167. doi: 

10.1097/SIH.0b013e182207c24 

Jeffries, P.R. (2012).  Simulation in nursing education: from conceptualization to evaluation 

(2
nd

 ed.). New York: National League for Nursing. 

Jeffries, P.R. (2014). Clinical simulations in nursing education: Advanced concepts, trends 

and opportunities. Baltimore: National League for Nursing. 

Jensen, R. (2013). Clinical reasoning during simulation: Comparison of student and faculty 

ratings. Nurse Education in Practice, 13(1), 23-28. 

doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nepr.2012.07.001  

Jiang, C., Zhao, Y., Chen, Z., Chen, S., & Yang, X. (2010). Improving cardiopulmonary 

resuscitation in the emergency department by real-time video recording and regular 

feedback learning. Resuscitation, 81(12), 1664-1669. 

doi:10.1016/j.resuscitation.2010.06.023 

Joint Commission on Accreditation of Healthcare Organizations (2015). Retrieved from:   

http://www.jointcommission.org/Sentinel_Event_Statistics/ 

http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nepr.2012.07.001
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.resuscitation.2010.06.023


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               116 

 

 

                                          

Kameg, K., Howard, V., Clochesy, J., Mitchell, A., & Suresky, J. (2010). The impact of high 

fidelity human simulation on self-efficacy of communication skills. Issues in Mental 

Health Nursing, 2010, 31(5), p. 315-323.  doi: 10.3109/01612840903420331 

Kameg, K. M., Szpak, J. L., Cline, T. W., & Mcdermott, D. S. (2014). Utilization of 

standardized patients to decrease nursing student anxiety. Clinical Simulation in Nursing, 

10(11), 567-573. doi:10.1016/j.ecns.2014.09.006  

Kardong-Edgren, S., Adamson, K. A., &  Fitzgerald, C. (2010). A review of currently 

published evaluation instruments for human patient simulation. Clinical Simulation in 

Nursing, 6(1), e25-e35. doi:10.1016/j.ecns.2009.08.004  

Kaufman, K. A. (2012). Findings from the annual survey of schools of nursing academic year 

2010-2011. Nursing Education Perspectives, 33(4), 281-282 2p.  

Khalaila, R. (2014). Simulation in nursing education: An evaluation of students' outcomes at 

their first clinical practice combined with simulations. Nurse Education Today, 34(2), 

252-258. doi:10.1016/j.nedt.2013.08.015  

Kinsella, E. A. (2010). Professional knowledge and the epistemology of reflective practice. 

Nursing Philosophy, 11(1), 3-14. doi: 10.1111/j.1466-769X.2009.00428.x  

Kolb, D. (1984). Experiential learning, an experience as the source of learning and 

development (2
nd

 ed.). New Jersey: Prentice Hall.  

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               117 

 

 

                                          

Kolb, D.A. and Kolb, A. Y. (2008). Experiential learning theory: A dynamic, holistic 

approach to management learning, education and development. Retrieved from the 

Weatherhead School of Management website: 

https://www.google.ca/?gfe_rd=cr&ei=7qIOVr2PFaiV8QeUrZGoCg&gws_rd=ssl#q=Kol

b+and+Kolb+2008 

Krogh, K., Bearman, M. & Nestel, D. (2015). Expert practice of video-assisted debriefing: 

An Australian qualitative study. Clinical Simulation in Nursing, 11(3), 180-187. 

doi:10.1016/j.ecns.2015.01.003 

Kuiper, R., Heinrich, C., Matthias, A., Graham, M., & Bell-Kotwall, L. (2008).   Debriefing 

with the OPT Model of Clinical Reasoning during high fidelity patient simulation. 

International Journal of Nursing Education Scholarship, 5(1), 1-13. 

Kurzweil, Z. E. (1967). Anxiety and education. British Journal of Educational Studies, 15(2), 

174-187. doi:10.1080/00071005.1967.9973185  

Larson, J., Franzén-Dahlin, Å., Billing, E., Murray, V., & Wredling, R. (2005). Spouse's life 

situation after partner's stroke event: psychometric testing of a questionnaire. Journal of 

Advanced Nursing, 52(3), p.300-306. doi:10.1111/j.1365-2648.2005.03590.x 

Lasater, K. (2007). High-fidelity simulation and the development of clinical judgment: 

Students' experiences. The Journal of Nursing Education, 46(6), 269-76. 

Lasater, K. & Nielson, A. (2009). The influence of concept-based learning activities on 

students’ clinical judgment development.  Journal of Nursing Education, 48(1), 441-446. 

doi: 10.3928/01484834-20090518.04 

https://www.google.ca/?gfe_rd=cr&ei=7qIOVr2PFaiV8QeUrZGoCg&gws_rd=ssl#q=Kolb+and+Kolb+2008
https://www.google.ca/?gfe_rd=cr&ei=7qIOVr2PFaiV8QeUrZGoCg&gws_rd=ssl#q=Kolb+and+Kolb+2008
http://dx.doi.org.uml.idm.oclc.org/10.1016/j.ecns.2015.01.003


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               118 

 

 

                                          

Lee, H., Park, J. Kim, S. & Han. J. (2016). Cortisol as a predictor of simulation-based   

     educational outcomes in senior nursing students: A pilot study. Clinical Simulation in   

     Nursing, 2016, 12(2), 44-48. doi: 10.1016/j.ecns.2015.12.008  

Lestander, Ö., Lehto, N., & Engström, Å. (2016). Nursing students' perceptions of  

     learning after high fidelity simulation: Effects of a three-step post-simulation  

      reflection model. Nurse Education Today, 40, 219-224.   

      doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nedt.2016.03.011 

Levett-Jones, T., & Lapkin, S. (2014). A systematic review of the effectiveness of simulation 

debriefing in health professional education. Nurse Education Today, 34(6), e58-63. 

doi:10.1016/j.nedt.2013.09.020 

Lioce L., Meakim C. H., Fey, M. K., Chmil J. V., Mariani B., & Alinier G. (2015, June).    

Standards of best practice: Simulation standard IX: simulation design. Clinical Simulation 

in Nursing, 11(6), 309-315.  http://dx.doi.org/10.1016/j.ecns.2015.03.005 

Mahlmeister, L. (2005). Legal issues and risk management. Preventing adverse perinatal  

     outcomes through effective communication: lessons learned. Journal of Perinatal &  

     Neonatal Nursing, 19(4), 295-297 3p.  

Mann, K., Gordon, J., & MacLeod, A. (2009). Reflection and reflective practice in health 

professions education: A systematic review. Advances in Health Sciences Education, 

14(4), 595-621. doi:10.1007/s10459-007-9090-2  

Mariani, B. & Doolen. J. (2016). Nursing simulation research: What are the perceived   

     gaps?  Clinical Simulation in Nursing, 12(1), 30-36. doi:10.1016/j.ecns.2015.11.004 

http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nedt.2016.03.011
http://dx.doi.org/10.1016/j.ecns.2015.03.005
http://dx.doi.org.uml.idm.oclc.org/10.1016/j.ecns.2015.11.004


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               119 

 

 

                                          

McAllister, M., Levett-Jones, T., Downer, T., Harrison, P., Harvey, T., Reid-Searl, K., &      

... Calleja, P. (2013). Snapshots of simulation: Creative strategies used by Australian 

educators to enhance simulation learning experiences for nursing students. Nurse 

Education in Practice, 13(6), 567-572. doi:10.1016/j.nepr.2013.04.010 

McCorry, L.K. & Mason, J. (2011). Communication skills for the healthcare professional. 

Baltimore: Lippincott Williams & Wilkins.  

McDaid, E. (2009). Full-time commitment. Nursing Standard, 23(43), 61.  

McKenna, L., Innes, K., French, J., Streitberg, S., & Gilmour, C. (2011). Is history taking a 

dying skill? An exploration using a simulated learning environment. Nurse Education in 

Practice, 11(4), 234-238. doi:10.1016/j.nepr.2010.11.009 

Mckinley, R. K., Fraser, R. C., & Baker, R. (2001). Model for directly assessing and 

improving clinical competence and performance in revalidation of clinicians. BMJ, 

322(7288), p.712. doi:10.1136/bmj.322.7288.712  

Meakim, C., Boese, T., Decker, S., Franklin, A. E., Gloe, D., Lioce, L., Sando, C. R., & 

Borum, J. C. (2013). Standards of best practice: Simulation 
SM

  Standard I:Terminology. 

Clinical Simulation in Nursing, 9(6S), S3- 

S11.http://dx.doi.org/10.1016/j.ecns.2013.04.001 

Megel, M. E., Bailey, C., Schnell, A., Whiteaker, D., & Vogel, A. (2013). High-fidelity 

simulation: How are we using the videos? Clinical simulation in Nursing, 9(8), e305-

e310. doi:10.1016/j.ecns.2012.04.003  

http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nepr.2010.11.009
http://dx.doi.org/10.1016/j.ecns.2013.04.001


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               120 

 

 

                                          

Melo, K., Williams, B., & Ross, C. (2010). The impact of nursing curricula on clinical 

practice anxiety. Nurse Education Today, 30(8), 773-778. doi:10.1016/j.nedt.2010.02.006 

Mezirow, J. (1991). Fostering critical reflection in adulthood: A guide to transformative and 

emancipatory learning. San Francisco: Jossey-Bass Publishers.  

Mitchell, A. M., Sakraida, T. J., & Kameg, K. (2003). Critical incident stress debriefing: 

Implications for best practice. Disaster Management & Response, 1(2), 46-51. 

doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/S1540-2487(03)00008-7  

Moscaritolo, L. M. (2009). Interventional strategies to decrease nursing student anxiety in the 

clinical learning environment. The Journal of Nursing Education, 48(1), 17.  

Mullan, B.A., & Kothe, E.J. (2010). Evaluating a nursing communication skills training 

course: The relationships between self-rated ability, satisfaction, and actual performance. 

Nurse Education in Practice, 10(6), 374-378. doi:10.1016/j.nepr.2010.05.007 

Murphy, J. (2004). Using focused reflection and articulation to promote clinical reasoning: 

An evidence-based teaching strategy. Nursing Education Perspectives, 25(5), 226-31. 

Neill, M. A., & Wotton, K. (2011). High-fidelity simulation debriefing in nursing  

     education: A literature review. Clinical Simulation in Nursing, 7(5), E161-E168.     

     doi: 10.1016/j.ecns.2011.02.001 

Nielsen, B., & Harder, N. (2013). Causes of student anxiety during simulation: What the 

literature says. Clinical Simulation in Nursing, 9(11), e507-12. 

doi:10.1016/j.ecns.2013.03.003 

http://dx.doi.org.uml.idm.oclc.org/10.1016/S1540-2487(03)00008-7
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nepr.2010.05.007


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               121 

 

 

                                          

Najjar, R. H., Lyman, B., & Miehl, N. (2015). Nursing students’ experiences with high- 

fidelity simulation. International Journal of Nursing Education Scholarship, 12(1) 

doi:10.1515/ijnes-2015-0010  

Norman, J. (2012). Systematic review of the literature on simulation in nursing education. 

The ABNF Journal: Official journal of the association of black nursing faculty in higher 

education, 23(2), 24-8. 

O'Donnell, J. M., Decker, S., Howard, V., Levett-Jones, T., & Miller, C. W. (2014). 

NLN/Jeffries simulation framework state of the science project: Simulation learning 

outcomes. Clinical Simulation in Nursing, 10(7), 373-382. 

doi:http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.ecns.2014.06.004  

Oh, P., Jeon, K. D., & Koh, M. S. (2015). The effects of simulation-based learning using 

standardized patients in nursing students: A meta-analysis. Nurse Education Today, 35(5), 

e6-e15. doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nedt.2015.01.019. 

O'Hagan, S., Manias, E., Elder, C., Pill, J., Woodward-Kron, R., McNamara, T., & ...    

     McColl, G. (2013). What counts as effective communication in nursing? Evidence  

     from nurse educators' and clinicians' feedback on nurse interactions with simulated  

     patients. Journal of Advanced Nursing, 70(6), 1344-1355. doi:10.1111/jan.12296 

Olson, S. L. (2013). Debriefing after high-fidelity simulation and knowledge retention: A  

       quasi-experimental study (Order No. 3596218). Available from ProQuest  

       Dissertations & Theses A&I. (1447250482). Retrieved from  

      http://search.proquest.com/docview/1447250482?accountid=14569 

http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.ecns.2014.06.004
http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nedt.2015.01.019
http://search.proquest.com/docview/1447250482?accountid=14569


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               122 

 

 

                                          

O’ Shea, E.R., Pagano, M., Campbell, S. H. & Caso, G. (2013). A descriptive analysis of 

nursing student communication behaviors. Clinical Simulation in Nursing, 9(1), e5-e12. 

doi: http://dx.doi.org/10.1016/j.ecns.2011.05.013   

Page-Cutrara, K. (2014). Use of prebriefing in nursing simulation: A literature review. 

Journal of nursing education, 53(3): 136-141. doi: 10.3928/01484834-20140211-07 

Partin, J. L., Payne, T. A., & Slemmons, M. F. (2011). Students' perceptions of their learning 

experiences using high-fidelity simulation to teach concepts relative to obstetrics. Nursing 

Education Perspectives, 32(3), 186-188. doi:10.5480/1536-5026- 32.3.186 

Pearson, M. & Smith, D. (1986). Debriefing in experience-based learning. Simulation/Games 

for Learning, 16(4), 155–172. 

Peterson, E.B., Calhoun, A.W., & Rider, E.A. (2014). The reliability of a modified 

Kalamazoo Consensus Statement Checklist for assessing the communication skills of 

multidisciplinary clinicians in the simulated environment. Patient Education and 

Counseling, 96(3), 411-418.doi:10.1016/j.pec.2014.07.013 

Polit, D. F. & Beck, C. T., (2004). Nursing research: Principles and methods (7
th

 ed.).       

      Philadelphia: Lippincott Williams & Wilkins.  

Polit, D.F. & Beck C. T. (2011). Nursing research: Generating and assessing evidence  

      for nursing practice (9
th

 ed.).  Philadelphia: Wolters Kluwer Health/Lippincott  

      Williams & Wilkins. 

Rachman, S. (2004). Anxiety (2
nd

 ed.). New York, NY: Psychology Press.  

http://dx.doi.org/10.1016/j.ecns.2011.05.013
http://www.healio.com.uml.idm.oclc.org/nursing/journals/jne/2014-3-53-3
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.pec.2014.07.013


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               123 

 

 

                                          

Raemer, D., Anderson, M., Cheng, A., Fanning, R., Nadkarni, V., & Savoldelli, G. (2011). 

Research regarding debriefing as part of the learning process. Simulation in Healthcare: 

Journal of the Society for Simulation in Healthcare, 6 Suppl, S52. 

doi:10.1097/SIH.0b013e31822724d0 

Reed, S. J. (2012). Debriefing experience scale: Development of a tool to evaluate the 

student learning experience in debriefing. Clinical Simulation in Nursing, 8(6), e211-

e217. doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/j.ecns.2011.11.002 

Reed, S. (2015). Written debriefing: Evaluating the impact of the addition of a written 

component when debriefing simulations. Nurse Education in Practice, 15(6), 543-548. 

doi:10.1016/j.nepr.2015.07.011 

Reed, S. J., Andrews, C. M., & Ravert, P. (2013). Debriefing Simulations: Comparison of     

      debriefing with video and debriefing alone. Clinical Simulation in Nursing, 9(12),  

      e585-91. doi:10.1016/j.ecns.2013.05.007 

Rogers. R. R. (2001). Reflection in higher education: A concept analysis. Innovative Higher 

Education 26(1), p.37-57. doi: 10.1023/A:1010986404527 

Rosenzweig, M., Hravnak, M., Magdic, K., Beach, M., Clifton, M., & Arnold, R. (2008). 

Patient communication simulation laboratory for students in an acute care nurse 

practitioner program. American Journal of Critical Care: An Official Publication, 

American Association of Critical-Care Nurses, 17(4), 364-72. 

http://dx.doi.org.uml.idm.oclc.org/10.1016/j.ecns.2011.11.002
http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nepr.2015.07.011


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               124 

 

 

                                          

Rudolph J.W., Simon R., Raemer D.B., Eppich W.J (2008). Debriefing as formative 

assessment: closing performance gaps in medical education. Acad emerg med. 15(11). 

1010–1016. doi: 10.1111/j.1553-2712.2008.00248.x 

Rutherford-Hemming, T., Lioce, L., Kardong-Edgren, S. “., Jeffries, P. R., & Sittner, B. 

(2016). After the national council of state boards of nursing simulation Study—

Recommendations and next steps. Clinical Simulation in Nursing, 12(1), 2-7. 

doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/j.ecns.2015.10.010 

Savoldelli, G., Naik, V., Park, J., Joo, H., Chow, R., & Hamstra, S. (2006). Value of   

debriefing during simulated crisis management: Oral versus video-assisted oral feedback. 

Anesthesiology, 105(2), 279-85. 

Sawyer, T., Sierocka-Castaneda, A., Chan, D., Berg, B., Lustik, M., & Thompson, M.    

(2012). The effectiveness of video-assisted debriefing versus oral debriefing alone at 

improving neonatal resuscitation performance: A randomized trial. Simulation in 

Healthcare: Journal of the Society for Simulation in Healthcare, 7(4), 213-21. 

doi:10.1097/SIH.0b013e3182578eae 

Scanlan, J. M., Care, W. D., & Udod, S. (2002). Unravelling the unknowns of reflection in 

classroom teaching. Journal of Advanced Nursing, 38(2), 136-143. doi:10.1046/j.1365-

2648.2002.02157.x  

Scanlan, J. M., & Chernomas, W. M. (1997). Developing the reflective teacher. Journal  of 

Advanced Nursing, 25(6), 1138-1143. doi: 10.1046/j.1365- 2648.1997.19970251138. 

http://dx.doi.org.uml.idm.oclc.org/10.1016/j.ecns.2015.10.010


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               125 

 

 

                                          

Schön, D.A. (1983). The reflective practitioner: How professionals think in action. New 

York: Basic Books.  

Shellenbarger, T. &  Hagler, D. (2015). Clinical simulation. In Gaberson,K.H.,  Oermann, 

M.H. & Shellenbarger,T.  Clinical teaching strategies in nursing (4
th

 ed.).(p. 187-216). 

New York: Springer.  

Shin, H., Gi Park, C., & Shim, K. (2015). The Korean version of the Lasater clinical 

judgment rubric: A validation study. Nurse Education Today, 35(1), 68-72. 

doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nedt.2014.06.009 

Shinnick, M. A., Woo, M., Horwich, T. B., & Steadman, R. (2011). Debriefing: The most 

important component in simulation? Clinical Simulation in Nursing, 7(3), E105-E111. 

doi:10.1016/j.ecns.2010.11.005 

Shinnick, M. A., Woo, M. A., & Mentes, J. C. (2011). Human patient simulation: State of the 

science in prelicensure nursing education. Journal of Nursing Education, 50(2), 65-72. 

doi:10.3928/01484834-20101230-01 

Skrable, L., & Fitzsimons, V. (2014). Simulation in associate degree nursing education:   A 

literature review. Teaching & Learning in Nursing, 9(3), 120-125. 

doi:10.1016/j.teln.2014.03.001 

Spielberger, C.D., Gorsuch, R.L.,  Lushene, R.E.,  Vagg, P.R. & Jacobs G.A (1983). The 

state-trait anxiety inventory for adults manual.  Palo Alto: Mind Garden.  

 

http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nedt.2014.06.009


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               126 

 

 

                                          

Szpak, J. L., & Kameg, K. M. (2013). Simulation decreases nursing student anxiety prior to 

communication with mentally ill patients. Clinical Simulation in Nursing, 9(1),  

     e13-9. doi:10.1016/j.ecns.2011.07.003 

Swenty, C. F., & Eggleston, B. M. (2011). The evaluation of simulation in a baccalaureate 

nursing program. Clinical Simulation in Nursing, 7(5), e181-7. 

doi:10.1016/j.ecns.2010.02.006 

Tavakol, M., & Dennick, R. (2011). Making sense of Cronbach’s alpha. International 

Journal of Medical Education, 253-55. doi:10.5116/ijme.4dfb.8dfd 

Tashiro, J., Shimpuku, Y., Naruse, K., Maftuhah, M., & Matsutani, M. (2013). Concept 

analysis of reflection in nursing professional development. Melbourne, Australia: 

doi:10.1111/j.1742-7924.2012.00222.x 

Teherani, A., Hauer, K.E., & O'Sullivan, P. (2008). Can simulations measure empathy? 

Considerations on how to assess behavioral empathy via simulations. Patient Education 

and Counseling, 71(2), 148-152. doi:10.1016/j.pec.2008.01.003 

The four steps of Kolb’s cycle [Online Image]. Retrieved on August 23, 2016 from 

 

     https://en.wikipedia.org/wiki/File:The_Four_Steps_in_Kolb_Cycle.svg 

 

Thidemann, I. J., & Söderhamn, O. (2012). High-fidelity simulation among bachelor students 

in simulation groups and use of different roles. Nurse Education Today, 33(12), 1599-

1604. doi:10.1016/j.nedt.2012.12.004 

Tiffany, J., & Hoglund, B. A. (2014). Teaching/Learning in second life: Perspectives of 

future nurse-educators. Clinical Simulation in Nursing, 10(1), e19-24. 

doi:10.1016/j.ecns.2013.06.006 

https://en.wikipedia.org/wiki/File:The_Four_Steps_in_Kolb_Cycle.svg
http://dx.doi.org.proxy2.lib.umanitoba.ca/10.1016/j.nedt.2012.12.004


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               127 

 

 

                                          

Tosterud, R., Hedelin, B., & Hall-Lord, M. L. (2013). Nursing students' perceptions of high- 

and low-fidelity simulation used as learning methods. Nurse Education in Practice, 13(4), 

262-270. doi:10.1016/j.nepr.2013.02.002 

Tosterud, R.,  Petzäll, K., Hedelin, B. & Hall-Lord. M.L.(2014). Psychometric testing of the 

Norwegian version of the questionnaire, Student Satisfaction and Self-Confidence in 

Learning, used in simulation. Nurse Education in Practice, 14(6), 704-708. 

doi:10.1016/j.nepr.2014.10.004 

Tutticci, N., Lewis, P. A., & Coyer, F. (2016). Measuring third year undergraduate nursing 

students' reflective thinking skills and critical reflection self-efficacy following high 

fidelity simulation: A pilot study. Nurse Education in Practice, 18, 52-59. 

doi:http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nepr.2016.03.001 

Victor-Chmil, J. & Larew, C. (2013). Psychometric properties of the Lasater clinical  

judgment rubric. International journal of nursing education scholarship. 10(1), 45-52.  

doi:10.1515/ijnes-2012.0030 

Wang, E.E. (2011). Simulation and adult learning. Disease-A-Month, 57(11), 664 – 678. doi: 

10.1016/j.disamonth.2011.08.017. 

Wan Yim, I., Lui, M., H., Wai Tong, C., Lee, I., F., Lai Wah, L., & Lee, D., T. (2012). 

Promoting self-reflection in clinical practice among Chinese nursing undergraduates in 

Hong Kong. Contemporary Nurse: A Journal for the Australian Nursing Profession, 

41(2), 253-262. 

http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nepr.2014.10.004
http://dx.doi.org.uml.idm.oclc.org/10.1016/j.nepr.2016.03.001


VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               128 

 

 

                                          

Waxman, K.T. (2010). The development of evidence-based clinical simulation scenarios: 

Guidelines for nurse educators. Journal of Nursing Education, 49 (1). p.29-35. doi: 

10.3928/01484834-20090916-07 

Waznonis, A. (2015). Simulation debriefing practices in traditional baccalaureate nursing 

programs: National survey results. Clinical Simulation in Nursing, 11(2), 110-119.  

     doi:10.1016/j.ecns.2014.10.002 

Wessel, J., & Larin, H. (2006). Change in reflections of physiotherapy students over time in 

clinical placements. Learning In Health & Social Care, 5(3), 119-132. 

doi:10.1111/j.1473-6861.2006.00124.x 

Wickers, M. P. (2010). Establishing the climate for a successful debriefing. Clinical 

Simulation in Nursing, 6(3), e83-e86. doi:10.1016/j.ecns.2009.06.003  

Wood, M. & Ross-Kerr, J.C. (2011). Basic steps in planning nursing research: From 

question to proposal (7
th

 ed.). Mississauga: Jones and Bartlett.  

Zigmont, J. J., Kappus, L. J., & Sudikoff, S. N. (2011). Theoretical foundations of learning 

through simulation. Seminars in Perinatology, 35(2), 47-51. 

doi:10.1053/j.semperi.2011.01.002 

Université de Saint-Boniface (2016). Nursing student statistics 2014-2015.  Registrar’s  

     office. Unpublished raw data.  

 

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               129 

 

 

                                          

Appendix A 

 

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               130 

 

 

                                          

 

 

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               131 

 

 

                                          

 

 

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               132 

 

 

                                          

 

 

 

 



VIDEO-PLAYBACK AFTER DEBRIEFING                                                                                                               133 

 

 

                                          

Appendix B 

Demographic questionnaire 

 

1. Age ________ 

 

2. Gender (please check one): Female _____   Male ______ 

 

3. Prior education _________________________________________________________ 

Diploma____________________________ 

Degree_____________________________ 

 

4. Fulltime student ______ part time student__________ 

 

5. Role within the simulation 

Primary nurse________________________  

Secondary nurse_______________________ 
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Appendix C 

The Lasater Clinical Judgment Rubric 

Responding and Reflecting 

 

Effective 

RESPONDING 

  Exemplary Accomplished Developing 
 

Beginning 

involves:      

Calm, Confident 

Manner 

Assumes 

responsibility: 

Generally displays 

leadership and  

Is tentative in the 

leader’s role; 

Except in simple and 

routine 

 delegates team 

assignments, assess 

the client and 

reassures them and 

their families 

  confidence, and is able to 

  control/calm most    

  situations; may show  

  stress in particular   

  difficult or complex   

   situations 

  reassures clients/families 

   routine and relatively  

   simple situations, but   

   becomes stressed and   

   disorganized easily 

situations, is stressed 

and disorganized, lacks 

control,making clients 

and families 

anxious/less able to 

cooperate 

   

 

  

     

     

Clear Communication Communicates 

effectively; explains 

interventions; 

  calms/reassuresclients      

  and families; directs   

  and involves team   

  members, explaining   

  and giving directions;  

  checks for   

  understanding 

Generally communicates 

well; explains carefully to 

clinets, gives clear 

directions to team; could 

be more effective in 

establishing rapport.  

Shows some 

communication ability 

(e.g., giving directions); 

communication with 

clients/families/team 

members is only partly 

successful; displays 

caring but not 

competence 

Has difficulty 

communicating; 

explanations are 

confusing, 

directions are unclear or 

contradictory, and 

clients/families are 

made confused/anxious, 

not reassured 

    

    

    

    

    

     

Well-Planned 

Intervention/Flexibility 

Interventions are 

tailored for the 

Develops interventions 

based on 

Develops interventions 

based on 

Focuses on developing 

a single 

 individual client; 

monitors client 

relevant patient data; 

monitors 

the most obvious data; 

monitors 

intervention addressing 

a likely 

 progress closely and 
is able to 

progress regularly but 
does not 

progress, but is unable to 
make 

solution, but it may be 
vague, 

 adjust treatment as 

indicated by 

expect to have to change adjustments based on the 

patient 

confusing, and/or 

incomplete; 
 the client response treatments response some monitoring may 

occur 

Being Skillful Shows mastery of 

necessary nursing 

skills 

Displays proficiency in 

the use  of most nursing 

skills; could 

improve speed or accuracy 

Is hesitant or ineffective 

in utilizing nursing skills 

Is unable to select 

and/or perform the 

nursing skills 
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Effective 

REFLECTING 

Exemplar

y 

Accomplished Developing  Beginning 

involves:      

Evaluation/Self-

Analysis 

Independently 

evaluates/ analyzes 

personal clinical 

performance, noting 

decision 

points, elaborating 

alternatives 

and accurately 

evaluating 

choices against 

alternatives 

Evaluates/analyzes 

personal clinical 

performance with 

minimal prompting, 

primarily 

major events/decisions; 

key decision points are 

identified and alternatives 

are considered 

Even when prompted, 

briefly verbalizes the 

most obvious 

evaluations; has 

difficulty 

imagining alternative 

choices; is 

self-protective in 

evaluating personal 

choices 

Even prompted 

evaluations are brief, 

cursory, and not used to 

improve performance; 

justifies personal 

decisions/choices 

without evaluating them 

     

     

     

     

      

Commitment to 

Improvement 

Demonstrates 

commitment to 

ongoing 

improvement: reflects 

on and critically 

evaluates 

nursing experiences; 

accurately 

identifies 

strengths/weaknesses 

and develops specific 

plans to eliminate 

weaknesses 

Demonstrates a desire to 

improve nursing 

performance: 

reflects on and evaluates 

experiences; identifies 

strengths/weaknesses; 

could be more systematic 

in evaluating weaknesses 

Demonstrates awareness 

of the need for ongoing 

improvement 

and makes some effort 

to learn from experience 

and improve 

performance but tends to 

state the obvious, and 

needs external 

evaluation 

Appears uninterested in 

improving performance 

or unable to do so; 

rarely reflects; 

is uncritical of 

him/herself, or 

overly critical (given 

level of development); 

is unable to see flaws or 

need for improvement 
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Appendix E 

Debriefing Experience Scale- Measure 1 

Little is known about participants’ experience during debriefing following simulation. You can add to 

professional knowledge by giving your opinions. Please complete the survey below.  Your views are very 

valuable. There is no right or wrong answer. 

Your debriefing type(s)--Mark(x) all that apply:  

 ___ Discussion without videotape       ___Video-playback        

 Circle the number below that best reflects your opinion about your debriefing experience.       Rate each experience item based 

                                                                                                                                                                 on its importance to you.  

1 – Strongly disagree with the statement        4 – Agree with the statement                   1 –Not important         

2 – Disagree with the statement                      5 – Strongly Agree with the statement                   2- Somewhat  

3 – Undecided – you neither agree or disagree with the statement                                  3 -Neutral 

        NA—Not Applicable; the statement does not pertain to the debriefing                   4 -Important performed 

                                                                              5- Very important 

                                                                                                                                                                       

                                                                                                                                                                      

 

 

Strongl

y 

Disagre
e 

Disagree Undeci-

ded 
Agree 

Strongly 
Agree 

Not 
Appli-

cable 

NOT 
Import

-ant 

Some-

what 

Import
-ant 

Neutral 
Impor

t-ant 

V

E
R

Y 

I
m

p

or
t-

a

nt 
 

Analyzing Thoughts and Feelings 

1.  Debriefing helped me to analyze my thoughts 
1 2 3 4 5 NA 1 2 3 4 5 

2.  Debriefing reinforced aspects of the health care 

team’s behavior 
1 2 3 4 5 NA 1 2 3 4 5 

3.  The environment was physically comfortable to 

debrief. 
1 2 3 4 5 NA 1 2 3 4 5 

4.  Unsettled feelings from the simulation were 

resolved by debriefing.  
1 2 3 4 5 NA 1 2 3 4 5 

 

Learning and Making Connections 
           

5. Debriefing helped me to make connections in my 

learning 
1 2 3 4 5 NA 1 2 3 4 5 

6.  Debriefing was helpful in processing the simulation 

experience 
1 2 3 4 5 NA 1 2 3 4 5 

7.   Debriefing provided me with a learning 

opportunity 
1 2 3 4 5 NA 1 2 3 4 5 

8. Debriefing helped me to find meaning in the 

simulation   
1 2 3 4 5 NA 1 2 3 4 5 

9.  My questions from the simulation were answered 

by debriefing.  
1 2 3 4 5 NA 1 2 3 4 5 

10.  I became more aware of myself when  

debriefing.  
1 2 3 4 5 NA 1 2 3 4 5 
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Debriefing Experience Scale- Measure 2 

Little is known about participants’ experience during debriefing following simulation. You can add to professional 

knowledge by giving your opinions. Please complete the survey below.  Your views are very valuable. There is no 

right or wrong answer. 

Your debriefing type(s)--Mark(x) all that apply:  

 ___ Discussion without videotape       ___Video-playback         

 Circle the number below that best reflects your opinion about your debriefing experience.       Rate each experience item based 

                                                                                                                                                                 on its importance to you.  

1 – Strongly disagree with the statement        4 – Agree with the statement                   1 –Not important         

2 – Disagree with the statement                      5 – Strongly Agree with the statement                   2- Somewhat  

3 – Undecided – you neither agree or disagree with the statement                                  3 -Neutral 

        NA—Not Applicable; the statement does not pertain to the debriefing                   4 -Important performed 

                                                                              5- Very important 

                                                                                                                                                                       

                                                                                                                                                                      

 

 Strongl

y 

Disagr
ee 

Disagree Undeci

-ded 
Agree 

Strongly 
Agree 

Not 
Appli-

cable 

NOT 
Import

-ant 

Some-

what 

Import
-ant 

Neutral 
Impor

tant 

VE

R

Y 
Im

por

t-
ant 

 
Analyzing Thoughts and Feelings 
1.  Viewing my video helped me to analyze my 

thoughts 
1 2 3 4 5 NA 1 2 3 4 5 

2.  The video reinforced aspects of the health care 

team’s behavior 
1 2 3 4 5 NA 1 2 3 4 5 

3.  The environment was physically comfortable to 

view my video.  
1 2 3 4 5 NA 1 2 3 4 5 

4.  Unsettled feelings from the simulation were 

resolved by viewing my video.  
1 2 3 4 5 NA 1 2 3 4 5 

 

 

Learning and Making Connections 

           

5. Viewing my video helped me to make 

connections in my learning 
1 2 3 4 5 NA 1 2 3 4 5 

6.  Viewing my video was helpful in processing the 

simulation experience 
1 2 3 4 5 NA 1 2 3 4 5 

7.   Viewing my video provided me with a learning 

opportunity 
1 2 3 4 5 NA 1 2 3 4 5 

8. Viewing my video helped me to find meaning in 

the simulation   
1 2 3 4 5 NA 1 2 3 4 5 

9.  My questions from the simulation were answered 

by Viewing my video 
1 2 3 4 5 NA 1 2 3 4 5 

10.  I became more aware of myself when Viewing 

my video 
1 2 3 4 5 NA 1 2 3 4 5 
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For use by Darcelle Vigier only. Received from Mind Garden, Inc. on October 8, 2015 
 

 

SELF-EVALUATION QUESTIONNAIRE  
 
 

 
DIRECTIONS: 

 
A number of statements which people have used to describe themselves 

are given below. Read each statement and then blacken the appropriate 

circle to the right of the statement to indicate how you feel right now, that 

is, at this moment. There are no right or wrong answers. Do not spend too 

much time on any one statement but give the answer which seems to 

describe your present feelings best. 
 
 

 

 

1. I feel calm ........................................................................................................ ..... 1 2 3 4 

 

2. I feel secure ...................................................................................................... .... 1 2 3 4  

 

3. I am tense ............................................................................................................. 1 2 3 4  

 

 

SELF-EVALUATION QUESTIONNAIRE STAI Form Y-2   

 

Name___________________________________________________Date______ 

 

A number of statements which people have used to describe themselves are given below. Read each statement 

and then circle the appropriate number to the right of the statement to indicate how you generally feel. 

 

 

21. I feel pleasant .................................................................................................... 1 2 3 4  

 

22. I feel nervous and rest........................................................................................ 1 2 3 4 

STAIAD instrument © 1968, 1977 Charles D. Spielberger. All rights reserved in all media. Published by Mind 

Garden, Inc., www.mindgarden.com 

 

Please provide the following information:      

Name 

                                                

 Date           

Age  Gender (Circle)  M   F              
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Ethics approval from l’Université de Saint Boniface 
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