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Simulation- Make every moment 
count….

Time Matters…



HF MANIKIN-BASED
SIMULATION
• Why do we need Simulation?

– Kriz, Simulation and Gaming, 2010 : “…ineffective and even 
unethical” … to conduct a simulation without debriefing. 

– Savoldelli, et al, Anesthesiology, 2006: “…exposure to a 
simulation crisis without debriefing seems to offer little benefit 
to learners.” 

– Heukelom, et al, Simulation in Healthcare, 2010: “Studies 
have indicated…in the absence of structured feedback, no 
learning of clinically relevant parameters occurs.” 

– (Benner, Sutphen, Leonard, & Day, 2010; Jeffries, 2010; 
Rothgeb, 2008). Simulation provides a non-threatening life-
like environment where students practice psychomotor skills, 
clinical reasoning, problem solving, and working together as 
a team. It also helps bridge the gap between the classroom 
and clinical setting.



TYPES OF SIMULATION
• Task Trainers
• Manikin-based

– Low fidelity
– Medium
– High Fidelity

• Software or Video Based
• Virtual reality
• Standardized patients

– Student to Student



What are the most common ways 
we communicate?



The Communication Process

SENDER
(encodes)

RECEIVER
(decodes)

Barrier

Barrier

Medium

Feedback/Response



Presenter
Presentation Notes
When we see an iceberg, the portion which is visible above water is, in reality, only a small piece of a much larger whole. 
The reality, however, is that these are merely an external manifestation of the deeper and broader components of life and understanding-- the complex ideas and deeply-held preferences and priorities known as attitudes and values.



Clinical Reasoning vs Clinical 
Decision Making

• Scope of Clinical Reasoning vs Clinical 
Research

Presenter
Presentation Notes
Critical thinking clarifies goals, examines assumptions, uncovers hidden values, evaluates
evidence, accomplishes actions, and assesses conclusions. “ Critical ” as used in
“ critical thinking ” implies the importance or centrality of thinking to an issue, question,
or problem of concern. It does not mean “ disapproval ” or “ negative. ”

The main difference between clinical reasoning and critical thinking is purpose and control. Thinking
refers to any mental activity. It can be “ mindless, ” like when you ’ re daydreaming or doing
routine tasks like brushing your teeth. Critical thinking is controlled and purposeful,
using well-reasoned strategies to get the results you need.





3 Phases in Simulation
• Pre-briefing

– Adequate preparation and adequate understanding
– Orienting participants to the simulation laboratory and manikins 
– Providing ground rules and regulations
– Maintain psychologically safe & non-competitive environment ( Have 

a Safe Word/ Halt Word) ex Safety x3
– Discuss with participants the expectation that they will perform at 

their optimal effort
– Acknowledge that mistakes can happen
– Provide background information and rolls for scenario.
– Providing timeframe for participants to develop a plan (Rule of 8)

• 2 Long, 2 quick , 2 much ,2 direct = Let the students learn.



• SAFTEY/ SAFTEY/ SAFTEY

• SIMULATION BEGINS 

• SIMULATION ENDS

• PHONE CALL



• The Joint Commission Journal on Quality 
and Patient Safety

Presenter
Presentation Notes
The Joint Commission Journal on Quality and Patient Safety is a peer-reviewed publication dedicated to providing health professionals with the information they need to promote the quality and safety of health care. The Joint Commission Journal on Quality and Patient Safety invites original manuscripts on the development, adaptation, and/or implementation of innovative thinking, strategies, and practices in improving quality and safety in health care. Case studies, program or project reports, reports of new methodologies or new applications of methodologies, research studies on the effectiveness of improvement interventions, and commentaries on issues and practices are all considered. 

The topic of debriefing has been embedded in the simulation literature for 40 years
(Crookall, 2010). Although the literature review found numerous studies related to simulation,
scant research focused on debriefing was discovered. In fact, the simulation literature identified
debriefing research as lacking and recommends studies to be conducted on its benefits, design,
process, education, and evaluation (Decker, 2007; Garrett, MacPhee, & Jackson, 2010; Nehring
& Lashley, 2009; Neill & Wotton, 2011; Peters & Vissers, 2004; Wotton et al, 2010). More
recently, articles focused only on debriefing have been published.




Leadership in Simulation 

Presenter
Presentation Notes
During Simulation
Allow simulation scenario to progress without interruption 
Observing simulations 
Maintaining a constructivist instruction style 
Daniel Goleman, in his article “Leadership That Gets Results”,

Coercive leadership is the least effective in most situations. The leader’s extreme top-down decision making kills new ideas. People feel disrespected. Their sense of responsibility evaporates. Unable to act on their own initiative, they lose their sense of ownership and feel little accountability for their performance. The coercive style should be used only with extreme caution and in the few situations when it is absolutely imperative, such as during a turnaround or when a hostile takeover is looming.
The authoritative leader motivates people by making it clear to them how their work fits into a larger vision for the organization. When the leader gives performance feedback, the main criterion is whether or not that performance furthers the vision. The standards for success are clear to all. Authoritative leaders give people the freedom to innovate, experiment, and take calculated risks. The authoritative style tends to work well in many business situations but fails, when the team consists of experts or peers who are more experienced than the leader.
The affiliative leader strives to keep employees happy, to create harmony and to increase loyalty by building strong emotional bonds. Affiliative leaders give people the freedom to do their job in the way they think is most effective. Affiliative leaders are likely to take their direct reports out for a meal or a drink, to see how they’re doing. They will take out the time to celebrate a group accomplishment. They are natural relationship builders. The affiliative style is effective in many situations but it is particularly suitable when trying to build team harmony, increase morale, improve communication, or repair broken trust. One problem with the affiliative style is that because of its exclusive focus on praise, employees may perceive that mediocrity is tolerated. And because affiliative leaders rarely offer constructive advice on how to improve, employees must figure out how to do so on their own.
Democratic leaders increase flexibility and responsibility by letting workers themselves have a say in decisions that affect their goals and how they do their work. By listening to employees’ concerns, the democratic leaders learn what to do to keep morale high. People have a say in setting their goals and performance evaluation criteria. So they tend to be very realistic about what can and cannot be accomplished. But the democratic style can lead to endless meetings and postponement of crucial decisions in the hope that sufficient discussion and debate will eventually yield a great outcome. The democratic style does not make sense when employees are not competent or informed enough to offer sound advice. Such an approach also does not make sense during a crisis.
Pacesetting leaders set extremely high performance standards, are obsessive about doing things better and faster, and demand the same from everyone around them. If poor performers don’t rise to the occasion, these leaders do not hesitate to replace them with people who can. The pacesetter’s demands for excellence can overwhelm employees and their morale drops. Such leaders also give no feedback on how people are doing. They jump in to take over when they think people are lagging. When they leave, people feel directionless as they’re so used to “the expert” setting the rules.
Coaching leaders help employees identify their unique strengths and weaknesses and consider their personal and career aspirations. They encourage employees to establish long-term development goals and help them conceptualize a plan for attaining them. Coaching leaders excel at delegating, give employees challenging assignments, are willing to put up with short-term failure, and focus primarily on personal development. When employees know their boss watches them and cares about what they do, they feel free to experiment. People know what is expected of them and how their work fits into a larger vision or strategy. The coaching style works particularly well when employees are already aware of their weaknesses and would like to improve their performance. By contrast, the coaching style makes little sense when employees, for whatever reason, are resistant to learning or changing their ways. And it fails if the leader is inept at coaching.





Presenter
Presentation Notes
◦Diverging (concrete, reflective) - Emphasizes the innovative and imaginative approach to doing things. Views concrete situations from many perspectives and adapts by observation rather than by action. Interested in people and tends to be feeling-oriented. Likes such activities as cooperative groups and brainstorming.

◦Assimilating (abstract, reflective) - Pulls a number of different observations and thoughts into an integrated whole. Likes to reason inductively and create models and theories. Likes to design projects and experiments. 

◦Converging (abstract, active)- Emphasizes the practical application of ideas and solving problems. Likes decision-making, problem-solving, and the practicable application of ideas. Prefers technical problems over interpersonal issues. 

◦Accommodating (concrete, active) - Uses trial and error rather than thought and reflection. Good at adapting to changing circumstances; solves problems in an intuitive, trial-and-error manner, such as discovery learning. Also tends to be at ease with people.




So lets see if this really works?

Presenter
Presentation Notes
So this is the video presented to students as they enter towards any simulation experience 1st hand. This is similar to a prebrief as it exposes them to the authenticity of the simulation scenario. In some instances with a vraible amount of students, learning can be diverse due to different leadership styles.



• The Joint Commission Journal on Quality 
and Patient Safety

Presenter
Presentation Notes
The topic of debriefing has been embedded in the simulation literature for 40 years
(Crookall, 2010). Although the literature review found numerous studies related to simulation,
scant research focused on debriefing was discovered. In fact, the simulation literature identified
debriefing research as lacking and recommends studies to be conducted on its benefits, design,
process, education, and evaluation (Decker, 2007; Garrett, MacPhee, & Jackson, 2010; Nehring
& Lashley, 2009; Neill & Wotton, 2011; Peters & Vissers, 2004; Wotton et al, 2010). More
recently, articles focused only on debriefing have been published.



Sometimes Specific training is 
important after a critical incident 

followed by a debriefing:



The Value of Debriefing

• Debriefing is the 
most important 
feature of simulation 
based education

Thomas Nowicki, MD

Presenter
Presentation Notes
Despite the lack of literature centering on debriefing, the literature frequently identifies
debriefing as the most important part of the simulation (Childs & Sepples, 2006; Covington,
2006; Dismukes et al., 2006; Larew, Lessans, Spunt, Foster, &; Reese, Jeffries, & Engum, 2010;
Sanford, 2010; Waxman, 2010). Jeffries (2007) recognizes debriefing as the time when students
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and faculty look at what happened in the simulation and what learning took place. A great deal of
the literature on simulation identifies that debriefing is where the learning actually occurs
(Cantrell & Deloney, 2007; Dreifuerst, 2009; Galloway, 2009; Peters & Vissers, 2004; Petranek,
Cory, & Black, 1992; Rothgeb, 2008). The Nursing Education Simulation Framework designed
by Pamela Jeffries includes debriefing as a distinct characteristic in the simulation design
(Jeffries, 2007).



General/ Common Best Practices

• Best practices for debriefing 
– Concept description and analysis.
– Predominantly based on observation 
– Trial and error rather than outcome data

Rall, M., Manser, T., & Howard, S.K. (2000). Key elements of debriefing for simulator training.
European Journal of Anaesthesiology, 17(5), 516-517. doi: 10.1046/j.1365-
2346.2000.00724-1.x

Presenter
Presentation Notes
A thorough literature search found only five research studies
reporting on the importance, structure, and process of debriefing. These studies were set in the
nursing or medical realm. Rall, Manser, & Howard (2000) conducted a small study of 14

DEBRIEFING AFTER SIMULATION 12
European simulator centers in order to define the key elements of debriefing. They identified
debriefing as essential for a successful learning experience and the most important part, or the
“heart and soul”, of simulator training. Also recognized was that poorly performed debriefing
can produce negative consequences to the participants, such as misinformation, bad habits,
humiliation, and decreased motivation and involvement. Thus, training the instructors regarding
debriefing is imperative.



The Nursing Education Simulation 
Framework

• In 2005, Jeffries published “A Framework for 
Designing, Implementing, and Evaluating 
Simulations Used as Teaching Strategies in 
Nursing,” which described the major constructs 
that were proposed to be core to the design, 
implementation, and evaluation of the evolving 
methodology of simulation-based education. In 
2010, the NLN/Jeffries Simulation Framework 
(NLN/JSF) project was launched to review the 
current state of the science in support of the 
framework. 

• A panel of simulation experts was assembled to 
review the literature for each of the framework 
constructs. This report summarizes the findings 
for the Simulation Design Characteristics 
construct. 

• Within this construct, five key subcomponents 
are identified: objectives, fidelity, problem 
solving, student support, and debriefing

Jeffries, P. R. (Ed.). (2007). Simulation in nursing education: From conceptualization to
evaluation. New York: National League for Nursing.

Jeffries, P. (2010, October). The art of debriefing: How to conduct a guided reflection and its
importance. Presentation. Presented at the National League of Nursing Conference, Las
Vegas, Nevada
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http://www.inacsl.org/i4a/pages/index.cfm?pageID=3407 

http://www.inacsl.org/i4a/pages/index.cfm?pageID=3407
http://www.inacsl.org/i4a/pages/index.cfm?pageID=3407


Standard VII: Participant Assessment 
or Evaluation

Criterion 1: Formative Assessment

• Guideline: Formative feedback provides information 
for the purpose of improving performance and 
behaviors associated with the three domains of 
learning: cognitive (knowledge), affective (attitude), 
and psychomotor (skills).
– Guideline Statement: To help participants meet expected 

outcomes, formative assessment should be consistent, 
providing constructive feedback, such as coaching, cueing, 
prompting, or concept mapping.

pp S30-S32 Clinical Simulation in Nursing  Volume 9 Issue 6S

Presenter
Presentation Notes
Based on developmental objectives that are designed to
(1) meet participant outcomes, (2) provide feedback,
and (3) remedy errors in thinking and practice.
 Accommodating for participants who need extra
learning time.
Appropriate for the level of experience of the
participants.
 Specific to provide supplemental strategies for achieving
participant outcomes.
 Completed in a manner consistent with those described
in Standard VI.



Participant Assessment or Evaluation
Simulation for Nursing  Standard VII

• Criterion 2: Summative Evaluation
– Guideline: Summative evaluation focuses on 

measurement of outcomes or achievement of objectives.
• Guideline Statement: Summative evaluation of the participant’s 

performance or competence occurs at the end of a predetermined 
time period.

pp S30-S32  Clinical Simulation in Nursing  Volume 9  Issue 6S

Presenter
Presentation Notes
Previously tested for evidence-based content.
 Based on evaluation tools previously tested with like
populations for validity and reliability; when there is
more than one evaluator, establish interrater reliability.
 Standardized in format and in scoring methods.
 Accompanied by specific participants’ objectives.
 Appropriate in its level of fidelity to achieve participant
outcomes.
 Explained before the start of the evaluation process.
 Held in an environment with equipment to which the
participant has been oriented.
 Based on preestablished guidelines pertaining to participant
errors.
 Conducted by trained objective observers or raters.
 Inclusive of:
i. Guidelines for cueing.
ii. Predetermined parameters for terminating the
scenario before its completion.
iii. Preestablished criteria allowing the evaluator to
rate the participant(s).
iv. Self-assessment by the participant, when this is
a requirement of the simulation-based experience.



Standard VII: Participant Assessment 
or Evaluation

Criterion 3: High-Stakes Evaluation
– Guideline: Because familiarity with participants is a significant 

source of observer bias, the influence of observers’ previous 
knowledge of participants should be avoided whenever 
possible.

• Guideline Statement: Evaluation of participants’ performance by 
objective observers or raters increases objectivity and diminishes 
biased assessment. Moreover, interrater objectivity and reliability are 
enhanced by the use of standardized checklists that focus on 
assessment of specific skills.

pp S30-S32  Clinical Simulation in Nursing  Volume 9  Issue 6S

Presenter
Presentation Notes
Explained to participants before the start of the evaluation
process.
 Pilot tested.
 Standardized in format and in scoring methods.
 Based on evaluation tools previously tested with
like populations for validity and reliability; when
there is more than one evaluator, establish interrater
reliability.
 Conducted at an appropriate level of fidelity to achieve
participant outcomes.
 Based on specific participant objectives.
 Developed with preestablished guidelines for the type
(if any) of consistent cueing of the participants.
 Designed with predetermined parameters for terminating
the scenario before its completion.
 Designed to include the participant’s self-assessment of
performance as part of the evaluation, when this is a
requirement of the simulation-based experience.
 Conducted by trained objective observers or raters.



1.Standards of Best Practice: Simulation
Clinical Simulation In Nursing , Volume 9 , Issue 6 , ii - iii 





Characteristics Of Debriefing
• Elements/ Lederman (1992) identified seven common structural elements of the 

debriefing process: (a) the guide or debriefer; b) the participants; (c) the experience; 
(d) the impact of the experience; (e) the recollection of it; (f) the mechanisms for the 
reporting on the experience; and (g) the time to process it.

• Environment
– Participation is encouraged and best accomplished by all participants sitting eye-

level in a circle (Anderson, 2008; Fanning & Gaba, 2007; Ghauri, 2011).
– pp S26-S29  Clinical Simulation in Nursing  Volume 9  Issue 6S

• Time/ framework
– The length of debriefing should be 20 to 30 minutes and ideally, two to three times 

the length of the scenario (Anderson, 2008, Arafeh et al., 2010; Ghauri, 2011; 
Waxman, 2010; Wotton et al., 2010).

• Facilitator – 2 parts
– The three levels are high facilitation, intermediate facilitation, and low facilitation 

(Fanning & Gaba, 2007; McDonald et al., 1997).
– pp S26-S29 Clinical Simulation in Nursing Volume 9 Issue 6S

• Student Role
– They are expected to discuss, analyze, and summarize the experience to enhance 

their learning (Fanning & Gaba, 2007; Ghauri, 2011).

Objectives and Outcomes 
- pp S26-S29  Clinical Simulation in Nursing  Volume 9  Issue 6S

Presenter
Presentation Notes
Lederman (1992) identified seven common structural elements of the
debriefing process: (a) the guide or debriefer; b) the participants; (c) the experience; (d) the
impact of the experience; (e) the recollection of it; (f) the mechanisms for the reporting on the
experience; and (g) the time to process it. These concepts are still used today though different
terminology may be applied.


The environment should be positive, non-threatening, and, if possible,
separate from the simulation experience (Anderson, 2008; Fanning & Gaba, 2007; Ghauri,
2011). Participation is encouraged and best accomplished by all participants sitting eye-level in
a circle (Anderson, 2008; Fanning & Gaba, 2007; Ghauri, 2011). An environment of trust,
respect, and confidentiality is necessary for all participants to feel comfortable to share
(Anderson, 2008; Ghauri, 2011; Waxman, 2010). In some cases, participants may sign a
confidentiality agreement in order to promote this safe environment (Waxman, 2010).
Although active learning educational
methods such as simulation promote learning, these
strategies may be stressful and cause feelings of anxiety.


Time. Timing of the debriefing is crucial. It should occur immediately (less than 5
minutes) after simulation so thoughts, feeling, and actions are not forgotten (Anderson, 2008;
Arafeh et al., 2010; Cantrell, 2008; Ghauri, 2011; Jeffries, 2007; Waxman, 2010; Wotton et al.,
2010). The length of debriefing should be 20 to 30 minutes and ideally, two to three times the
length of the scenario (Anderson, 2008, Arafeh et al., 2010; Ghauri, 2011; Waxman, 2010;
Wotton et al., 2010).
Facilitator. The role of the facilitator is very important in the debriefing process. The
facilitator guides the conversation without lecturing, clarifies information, provides constructive
feedback, uses active listening, and is trustworthy and respectful (Anderson, 2008; Cantrell,
2008; Ghauri, 2011; Lasater, 2007a). High facilitation requires low level
of involvement by the facilitator. At this level the participants have developed a high level of
reflection and self-discovery creating their own conclusions and change through rich discussions.
The facilitator only guides if needed. The intermediate facilitation level requires more
involvement of the facilitator primarily to guide analysis and deepen discussion. At the low level
of facilitation, participants lack initiative and skills to debrief, consequently, the facilitator must
guide the discussion through the debriefing phases, asking a lot of questions and directing the
conversation. Debriefing is a learner-centered
reflective conversation. It is intended to assist learners in
examining the meaning and implications of actions taken
during a simulated experience. Through this process of
understanding, newknowledge can be created. Reflective thinking
does not happen automatically and requires guidance by an
effective debriefing facilitator, commonly called a debriefer.
Debriefing facilitators require skill both in diagnosing learning
needs and managing optimal group processes to adjust the level
of facilitation to that which is required by the group. For best
outcomes during simulation-based experiences, debriefers
should have formal training and competency assessment.
The role of the facilitator during
the debriefing process is to guide the participants as they
reflect on the events of the simulated experience and the
actions taken or not taken during the event. The discussion
should be guided by the participant objectives with the aim
of closing the gap between the desired and actual performance
of the participants through constructive feedback or
debriefing.

 Students may lead and conduct the debriefing following the recommended roles for facilitation as previously
outlined. This allows for more involvement and active participation (Anderson, 2008).
The optimal time length for
a debriefing session depends on the objectives and type of
simulation-based experiences. An experience designed for
novice-level critical thinking and skills demonstration may
require only constructive feedback and guided reflection.
Complex simulation-based experiences that require clinical
judgment or reasoning while demonstrating skill competency
or are emotionally charged require debriefing sessions
of longer duration. The longer time period is required to facilitate
deeper thinking and critical reflection. Additionally,
a period of self-reflection after the debriefing session may be
necessary to achieve desired objectives. Therefore, the
optimal time and duration of debriefing should be flexible.

Debriefing should be based on
preset participant objectives and the outcomes of the
simulation-based experience. Participant objectives guide
the development and appropriate implementation of the
experience, whereas outcomes provide an assessment of
the participant’s performance and clinical judgment or
reasoning based on the predetermined objectives or
critical events that occurred during the simulation-based
experience.




Facilitator
Manage the complexity of all aspects of 
simulation
• Clearly communicates objectives and 

expected outcomes to participants
• Validate competence on equipment and 

experince
• Creates a safe learning environment 

– Supports active learning
– Repetitive practice
– Reflection

Presenter
Presentation Notes
Promotes and maintains fidelity
Uses facilitation methods appropriate to participants’ level of learning and experience
Assesses and Evaluates
Models professional integrity
Fosters participation
Evaluates self
Provides feedback and facilitates debriefing with participants

Understand best practices in debriefing with regard to
structuring the format of the debriefing and facilitating
reflective discussion.
 Acquire specific education provided by a formal
course, a continuing education offering, or targeted
work with an experienced mentor.




Who should facilitate the 
debriefing?

• Individual directly involved in student learning progress.
• Individuals who reviewed the video presented in simulation
• Individual with ability to engage learner and activate interest.
• Faculty who have a positive attitude with simulation
• Clinical competency based on the skill design
• Recognize whether behavior and decisions and clinical 

outcomes that learners demonstrate are acceptable 
• Outline miss information and poor choices ( provide 

resources)
• Answer questions about the clinical situations assessment 

finding outcomes

Presenter
Presentation Notes
Establish a climate of professional respect, including
a requirement for confidentiality related to the content
of the debriefing discussions.
 Outline the process for debriefing, including the
expectation that the discussion will be driven by the
participants as they critically analyze their own
performance.
 Facilitate participants’ engagement in the reflective
process.
 Adjust the level of facilitation needed to engage every
participant in discussion.
 Provide constructive feedback or debriefing based on
participants’ decisions and actions, including reinforcing
positive behaviors, correcting misunderstandings, and
clarifying cognitive frames that led to incorrect decisions.
 Assist participants in conceptualizing how the learning
constructed during the simulation and debriefing can be
applied to future clinical situations.
 Summarize learning at the end of the debriefing process



What is the faculty’s role during the 
debriefing process?

• Guide participants to self discovering 
• Acknowledge identified deficiencies 
• Know the objectives and expectations of 

the participants in the situation 
• Know how to provide constructive 

feedback 
• Respect others 
• Listen attentively 

Presenter
Presentation Notes
Involve ALL learners in the experience
Involve silent participants 
without pushing them too much 
Guide debriefing requires  
delicate balance 
support group interaction
facilitate self reflection 



What is the recommended length of 
time or framework for debriefing?

• Simulations that are brief may only require constructive feedback 
( experience/ reflection/ conceptualization and experimentation Mayo Clinic 

debriefing Model)
• More complex may take longer 

• The longer time period is required to facilitate deeper thinking and critical reflection.  
Complex simulation-based experiences that require clinical judgment or reasoning while 
demonstrating skill competency or are emotionally charged require debriefing sessions of 
longer duration.

• The initial 2003-2006 NLN/Laerdal study 
– 20 minutes scenarios followed by a 20

• Others recommend 
– 2 to 4 times longer than the scenario 
– to allow students time to think deeper and engage in critical reflective analysis

Presenter
Presentation Notes
Need time to:
Guide 
Focus their thinking 
Analyze their actions 
Hypothesize how the situation could be enhanced

The NLN debriefing model is explained by Anderson (2008) on their Simulation
Innovation Resource Center (SIRC) website and identifies the phases of introduction, middle,
and summary as functional and simple to categorize. This model is useful for faculty
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development and incorporation in a nursing curriculum. Several other models can be integrated
into this model to allow for more direction and guidance. The Mayo Clinic Model for
Debriefing includes the Kolb Learning Style (2005) that is fundamental to nursing education. It
also further explains the debriefing phases by incorporating the Plus-Delta and Advocacy-
Inquiry models.

Create a safe and supportive environment (See Criteria 5).
 Use the appropriate style of debriefing (including video
playback) based on participant objectives (See
Criteria 4).
 Allow progression through the phases of debriefing
(reaction, analysis, and summary).
 Allow unexpected topics to be addressed.
 Facilitate appropriate clinical judgment, reasoning, and
reflection.
 Allow facilitation to be modified based on assessed
participant needs and the impact of the experience.
 Allow for postdebriefing activities that promote selfreflection
and critique.



When should debrief occur?

• Directly after simulation or within 30 minutes.
• Do not stay in the clinical simulation 

environment 
• Experience the activity completely in real time 

without interruptions ( avoid calls or pagers)
• Experience the consequences of behavior 

– & decisions by experiencing the patient outcomes

Presenter
Presentation Notes
Learners have the tendency to begin self-analysis immediately following sim
In scenario or suspension of experience if:
Clinical critical errors are made 
Technical
When behaviors need to be corrected immediately 
When exemplary teaching opportunities occur



How should audio visual recording 
be integrated?

• One study showed no significant difference in 
student learning or satisfaction with or 
without video 

• Make sure if used sign a consent
• Learn how to use equipment 

– segments to be shown to stimulate discussion 
– 2 to 4 segment should be shown which can be 

keyed to briefing points 
– showing both good and bad behaviors



How should audio visual recording 
be integrated?

• Videos are a great educational learning tool.
• Place emphasis on all clinical perspectives
• Do not state any technical errors.
• Patient education

– Stimulates lots of good conversation
• Did you understand why this might be an issue?
• OK…If you could explain that again, how exactly would 

you phrase it? 
• Introductions/position

– Especially in beginners



National League for Nursing
Simulation Innovation Resource

Center ( SIRC) 

• Beginning/Introduction/Opening
• Middle
• Closing/Summary

(Anderson, 2008)



Mayo Clinic Model for
Debriefing

• Experience
• Reflection
• Conceptualization
• Experimentation



PLUS-DELTA
• Debriefing method 

– Aviation and task orientation
– Multi team task skill

» What went well
» What would like to change
» How to change

• Two columns or headings
– identifying positive actions and decisions in 

the plus column and 
– things it could be done better or differently 

• Plus Delta method is not difficult
(Decker, 2009, Jeffries, 2010)



NLN

Mayo clinic

Plus- Delta

Advocacy- Inquiry

Lederman





How to I get better at debriefing?

• Tools to Evaluate Debriefing 
– “Debrief the Debriefer”

• DASH
– Debriefing assessment for simulation in 

healthcare 
• DES

– Debriefing experience scale 



DASH 
• Debriefing assessment for simulation in healthcare 
• Tool 

– Designed to be used by peer-faculty during the briefing 
• Seven point effectiveness 

– rating scale
• Six key elements 

1. Establishes an engaging learning environment 
2. Maintains an engaging learning environment 
3. Structures debriefing in an organized way 
4. Provokes engaging discussions 
5. Identifies it and explores performance gaps 
6. Helps simulation prepare participants achieve or sustain good 

practice



Debriefing experience scale (DES)
• Newer tool 

– For students and participants to 
evaluate the briefing 

• Two concepts are measured 
– The student experience during the 

briefing 
– The importance of those experiences



Debriefing Experience Scale (DES)
• Likert scale 
• 20 items asked into 4 sub 

categories 
1. Analyzing thoughts 

and feelings 
2. Learning and making 

connections 
3. Facilitator skill in 

conducting to 
briefing 

4. Appropriate facilitator 
guidance 

• Revisiting the clinical 
events to understand the 
participants
– behavior 
– decision-making 
– the impact on the 

patient outcomes 
– solidifies learning from 

the experience



Debriefing for Learning Meaningful

• DLM 
• Uses a consistent structure 
• Each time students present and reinforce 

the process of thinking like a practitioner 
• Uses a worksheet that provides visual 

learning opportunities for students 
• With written record of the experience DLM 



Debriefing for meaningful learning
• The six phases 

– Engaging 
– Exploring 
– Explaining 
– Elaborating 
– Evaluating 
– Extending 

• Interactive and overlaps
• Socratic questioning 

– to reveal student thinking and decision-making 
– focuses on learning to think like a practitioner 
– develop clinical reasoning skills



Advocacy-Inquiry 

• Instructor identifies a component of the 
simulation to explore further 

• The advocacy is framed as an answer 
– assertation  or observation 
– coupled with inquiry questions 
– instructors ask 

• more information 
• clarity about what occurred



Guided reflection
• Realistic event strategy 
• Strategically planned 
• Unique environment allows 

– freedom to learn by doing 
– in a setting relatively low risk 
– access to coaches who initiates students in the 

traditions of the calling
– help them by “the right kind of telling”

• to see their own behalf and in their own way what they 
need to see most 



Guided Reflection
• Several questions are developed prior to the 

experiences
• Thinking is driving the questioning 

– The quality of the question how it is pose will determine 
the depth and breath of the learners thinking 

• “I noticed you elevated the head of the bed” 
• “Explain the rationale behind your action” 
• “Is there any other action you could've initiate that would also 

help your patients oxygenation status?” 
– Role modeling
– Thinking out loud is used



Guided Reflection
• The first way of knowing 

– empirical 
– aimed at developing theoretical explanations 

• The second way of knowing 
– aesthetics 
– difference between recognition and perception 

• The third way of knowing
– personal knowledge
– involves relationships between the patient and the caregiver 

• Final way of knowing
– ethics 
– represents the moral component

• Reflection



Guided Reflection
• Empirical 

– What knowledge informed or might have informed you? 
• Aesthetic 

– What particular issue seemed significant? 
• Personal 

– What factors influence the way you felt a thought or 
responded? 

• Ethical 
– To what extent did you active for the best and in tune with your 

values how might you respond more effectively given the 
situation again? 

• Reflection







Debriefing Model

Introduction Experiencing/Concrete 
Experience

Reflecting/Reflective 
Observation

Thinking/Abstract 
Conceptualization

Applying/Active 
ExperimentationSummary



Debriefing Model

• Thank students for engaging in simulation and 
debriefing.

• Establish confidentiality.
• Set participant expectations.
• State the roles of the facilitator and students.
• State the process and anticipated length of the 

debriefing.
• State the purpose of the overall simulation 

learning experience
• Review learning objectives.
• Summarize the simulated scenario.
• Discuss the rationale for why the debriefing is 

centered on participant analysis.

Phase 1

Anderson, 2008; Brackenreg, 2004; Decker, 2007; Decker, 2009; 
Fanning & Gaba, 2007; Jeffries, 2007; Kolb, 2005; Mayo Clinic, 
n. d.)



Experiencing/Concrete Experience
• Participants fully discuss their 

feelings and personal reactions to 
the simulation experience.

• Participants should believe that 
their feelings have been recognized 
and validated.

– How do you think the simulation 
went?

– What and how are you feeling after 
this simulation? (allow role players to 
go first and then observers)

– What were your favorite and least 
favorite aspects of the simulation?

Anderson, 2008; Brackenreg, 2004; Decker, 2007; Decker, 2009; 
Fanning & Gaba, 2007; Jeffries, 2007; Kolb, 2005; Mayo Clinic, 
n. d.)



Reflecting/Reflective Observation
• Participants describe and reflect on the actual 

events of the simulation.

– What happened?
– What do you think is going on with this patient?
– What are the primary concerns in this scenario?
– What knowledge, skills, and attitudes are needed for 

this simulation?
– Did you have sufficient knowledge/skills to manage 

this situation?
– How did the group work as a team?
– What focused assessments were needed and were 

they completed?
– What interactions and interventions were done and 

were they all appropriate?
– Was SBAR used when communicating with other 

healthcare professionals? Was different or additional 
information needed for the healthcare professional?

Anderson, 2008; Brackenreg, 2004; Decker, 2007; Decker, 2009; 
Fanning & Gaba, 2007; Jeffries, 2007; Kolb, 2005; Mayo Clinic, 
n. d.)



Applying/Active Experimentation

• Participants generalize and transfer 
information and new understandings to 
clinical setting. Participants apply to 
“real life” or clinical practice, including 
how what was learned can be used to 
improve safety and care of patients.

– What knowledge, skills, or attitudes 
displayed in this simulation would be 
useful for the clinical setting?

– How could or would you use this in the 
clinical setting?

– How will this improve your ability to 
take

– care of patients?

Anderson, 2008; Brackenreg, 2004; Decker, 2007; Decker, 2009; 
Fanning & Gaba, 2007; Jeffries, 2007; Kolb, 2005; Mayo Clinic, 
n. d.)



Thinking/Abstract Conceptualization

• Participants think and analyze the events. They 
look for patterns or new meanings. Mistakes are 
part of learning so information and misinformation 
must be clarified.

– What was done well in this scenario- the 
strengths?

– What should have been done?
– What could have been done better?
– How would you improve upon this?
– What can you tell me about what you were 

thinking?
– What was the rational for what was done and the 

interventions performed?
– What would you have done differently?
– Were there any safety issues with the patient or the 

environment?
– Is there anything else you would like to discuss?

Anderson, 2008; Brackenreg, 2004; Decker, 2007; Decker, 2009; 
Fanning & Gaba, 2007; Jeffries, 2007; Kolb, 2005; Mayo Clinic, 
n. d.)



Summary • Assist the participants in looking at the overall 
experience. What did you learn from this 
experience?

• Give a quick summary briefly stating the 
simulation’s purpose and the major issues talked 
about in the debriefing.

• Link the learning back to simulation and objectives.
• Clarify the take-home message which should 

include how the participants’ learning from the 
overall simulation experience can improve patient 
care and safety.

• Thank participants keeping a positive attitude.
• Obtain participant feedback and comprehension 

about the learning experience through a post-
simulation survey, oral feedback, post-test, and/or 
additional reflective writing.

Anderson, 2008; Brackenreg, 2004; Decker, 2007; Decker, 2009; 
Fanning & Gaba, 2007; Jeffries, 2007; Kolb, 2005; Mayo Clinic, 
n. d.)
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To receive a Continuing Education 
Certificate of Attendance please 

complete survey at: 
• www.surveymonkey.com/r/PrebriefingandDebriefing

• A link to the certificate is at the end of the survey. 

http://www.surveymonkey.com/r/PrebriefingandDebriefing
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