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Abstract

Simulation education continues to increase in all healthcare curriculums. Measuring how well 

faculty conduct debriefing sessions within the context of the learning objectives and defined 

pedagogy of a specific simulation is vital and deficient. The purpose of this study was to develop 

and test an instrument to assess a debriefer’s ability to effectively conduct a debriefing session to 

evaluate and demonstrate teaching effectiveness and excellence. The instrument, Peer Assessment 

of Debriefing Instrument (PADI), was developed using a traditional peer-review framework. Using 

the Delphi technique, an expert panel (n=11) completed an electronic survey and used a 4-point 

Likert scale to rate the PADI on clarity and understandability. In round III, a consensus >80% was 

achieved for both structural and content elements. Results revealed that the PADI was a valid and 

reliability instrument to provide a peer review of the debriefing process across healthcare 

disciplines. The inter-rater reliability for the average measures was very strong, with interclass 

correlation coefficient (ICC) = 0.973, and for the single measure was strong, ICC = 0.818. The 

PADI provides both novice and experienced debriefers with an objective and formative means of 

performing self-assessment and receiving peer feedback on a debriefing experience.

CREATING an educational curriculum that prepares future healthcare providers with 

essential knowledge, psychomotor skills, communication skills, and critical-thinking skills is 

a vital task for faculty. Increasingly, they are integrating patient simulations into the 

curriculum as a means to challenge learners to practice and apply cognitive, psychomotor, 
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and affective knowledge and to use communication and critical-thinking skills that are 

needed for clinical practice.1

Simulation, which occurs in a safe environment without risk of harm to patients, has been 

shown to be an effective method for learning, practicing, or demonstrating a variety of skills 

needed in specific clinical environments.2 Simulation refers to complex activities in which 

learners integrate knowledge and skills,2 and it may include standardized patients or human 

patient simulators, learners, and a debriefer. A standardized patient is an individual trained to 

act as a real patient to emulate a set of symptoms or problems that healthcare providers 

encounter within the clinical setting. A human patient simulator is a mannequin that has the 

capacity to imitate bodily functions, such as heart and breath sounds, palpable pulses, and 

cardiac rhythms, for example.3 Learners may include nurses, physicians, physical therapists, 

occupational and speech therapists, other health professionals, or a combination of any of 

the above. A debriefer may be an educator or experienced clinicians who facilitates the post-

simulation analysis.

The components of a patient clinical simulation include a prebriefing to prepare the learners 

for the simulation. Learners then engage in the simulation experience itself followed by a 

debriefing for post-simulation analysis. Debriefing after a simulation is an intentional 

process designed to provide awareness and insight, as well as to strengthen and transfer 

learning via an experiential learning exercise.4–7 Debriefing is an essential phase of 

simulation since this is where a great degree of the learning occurs.4,8 When done 

effectively, debriefing fosters clinical reasoning, critical thinking, judgment skills, and 

communication through a reflective learning process.4,5,9,10 Learners have the opportunity to 

reflect on their decision-making, critical thinking, and interprofessional communication 

through self-analysis and peer evaluation.

An effective debriefer is the key to successful simulation debriefing experiences. The 

debriefer must be knowledgeable and consistent when debriefing in order to ensure the 

learner’s simulation experience is effective and transferable into their clinical practice.11 

When numerous debriefings are conducted, it is the responsibility of the debriefer to ensure 

consistency and reliability during the debriefing process.

Much of the literature and research related to standardized patients and simulation focuses 

on scenario development and learner evaluation rather than on the debriefer’s ability and 

consistency in debriefing a simulation experience.9,11,12 Researchers have identified 

effective strategies to facilitate active student participation in learning13–15 and to assess 

faculty effectiveness in supporting student learning in the classroom.16,17 Debriefing after a 

simulation is a relatively new educational strategy in healthcare education. The skills 

required to be an effective debriefer differ from those required to be an effective educator.18 

Educators may struggle when transitioning from instructor-centric education to learner-

centric facilitation to effectively debrief learners after a patient clinical simulation.

We wanted to learn more about the factors that support learning during a debriefing and how 

to facilitate the development of the skills necessary to be an effective debriefer. A search of 

the literature revealed several measures to assess faculty effectiveness in debriefing after a 
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patient clinical simulation. The Debriefing Assessment for Simulation in Healthcare19 

(DASH) assesses the quality of the debriefing experience and rates observed behaviors 

relative to a well-defined behavioral domain.20 The Objective Structured Assessment of 

Debriefing (OSAD)21 evaluates the quality of debriefings in surgery.21 The Team GAINS 

structured debriefing tool is useful in simulated team-based trainings.22 While these 

instruments address the quality of debriefings, an instrument is still needed that can measure 

how well faculty conduct debriefing sessions within the context of the learning objectives 

and defined pedagogy of a specific simulation. We believe an instrument to assess a 

debriefer’s ability to effectively conduct a debriefing session could provide a data source to 

evaluate and demonstrate teaching effectiveness and excellence. In an effort to meet this 

need, we developed an instrument to assess the effectiveness of a debriefing following a 

patient clinical simulation. We based the instrument on current scientific literature in 

effective debriefing and peer-review methodology.23

In order to develop this instrument we engaged in a two-phase process. In Phase One, we 

used the Delphi process to develop a Peer Assessment Debriefing Instrument (PADI), a self- 

and peer-assessment, to assess debriefer effectiveness post-simulation. Then in Phase Two, 

after completing the Delphi process, we tested the instrument to establish its reliability and 

validity. This paper describes the development and reliability testing of the PADI and 

discusses how it can be used to assess debriefer effectiveness following simulation activities.

Methods

Phase 1

Instrumentation—First, we created a framework for the initial evaluative instrument 

based on a thorough search of contemporary literature and our own experiences in the field. 

We then developed the instrument using the Delphi process. The Delphi process is a research 

tool for collecting expert feedback through a series of structured, anonymous surveys with 

the goal of building consensus on the topic area. We used the Delphi process because it is 

considered acceptable in healthcare research and education,24 particularly when there is a 

lack of empirical evidence.25 It is also a cost-efficient method of generating ideas and 

facilitating consensus among individuals who do not meet face to face and may be 

geographically distant.26 It has been applied in diverse projects including program planning, 

needs assessment, policy determination, resource utilization, and validation of assessment 

tools.27,28

We aimed for an instrument that would measure how effectively faculty conducted a 

debriefing following a clinical simulations activity. We selected peer review as the 

framework due to emerging evidence that it is useful in promoting professional development 

of faculty.29,30 Although assessing the debriefing process from a peer-review perspective has 

not been fully investigated, faculty who have experienced peer evaluation of their teaching 

have reported it to be a positive and beneficial experience.31,32

Participants—A group of experts in debriefing and education was selected to participate 

in the panel to review and provide feedback on the debriefing assessment tool. Purposive 

sampling techniques, including the snowball technique, were used to identify a panel of 
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content experts meeting the following criteria: authorship of literature and/or nomination 

from established clinical simulation center directors. Twenty simulation experts met the 

criteria and were invited to participate in the study. The experts were from diverse 

professions including nursing, occupational therapy, physical therapy, and academia-related 

healthcare fields.

Of the 20 invited, 11 agreed to participate. Seven (64%) of the 11 consented participants 

completed Round I. To attain expertise in the area of educational evaluation, we invited an 

additional 5 experts in academia to participate and 4 agreed. As a result, 11 (73%) 

completed Round II, and 9 (60%) completed Round III. Specific participation of these 

panelists within each of the three rounds is detailed in Table 1. This panel of experts 

established consensus for content validation and utility of the instrument.

Data Collection: Survey—The respondents’ survey consisted of two parts. The first part, 

“Pre-Assessment of the Simulation Experience,” was a self-assessment completed by the 

debriefer prior to the simulation experience. This assessment instrument gathered general 

information about the simulation and allowed the debriefer to identify any areas in which he 

or she wished to receive specific feedback from a peer evaluator. After each debriefer 

completed the self-assessment, it was subsequently given to the peer-evaluator to review.

Part two of the respondents’ survey, “Debriefing Evaluation (Self and Peer Assessment),” 

assessed the various elements that comprised a debriefing. These aspects were categorized 

as: 1) structure and organization of the debriefing, 2) verbal and non-verbal communication, 

3) setting the stage and ground rules for the debriefing session, 4) talking about defusing 

(dealing with the emotional aspects of simulation), 5) recapping the simulation experience, 

6) reflecting on action (facilitating learner’s self-reflection), 7) facilitating learner’s 

connection of simulation experience to clinical practice, and 8) summarizing and providing 

key take-away points for the learner. Under each of these areas, the instrument had 4 to 8 

elements for scoring the debriefer. The evaluator would complete the instrument during the 

debriefing, and the debriefer would complete it after the debriefing was finished. Each of the 

8 elements of the debriefing would be evaluated using a 4-point scale. A debriefer’s 

evaluation total score could range from 8 to 32. After both the evaluator and debriefer 

completed the instrument, they would compare their responses and use it to guide open 

discussion about positive aspects of the debriefing and areas needing improvement.

Data Collection: Delphi Process—The Delphi process was completed in three rounds 

between June and October 2013. Respondents were asked to rate the questions on the survey 

for clarity and understandability using a 4-point Likert scale and were provided ample space 

to suggest additions, deletions, or changes to survey elements. Communication with the 

respondents, including their ratings, was all done via a secure on-line survey tool, Qualtrics® 

(Qualtrics, LLC, https://www.qualtrics.com). Round I took longer to complete than expected 

because respondents’ were on summer vacations and academia experts were not in session. 

Reminder emails were sent approximately every 2 to 3 weeks through the Qualtrics 

program. (Appendix 1, available online, provides a copy of two questions on the survey.)

Saylor et al. Page 4

J Allied Health. Author manuscript; available in PMC 2017 October 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.qualtrics.com


• Delphi Round I: The Delphi panel experts received an invitation letter via email 

asking for their participation. After agreeing to participate in the study, panelists 

received an electronic survey that included the consent, sent via Qualtrics in June 

2013.

• Delphi Round II: This iteration of the survey included an electronic cover letter, 

description of purpose, and survey. It was sent to the participants approximately 

2 months after the first survey in August 2013. Reminder notices were sent 

electronically through Qualtrics 2 and 4 weeks after the Round II survey was 

sent. In addition to the phrases/behaviors provided by the researchers, the words 

and phrases of the experts were added to the Round II survey. The respondents 

rated the survey items using the same Likert scale as Round I and were asked to 

rate the new items that were included, omitted, or had wording changes for the 

new elements and behavioral criteria.

• Delphi Round III: In this final round, the survey included a cover letter, 

description of purpose, and the survey. It was sent to the participants 

approximately 4 weeks after the Round II in September 2013. Reminder notices 

were sent electronically through the Qualtrics program 2 and 4 weeks after the 

Round III survey was sent. Again, the respondents rated the survey items using 

the same scale as Rounds I and II and were asked to rate the new items that were 

included, omitted, or had wording changes for the new elements and behavioral 

criteria. With this final round, participants were asked to provide comments on 

items rated very high or very low on importance.

Over an approximately 5-month period, expert panelists participated in the Delphi process. 

The participants completed a web-based survey via Qualtrics during each of the three 

rounds. Three rounds of review and feedback by the expert panelists using the Delphi 

process were necessary to achieve the desired level of consensus on each element of the 

evaluative instrument of debriefing. Table 2 outlines the proposed Delphi process.

Data Analysis—Descriptive statistics, including response rates (%), medians, means, and 

standard deviations, were calculated for each survey item upon completion of each round of 

the Delphi. An acceptable level of consensus was determined to be 80% agreement between 

the panel experts. Items that did not reach an 80% consensus were omitted. Across the three 

phases of the Delphi process, content analysis of open-ended responses was completed and 

used to refine all components of the evaluative instrument of debriefing. After completion of 

each round of the Delphi process, the instrument’s inter-rate reliability was evaluated using 

interclass correlation coefficients (ICC).33

Phase 2

In Phase 2, we conducted testing to determine the reliability and validity of the PADI.

Participants—We identified 5 experts to participate in this phase of instrument testing 

who were not from the original group of Delphi experts. Selection criteria included 

extensive simulation and debriefing experience of >5 years, as well as identified within their 

respective settings as expert debriefing practitioners. These experts were employed by 
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organizations that are co-founding members of the Delaware Health Science Alliance. They 

represented the following areas of clinical expertise: emergency nursing, nursing education, 

radiation oncology, neonatology, and medical education.

Data Collection—In preparation for establishing inter-rater reliability among these 

experts, the researchers developed three debriefing vignettes to illustrate different 

performance levels of a debriefer’s proficiency. These vignettes were recorded at a large 

academic health center where an experienced faculty member conducted the debriefings. 

Each debriefing session was related to the same simulation, but the competency of the 

debriefer changed to demonstrate a spectrum of proficiency in performing a debriefing. 

Using the instrument, the researchers viewed the videos and reached a consensus on rating 

the debriefer.

In January 2014, the five experts received a half-day education session to learn how to use 

the instrument. After obtaining consent, researchers described phase 1 of the study and 

phase 2 procedures. The preassessment form was presented first followed by the post 

evaluation form.

To demonstrate the phase 2 process, each expert received one completed preassessment form 

and three post-evaluation forms, one for each of debriefing vignette. Researchers reviewed 

the pre- and post-forms of the instrument. The preassessment form, which described the 

learner’s and debriefer’s level of experience, learning objectives for the simulation, and 

areas the debriefer would like to improve upon. The post-evaluation form consisted of the 

eight areas to be evaluated during the debriefing process using a 4-point Likert type scale 

with percentages assigned to each level. Once the experts developed a verbal understanding 

of how to evaluate a debriefer using the developed instrument, they reviewed the recorded 

debriefing sessions, each of which lasted approximately 8 to 10 minutes. After each 

debriefing session, experts promptly completed the post-evaluation form independently. To 

simulate a live debriefing session, the experts reviewed each video without discussion 

between videos. After completing evaluations for all three videos, the researchers reviewed 

each video with the panelists and facilitated discussion of what each vignette was intend to 

demonstrate. Finally, the experts provided initial feedback on the tool.

Results

Feedback from Delphi panelists was evaluated after each round and the instrument was 

updated to reflect the panel’s suggestions. The results of each Delphi round with itemized 

responses for each round are detailed in Table 3.

Feedback on Round I Delphi Panel

Seven participants responded to the first round and provided input about both structure and 

content of the assessment tool. Upon completion of Round 1, changes were made to the 

assessment tool with respect to structure of the tool and language within the questions and 

response scales. Specifically, the following edits were made to standardize language in the 

instrument to debriefer rather than the facilitator, language and use of terms was clarified, 

and the addition of exemplar behaviors in post-simulation questions was completed, as well 
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as additional explanation on how the post-simulation tool would be used. Two changes were 

made to the response scales: 1) the definitions of the “not familiar” to “very familiar” scale 

were revised, and 2) the “instructor-centric” through “learner-centric” spectrum was 

decreased from four to three options and the definitions for the new categories were revised. 

Finally, the items that the debriefer wanted feedback on with respect to the debriefing were 

revised in both the pre-simulation checklist and the post-debriefing assessment section of the 

assessment tool.

Feedback on Round II Delphi Panel

In this round, 11 participants responded to questions about the content and structure of the 

assessment tool. Three of these participants had provided feedback in Round 1. Evaluation 

of panel feedback revealed that additional clarification to language was required in a number 

of areas. The revisions included: final revision of the “not familiar” to “very familiar” 

response scale, operational definitions for high-fidelity and low-fidelity simulations were 

added, directive language was added in the instructions to the debriefer and the evaluator, 

redundant sample behaviors were removed from the post-simulation component of the 

assessment tool, and objective criteria in the form of percentiles were added to the 

“instructor-centric” through “learner-centric” response spectrum.

Feedback on Round II Delphi Panel

In this last round, consensus at >80% was achieved for both structural and content elements 

of the assessment tool. Nine participants completed this round; eight of the nine participants 

had completed Round II as well. As we achieved 80% agreement that was established a 

priori, we determined that the assessment tool was ready for pilot testing in the educational 

setting. This pilot testing will be described in a future publication.

Phase 2

In Phase 2, the peer-debriefing instrument was tested to establish its reliability and validity. 

The inter-rater reliability for the average measures was very strong, ICC = 0.973, and for the 

single measure was strong, ICC = 0.818.

Discussion

This paper describes the rigorous Delphi process used for the development of a self- and 

peer-review debriefing assessment of debriefer effectiveness. Through the process, we 

developed and tested the reliability and validity of the Peer Assessment of Debriefing 

Instrument (PADI) to guide novice, experienced, and expert debriefers in the debriefing 

process using a traditional peer-review framework. The PADI expands on currently available 

tools by grounding the evaluation of the debriefer in evidence-based peer-assessment 

practices. Specifically, use of the PADI takes an individual through a process of:

1. Performing self-assessment of not only the intended objectives of the debriefing, 

but also the elements of debriefing that they would like to explicitly receive 

feedback on.

Saylor et al. Page 7

J Allied Health. Author manuscript; available in PMC 2017 October 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



2. Participate in the process of self and peer assessment that includes observation 

by a reviewer, followed by a conversation by the debriefer and reviewer of these 

observed activities. This allows the reviewer to serve as a consultant to the 

benefit of the patient’s professional development.

Faculty can use triangulation of their intended performance and outcomes with the post-

debriefing self-and peer-assessment to demonstrate effectiveness and/or excellence. Eliciting 

feedback from the student’s perspective on the debriefer’s attainment of the intended 

objectives can also provide an additional source of valuable data. This process allows faculty 

to demonstrate ongoing quality improvement, regardless of their level of experience, as a 

component of faculty development and evaluation of their teaching.

The PADI is a relatively short scale, organized into eight subsections that correspond to 

aspects of the debriefing process that were identified in the current literature and though the 

Delphi process. While debriefing can be subjective, the items of the instrument are scored on 

a Likert-type scale, with each score pertaining to a percentage completed within each 

subsections:

1. structure and organization of the debriefing,

2. verbal and non-verbal communication,

3. setting the stage and ground rules for the debriefing session,

4. talking about defusing (dealing with the emotional aspects of simulation,

5. recapping the simulation experience,

6. reflecting on action (facilitating learner’s self-reflection),

7. facilitating learner’s connection of simulation experience to clinical practice, and

8. summarizing: providing key take away points for the learner.

The PADI has some noteworthy advantages. Results of this project suggest that it has 

excellent inter-rater reliability and is a valid instrument to provide a peer-review of the 

debriefing process across healthcare disciplines. The potential utility of this debriefing peer-

review instrument is substantial. It is projected that learning how to rate a debriefer using 

this instrument can be done in a relatively short time, approximately 1 to 2 hours. The use of 

the PADI in a peer-review process takes a relatively short amount of time, approximately 20 

to 30 minutes for the Pre-Assessment of the Simulation Experience and approximately 60 

minutes for the evaluator and debriefer to review the Debriefing Evaluation (Self and Peer 

Assessment) following the observed activities.

The PADI may be useful in debriefings for single discipline and interprofessional simulation 

experiences in both prelicensure and clinical settings. The tool is innovative in that it uses 

peer-review methodology to enhance and support faculty development. The PADI can be 

used as part of a comprehensive faculty review of teaching and development process. We 

have conducted pilot testing of the PADI to identify its utility in a variety of settings and 

plan to publish the results of this pilot testing in a future article.
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Conclusion

Contemporary research on clinical simulations has recognized the importance of debriefing 

and the value of the debriefing in facilitating learning after a simulation experience. The 

complexity and subjectivity of the debriefing process and the need to educate and assess 

debriefers were driving forces in blending evidence-based peer-assessment practices with 

assessment of the debriefer. Use of this instrument provides both novice and experienced 

debriefers with an objective and formative means of performing self-assessment and 

receiving peer-feedback on a debriefing experience.
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TABLE 1

Participation of Expert Panelists in the Three Phases of the Delphi Process

Participant Round I Round II Round III

1 X

2 X

3 X

4 X X X

5 X X X

6 X X X

7 X X

8 X X

9 X X

10 X X

11 X X

12 X X

13 X

14 X

15 X
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TABLE 2

Delphi Process to Establish an Evaluative Instrument for Debriefing (Phase One)

Process Task

Preliminary activities Elements of faculty effectiveness in facilitating debriefing sessions were identified for inclusion in assessment 
instrument:

• Review and synthesis of the literature

• Identification of performance attributes

Round I Elements to be assessed were reviewed including behavioral criteria across levels of performance.
Inclusion/exclusion of elements and behavioral criteria were affirmed; additional elements identified were included.

Round II Summary of Round 1 was reviewed.
Based on Round 1 feedback for elements and behavioral criteria, items to be included/omitted were identified.

Round III Summary of Round II was reviewed.
Remaining issues were discussed and consensus was established.
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TABLE 3

Itemized Responses of the Delphi Results for Each Round of the Survey

Round I Round II Round III

1. Verbal and non-verbal communication

Avoids judgment of learner performance 3.86 (.38) 3.64 (.92) Removed

Reflects open-ended questions back to the group 3.86 (.38) 3.91 (.30) 3.88 (.35)

Effectively uses silence 3.86 (.38) 3.64 (.67) 3.88 (.35)

Sensitive to learners’ non-verbal behaviors.

 Changed to: Attends to learners’ non-verbal behaviors (e.g., tone, facial expression, body 
language) 3.57 (.79) 3.73 (.47) 3.88 (.35)

Displays appropriate and professional non-verbal behavior (e.g., tone, facial expression, body 
language) 4.00 (.00)

2. Setting the stage and ground rules for the debriefing session

Articulates goals clearly 4.00 (.00) 3.73 (.65) 3.67 (.71)

Sets the grounds rules (e.g., confidentiality, respect for others, freedom to ask questions) 4.00 (.00) 4.00 (.00) 4.00 (.00)

Reiterates the use of simulation for learning 3.43 (.79) 3.27 (1.01) 3.22 (1.3)

Answers learner questions before beginning 4.00 (.00) 3.55 (.93) 3.22 (1.3)

Explains debriefing format 3.86 (.38) 3.82 (.40) 3.78 (.44)

Creates a safe learning environment 4.00 (.00)

Clarifies roles and expectations for the debriefing 3.89 (.33)

3. Talking about defusing (releasing emotion/de-roling)

Avoids judgment statements regarding learner performance 3.86 (.38) 3.64 (.92) 3.89 (.33)

Makes sure all learners have an opportunity to discuss emotions

 Changed to: Engages all learners in discussion of emotions and feelings regarding events 4.00 (.00) 3.64 (.67) 3.44 (1.13)

Validates emotions as real and acceptable 4.00 (.00) 4.00 (.00) 4.00 (.00)

Places debriefing topics from learners in “parking lot” until transition made

 Changed to: Appropriately tables untimely topics and returns to them for a later discussion 3.57 (.53) 3.64 (.92) 3.56 (1.01)

4. Recapping the simulation experience

Recaps events factually and in an orderly manner 4.00 (.00) 3.55 (.93) 3.56 (1.03)

Identifies points for discussion 4.00 (.00) 3.82 (.60) 3.89 (.33)

Uses simulation objectives or developed evaluation tool as discussion guide

 Changed to: Uses simulation objectives and/or learner assessment rubric as a discussion guide 3.86 (.38) 3.45 (.93) 3.33 (1.12)

Facilitates learner reflection to recap events 4.00 (.00) 4.00 (.00) 4.00 (.00)

Allows peer feedback to clarify events that happened in the simulation experience (obtains 
member agreement) 3.78 (.67)

5. Reflecting on action (analysis)

Uses innovative techniques and prompts (video, learner questions, SP feedback) to facilitate 
learner’s reflection on reasons for their behavior 3.86 (.38) 3.45 (.69) 2.89 (1.17)

Assists learners with assimilating new with previous knowledge 4.00 (.00) 4.00 (.00) 3.78 (.44)

Promotes peer-to-peer interaction and feedback 3.86 (.38) 3.73 (.65) 3.56 (.88)

Focuses on key elements related to learning objectives 3.86 (.38) 3.73 (.90) 3.67 (1.00)

Enables learners to self-identify strengths and areas for growth 3.86 (.38) 3.45 (.69) 4.00 (.00)

6. Facilitating learner’s connection of knowledge to practice

Conduct learner-centric “needs assessment” 3.86 (.38) 3.27 (1.01) Removed
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Round I Round II Round III

Integrates simulation experience with clinical practice 4.00 (.00) 4.00 (.00) 3.89 (.33)

Encourages learners to reflect upon application of new information for future clinical practice 4.00 (.00) 3.91 (.30) 4.00 (.00)

Reviews all items that arose during discussion to ensure all questions/concerns of learners are 
addressed during debriefing process

 Changed to: Reviews key items identified during discussion to ensure questions/concerns of 
learners are addressed during debriefing process 3.86 (.38) 3.55 (.69) 3.78 (.67)

Encourages learners to integrate prior knowledge and apply new information gained in 
simulation experience 4.00 (.00)

7. Summarizing: providing key take away points for the learner

Encourages learner to restate the learning objectives and the lessons learned 3.43 (.79) 3.18 (1.08) 3.33 (1.00)

Ensures all questions/concerns of learners are addressed during the debriefing process 3.71 (.49) 3.73 (.65) 3.78 (.67)

Provides key take away points for the learner 4.00 (.00) 3.60 (.70) Removed

Provides information for any further simulation reflection assignments 3.57 (.79) 3.55 (.52) 3.11 (1.17)

Offers learners remediation/additional experience if appropriate 4.00 (.00) 3.70 (.95) 3.56 (1.01)

Encourages ongoing self-reflection of learner’s individual performance 3.82 (.60) 3.89 (.33)

8. Time management before, during, and after simulation

Appropriately sets up the debriefing environment before the simulation 4.00 (.00) 3.73 (.65) 3.33 (1.00)

Starts simulation on time

 Changed to: Adheres to the schedule for debriefing or adjusts the schedule as appropriate with 
group buy-in 3.86 (.38) 3.18 (.87) 3.00 (1.00)

Appropriately stops simulation 3.86 (.38) Removed Removed

Allows enough time for de-roling

 Changed to: Allows enough time for dealing with the emotional aspects of the simulation 3.86 (.38) 3.45 (.69) 3.67 (1.00)

Allows enough time for recap 3.86 (.38) 3.64 (.50) 3.56 (1.00)

Allows enough time for analysis 4.00 (.00) 3.82 (.40) 3.67 (1.00)

Allows enough time for learners to connect knowledge to practice 3.86 (.38) 3.91 (.30) 3.67 (1.00)

Allows enough time for summary 4.00 (.00) 3.27 (1.01) 3.33 (1.00)

Finishes any evaluative paperwork and put it in correct place

 Changed to: Finishes any evaluative paperwork and forwards to appropriate parties 3.57 (.79) 3.00 (1.10) 3.11 (1.05)

Data given as mean (SD). Participants were asked to rate each objective under each of the eight headings on a scale 1–4 from not important to 
important. Italicized wording shows the changes that were made to the initial instrument via the Delphi process and represent the final instrument.
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