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Abstract 

Introduction: Senior nursing students need a requisite level of preparedness to safely care for an 

acutely ill, complex patient once they graduate and become independent clinicians. This level of 

preparedness may be evaluated by measuring clinical judgment (CJ) with the Lasater Clinical 

Judgment Rubric (LCJR). The LCJR contains 11 indicators that represent the actions and 

behaviors necessary for demonstrating CJ. Two methods of simulation, high fidelity patient 

simulation (HFPS) and objective structured clinical examination (OSCE), replicate the healthcare 

environment so students may safely demonstrate clinical skills without harming an actual patient. 

The purposes of this study were to 1) explore the use of the LCJR in the OSCE setting, and 2) elicit 

and compare the number of LCJR indicators that occur in the HFPS and OSCE settings for senior 

baccalaureate nursing students. Two research questions were explored: 1) comparing the 

representation of indicators between the OSCE and a single HFPS and question 2) comparing the 

representation of indicators between the OSCE and two HFPSs.  

Methods: This study used a two group, randomized crossover design with 23 senior nursing 

students in their last semester of a Bachelor of Science in Nursing program (n = 11; n = 12). Each 

participant performed patient care during two HFPS scenarios and 12 OSCE stations, followed by 

a written debriefing. Clinical performances were video recorded for each participant. CJ was 

evaluated by the reviewing the video recordings and counting the number of times an LCJR 

indicator occurred during the HFPS and OSCE settings. Counts for each indicator in each setting 

were established for the OSCE by adding indicator counts for each and for the HFPS by adding 

each indicator for the two scenarios. Comparisons of the OSCE to individual HFPSs as well as the 

combined HFPS means were performed using paired t-tests with an alpha value of 0.05. 
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Results: The mean number of times that the LCJR indicators occurred in the OSCE setting was 

significantly higher (p < 0.05) than in either individual HFPS setting, indicating that the OSCE 

setting provided more opportunities for measuring CJ than a single HFPS setting. When comparing 

the OSCE to the combined HFPSs setting the mean counts of LCJR Indicators 3, 4, 5, 7, and 9 

were higher in the OSCE, while counts for LCJR Indicators 2, 6, and 8 were higher in the combined 

HFPS settings. Indicators 3, 5, and 7 count means were more than five counts higher, indicating a 

likely impact on the accuracy of CJ scores regarding those indicators and a more favorable 

environment to measure those indicators within the OSCE setting. Participants reflected on their 

simulation experiences by answering written questions during the debriefing sessions to measure 

Indicators 10 and 11. Opportunities to measure Indicator 10 were similar between the two settings, 

while Indicator 11 occurred more in the students’ written OSCE debriefing than in HFPS debriefing. 

No variability existed with Indicators 10 and 11, thus statistical significance could not be 

determined. 

Conclusions: The overall higher mean count of LCJR opportunities in the OSCE setting suggests 

that OSCE provides a comparable number opportunities to measure CJ of senior nursing students. 

While previous research has validated the use of the LCJR tool in the HFPS setting, the results of 

this study suggest that the LCJR may be used in the OSCE setting and be similarly suitable. The 

OSCE uses less faculty resources than HFPS and thus may be a more cost-effective mode for 

evaluating CJ. However, additional research is needed to establish the validity and feasibility of 

using the LCJR tool in the OSCE setting to measure CJ in senior nursing students prior to 

graduation. 

 

KEYWORDS:  clinical judgment, objective structured clinical examination, high fidelity patient 

simulation, nursing education, simulation 
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Chapter One 

Introduction 

The American Association of Colleges of Nursing (2015) estimates that 1.1 

million new registered nurses will be needed in the United States by 2022. To meet this 

demand, nursing programs have increased enrollment such that nursing students now 

comprise the largest portion of healthcare students in acute care settings (Debourgh & 

Prion, 2012). By the time of graduation, nursing students need a requisite level of 

preparedness to safely care for an acutely ill, complex patient (Saintsing, Gibson, & 

Pennington, 2011). This level of preparedness is demonstrated via clinical judgment 

(CJ), critical thinking (CT), and clinical reasoning (CR) skills (del Bueno, 2005). These 

skills continue to be developed during the novice nurse’s first year of employment as an 

independent clinician (Ebright, Urden, Patterson, & Chalko, 2004). The nursing shortage 

may prolong the development of CJ, CT, and CR due to the lack of experienced nurses 

to act as clinical faculty and mentors for the nursing students and novice nurses, (Ebright 

et al., 2004). Prolonged CJ, CT, and CR development increases the potential for errors 

that place patients at risk for injury and/or complications (Debourgh & Prion, 2012).  

An individual nursing program decides when students are ready to take the 

National Council Licensure Examination for registered nurses (NCLEX-RN) (Saintsing et 

al., 2011). This decision is based on the completion of course requirements, which can 

vary between the associate, baccalaureate, and pre-licensure Master’s-level degree 

programs (American Association of Colleges of Nursing, 2014). Although nursing 

programs and NCLEX-RN administrators deem program completion with a passing 

grade as sufficient evidence of clinical competency (i.e., adequate CJ, CT, and CR), 
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hospital employers may not (Fero, Witsberger, Wesmiller, Zullo, & Hoffman, 2009). 

Hence, a growing concern for nursing faculty is the lack of preparedness exhibited by 

some senior students (Hallin, Backstrom, Haggstrom, & Kristiansen, 2016). To ensure 

that graduating students are adequately prepared to function as independent clinicians 

after graduation, their CJ, CT, and CR skills must be at a sufficient level for delivering 

safe patient care prior to taking the NCLEX-RN examination (del Bueno, 2005). 

Determining this sufficient level of CJ, CT and CR is difficult; no standardized tool or 

national guidelines exist for measuring these attributes in students. Therefore, an 

education priority must be the adoption of evidence-based measurements to evaluate 

the CJ, CT, and CR levels in nursing students. This priority is particularly important 

considering the knowledge and clinical skills needed for the nursing care of complex 

patients in today’s acute care hospital setting (Tanner, 2010). 

Background 

Novice nurses are new nurses in the first 6-12 months of clinical practice after 

graduating from their education program (Gazaway, Schumacher, & Anderson, 2016). 

Up to 88% of novice nurses work in a hospital setting for their first clinical job (Tanner, 

2010). An estimated 50% of novice nurses identify a lack of confidence in their nursing 

skills at the end of their education program, which may indicate unease with their CJ, 

CT, and CR development (Saintsing et al., 2011). This lack of confidence may stem from 

the shortage of nursing faculty, competition for a limited number of clinical placements 

for students, and complex high-acuity patients with multiple comorbidities. These issues 

contribute to less direct time with patients during a nursing education program, which 

intensifies the demands placed on both student and novice nurses (Benner, Sutphen, 

Leonard, & Day, 2010).  

Despite these concerns, CJ levels prior to graduation are unknown (del Bueno, 

2005). A high level of CJ by graduation may help ease the lack of confidence felt by 
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novice nurses. To help nursing faculty identify CJ, Tanner (2006) created an exploratory 

model to describe CJ aptitudes as well as provide a foundation for the (often 

inappropriately) interchanging use of the CJ, CT, and CR terminology in nursing 

education and practice. Lasater (2007a) developed the Lasater Clinical Judgment Rubric 

(LCJR) to accompany Tanner’s model, which allowed identification of student nurses’ CJ 

levels in a high-fidelity patient simulation (HFPS) setting. Lasater (2007a; 2007b) 

evaluated the LCJR with Bachelor of Science in Nursing (BSN) students. This 

investigator found that while the rubric was capable of measuring CJ, issues arose when 

administering the LCJR tool. For example, nursing faculty had to be available to follow 

students through multiple HFPS scenarios, and individual nursing students were difficult 

to evaluate because many of their HFPS experiences were completed as a group.  

Two methods of simulation instruction are currently used for healthcare 

education. The first method, HFPS, reflects real clinical situations using a computerized 

mannequin to portray a variety of health conditions and illnesses (Weaver, 2011). 

Typically, students participate in HFPS scenarios as a group, with each participant 

playing a specific role. For example, one student is assigned the primary nurse role and 

tasked with performing the patient’s assessment, while another student is assigned the 

medication nurse role and tasked with administering the medications (Meakim et al., 

2013). The nursing faculty then acts as a facilitator to guide students as they interact 

with the mannequin to perform assessments and/or clinical interventions.  

The second type of simulation instruction is the objective structured clinical 

examination (OSCE), which provides feedback to students while allowing a summative 

evaluation of their progress (Major, 2005). The OSCE uses a series of scenarios as 

individual stations that students rotate through to complete tasks or interventions (Singh 

et al., 2009). The OSCE allows for multiple students to be evaluated at a single 

encounter, independent of one another. Also, the OSCE allows for trained staff and 
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standardized patients to evaluate an individual student via specifically designed 

checklists.  

This researcher proposes that the LCJR be used to measure CJ prior to 

graduation with both the HFPS and OSCE methods. Senior nursing students in a BSN 

program are the population of interest because their education focuses more on CT and 

CR development compared to their associate degree counterparts (American 

Association of Colleges of Nursing, 2014). Currently, nursing education programs focus 

on improving the nursing students’ CT and CR, not CJ per se (Benner et al., 2010). 

While these terms, as well as problem-solving and decision-making, are frequently used 

interchangeably with each other, they do not carry the same meaning as shown in Table 

1 (Victor-Chmil, 2013). With the rapidly changing healthcare clinical environment, 

nursing programs need to specifically facilitate student CJ development and 

measurement to ensure a sufficient level of clinical competency prior to graduation.  

Table 1.  

Differentiation of Terminology 

Term Definition 

Critical Thinking (CT) Cognitive processes used for analyzing knowledge 

Clinical Reasoning (CR) 
Cognitive and metacognitive processes for analyzing 
knowledge relative to a clinical situation 

Clinical Judgment (CJ) 
Cognitive, psychomotor, and affective processes 
demonstrated through actions and behaviors 

Note: Information summarized from Victor-Chmil, 2013, page 34. 

A decade ago, the Carnegie Foundation sought to discern how to transform 

nursing education to better meet the challenges facing the nursing profession (Benner et 

al., 2010). A team of inter-professional researchers reviewed the literature, performed 

national surveys, and visited various nursing programs to directly observe classroom 
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and clinical teaching methods. Three dimensions of nursing education were identified: 

“learning of theory and scientific methods”, “mastery of skillful practice”, and “formation 

of professional identity and agency” (pg. 231). The investigators made 26 

recommendations for the future of the nursing profession and nursing education based 

on their findings pertaining to these dimensions. Due to their applicability to this topic 

area, three of the 26 recommendations were chosen as a premise for this research 

project. 

1) Recommendation #1: Come to an agreement about a set of clinical relevant 

prerequisites. This recommendation addresses the variations in the 

prerequisites required for entry into nursing programs as well as program quality 

and content. This recommendation also discusses the need for regulation to 

decide on course offerings, the content and quality of the courses, and the need 

for continuous re-evaluation of courses and programs (Benner et al., 2010). CJ 

development and evaluation could identify areas of weaknesses and strengths 

in nursing curricula as programs prepare for any future regulations.  

2) Recommendation #11: Vary the means of assessing student performance. This 

recommendation addresses the assessment and measurement of a student’s 

clinical performance and nursing knowledge. Faculty were found to primarily 

focus on test-taking strategies, multiple-choice exams, and preparation for 

NCLEX-RN (i.e., teaching to the test) rather than evaluating clinical skills related 

to patient care. Furthermore, the Carnegie study found that an evaluation of a 

student’s performance was based on completion of written assignments (e.g., 

care plans) rather than the application of nursing knowledge and patient care 

skills in a clinical setting. Thus, this recommendation suggested that several 

methods be used concurrently to evaluate the student’s application of nursing 

knowledge and clinical skills (Benner et al., 2010). This research directly 
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pertains to this recommendation since it seeks to measure CJ with both the 

HFPS and OSCE methods. Using this tool with these two methods adds to the 

variety of methods for evaluating clinical skills and accurately evaluates the 

nursing student’s level of preparedness for independent clinical practice. 

3) Recommendation #25: Require performance assessments for licensure. This 

recommendation suggested that a competency assessment occurs during the 

last year of the nursing program, and again when taking the NCLEX-RN 

examination, using either the HFPS or standardized patient methods. This 

requirement would satisfy the concerns voiced by several accrediting 

organizations and citizen groups about the novice nurses’ lack of preparedness 

for clinical practice when they initially enter the workforce (Benner et al., 2010). 

Using the LCJR to evaluate the clinical competency of senior nursing students 

pertains to this recommendation, since this tool measures CJ with the HFPS 

method, and has potential to be used with the OSCE method. As a vital 

component of clinical competency, measuring CJ gives faculty valuable 

information about their students’ level of preparedness to be employed as a 

registered nurse.  

Problem Statement 

Saintsing et al. (2011) did an integrated literature review to determine the 

relationship between clinical decision making and patient care errors with novice nurses. 

These investigators found that 49-53% of novice nurses were involved in patient care 

errors. Spector et al. (2015) then investigated the number of patient care errors 

committed by novice nurses to ascertain how three different orientation programs 

affected clinical competency. This study found that the mean number of errors 

significantly decreased from the first (7.5 ± 0.13 errors) to the twelfth (5.05 ± 0.1 errors) 

month of employment with a conventional hospital orientation program (p =0.034). These 
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patient care errors may be due to a lack of confidence in clinical skills or little clinical 

experience outside of academia, particularly since novice nurses report a sense of 

feeling unprepared to work as an independent clinician in the hospital setting (Ferguson 

& Day, 2007). Nursing leaders and healthcare employers are voicing concerns about the 

risk of patient care errors associated with diminished CJ in both senior nursing students 

and novice nurses (Hallin et al., 2016; Saintsing et al., 2011). Nursing faculty could 

mitigate these issues by identifying insufficient CJ levels in their students to allow time 

for remediation prior to graduation. 

Technological advances and innovative research have led to a constantly 

changing healthcare environment that has more complex patients with shorter hospital 

stays. Hence, all registered nurses are challenged to remain clinically competent while 

performing patient care. The accurate portrayal of a nursing student’s level of 

preparedness is essential to demonstrate their ability to perform safe patient care amid 

the ever-changing healthcare environment (Saintsing et al., 2011; Victor-Chmil & Larew, 

2013). Using the LCJR in the HFPS and OSCE methods allow nursing faculty to 

effectively evaluate CJ levels in a safe setting so students may gain relevant clinical 

experience without harming a patient (Murray, Grant, Howarth, & Leigh, 2008). While the 

LCJR has been thoroughly tested with the HFPS method, no studies were found in the 

literature evaluating the LCJR with the OSCE method with undergraduate pre-licensure 

nursing students. This gap in nursing education knowledge presents an opportunity to 

examine and validate the use of the LCJR tool with the OSCE method for measuring CJ 

levels in BSN nursing students. This research opportunity directly relates to the 

(previously described) recommendations of the Carnegie Foundation. Furthermore, this 

research supports evaluating CJ with the LCJR with the OSCE method, which would 

alleviate the need for multiple HFPS classes over a semester. A single HFPS class 

typically contains multiple students during which a faculty member is unable to 
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accurately evaluate any one student and repeating HFPS classes for individual students 

is time consuming. The OSCE method allows multiple students to be evaluated 

simultaneously, yet independent of one another. Thus, using the LCJR with the OSCE 

method could provide more efficient use of faculty time and resources. 

Purpose of Study 

The purposes of this study were to 1) explore the use of the LCJR with the OSCE 

method, and 2) elicit and compare the number of LCJR indicators that occur with the 

HFPS and OSCE methods. The results of this study will provide information on using an 

alternative simulation method to evaluate the CJ of senior nursing students while gaining 

an understanding of their CJ abilities prior to graduation. Non-inferiority hypotheses were 

selected since no comparable research exists in this area. The 11 LCJR indicators are 

described in Appendix A (p. 143) and summarized in Table 2 (p. 57). 

Research Questions and Hypotheses 

This study determined how the individual LCJR indicators are represented by 

OSCE and HFPS in senior BSN students. The specific research questions and their 

hypotheses are: 

1. How are the individual LCJR indicators represented by the OSCE versus single 

HFPS method in senior BSN students?  

a. Hypothesis: The representation of LCJR Indicator 1 in the OSCE will be 

equivocal to that of LCJR Indicator 1 with the HFPS method in senior BSN 

students. 

b. Null Hypothesis: The representation of LCJR Indicator 1 in the OSCE will not 

be equivocal to that of LCJR Indicator 1 with the HFPS method in senior BSN 

students. 

c. This hypothesis is repeated for each of the other 10 LCJR indicators. 
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2. How are the individual LCJR indicators represented by the OSCE versus multiple 

HFPS methods in senior BSN students? 

a. Hypothesis: The representation of LCJR Indicator 1 in the OSCE will be 

equivocal to that of LCJR Indicator 1 with the HFPS method in senior BSN 

students. 

b. Null Hypothesis: The representation of LCJR Indicator 1 in the OSCE will not 

be equivocal to that of LCJR Indicator 1 with the HFPS method in senior BSN 

students. 

c. This hypothesis is repeated for each of the other 10 LCJR indicators. 

Rationale 

 This study uses the count of how often each LCJR indicator occurs during two 

types of simulation instruction (instead of evaluating the LCJR tool itself) because this 

aspect of Lasater’s rubric has not yet been investigated. Also, the LCJR has not been 

evaluated with the OSCE method. The LCJR tool itself has been found to be a reliable 

and valid tool (Cronbach alpha = 0.95) for measuring nursing students’ CJ within the 

traditional HFPS method (Victor-Chmil & Larew, 2012). However, the number of 

opportunities in which a specific LCJR indicator must occur for an accurate CJ 

measurement is unknown – despite a general agreement that more opportunities 

provide a more accurate CJ evaluation (Benner et al., 2010; Lasater, 2007a, 2007b; 

Sideras, 2007). To date, no research was found in the literature that determined how 

many occurrences of the 11 individual indicators are required to provide an accurate 

LCJR score with the HFPS and/or OSCE simulation methods. Therefore, this study 

intends to fill this theoretical knowledge gap.  

Conceptual Definitions 

Clinical judgment. CJ is defined by Tanner (2006) as “an interpretation or 

conclusion about a patient’s needs, concerns, or health problems, and/or the judgment 
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to take action (or not), use or modify standard approaches, or improvise new ones as 

deemed appropriate by the patient’s response” (p. 204). CJ is the tangible evidence of a 

student’s ability to critically think and clinically reason (Benner, Hughes, & Sutphen, 

2008). CJ is a complex and multidimensional concept that contains components of both 

CT and CR. CJ is the cognitive, psychomotor, and affective processes that are 

demonstrated through certain actions and behaviors (Tanner, 2006). 

BSN nursing students. Bachelor of Science in Nursing (BSN) students are 

defined as senior nursing students of a generic university degree nursing program, who 

have completed three of four semesters. The coursework completed by the BSN 

students during these three semesters included: pathophysiology and pharmacology, 

health assessment and nursing practice, health promotion and nutrition, adult medical 

surgical courses, geriatrics, nursing research, mental health, and maternal-child health. 

The courses during the 4th semester the students were enrolled in (which also served as 

the data collection period) included: leadership, management, current nursing topics, 

synthesis of advanced nursing concepts through case studies, community and public 

health nursing, and transition to professional practice with clinical practicum.  

High-fidelity patient simulation. HFPS mimics real-life experiences by allowing 

the participant to become fully immersed in the learning environment (Bland, Topping, & 

Wood, 2011; West, Usher, & Delaney, 2012). HFPS was introduced nearly 20 years ago 

in healthcare education; it allows the presentation of patient scenarios with various 

health issues, diseases, serious and life-threatening patient conditions (Sanford, 2010; 

Seropian, Brown, Gavilanes, & Driggers, 2004; Waxman, 2010). These simulations also 

allow for the student to intervene and practice various, often invasive, healthcare 

interventions (Cant & Cooper, 2010; Decker, Sportsman, Puetz, & Billings, 2008).  

Objective structured clinical examination. The OSCE is an evaluation method 

designed to evaluate clinical competencies (Alinier, 2003). Originally, the OSCE was 
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used with medical students to practice health histories and basic skills. Currently, the 

OSCE is used in a variety of healthcare programs, including nursing (McWilliam & 

Botwinski, 2012). Students rotate through a variety of stations during the OSCE for an 

individual evaluation of a specific set of skills using concise checklists for expected 

behaviors. The setup requires careful organization and the creation of the 10-20 

scenarios that comprise the OSCE stations. Each station has a designated time limit and 

a specific focus, skill, or subject area that is evaluated by the station’s monitor, 

standardized patient, or grader using a checklist. The use of checklists, careful planning, 

rotation of individual students through each station, and the summative environment with 

highly-trained evaluators creates the objective structure aspects of this evaluation 

method.  

Lasater Clinical Judgment Rubric. The LCJR is a CJ evaluation tool, which 

Lasater developed based on the Tanner Model of Clinical Judgment Model (TMCJ). The 

rubric contains 11 indicators to evaluate the four phases identified in the TMCJ, using 

HFPSs to measure CJ attributes in nursing students and identify differences in their skill 

levels (Lasater, 2007a). Each indicator has detailed descriptions of observations that 

represent the four developmental levels of CJ from beginner to exemplary. The LCJR 

creates a common language for nursing faculty and students to describe the CJ 

dimensions at the various levels of student development (Lasater, 2011).  

Conceptual Framework 

The TMCJ serves as the conceptual framework and theoretical foundation for 

this study. Tanner (2006) developed the TMCJ after a thorough literature review about 

the cognitive, metacognitive, and implicational processes that determine CJ attributes. 

The purpose of this model was to support the language used to describe CJ 

development during the student’s nursing education. Tanner describes the model as “a 

form of engaged moral reasoning” that acts as a guide for faculty during debriefing 
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sessions with students; in this manner students begin “thinking like a nurse” (p. 209). To 

better understand and explain CJ within nursing, Tanner identified four measurable 

phases: noticing, interpreting, responding, and reflecting (Figure 1).  

 

Figure 1. Tanner Model of Clinical Judgment (Tanner, 2006). Reproduced with 

permission from SLACK Incorporated. 

The phase of noticing is influenced by a myriad of internal and external factors 

that not only arise from the nurse’s initial assessment of the patient, but also the 

expectations of the situation, knowledge of the patient, practical knowledge from 

experience, and information learned from their educational program and resources. 

Noticing is further influenced by the nurse’s vision of their practice, values, culture and 

complexity of the work environment (Tanner, 2006).  

Once the student nurse has completed the noticing phase, they move into 

interpreting the data. During interpretation, the student nurse uses the knowledge they 

possess to develop an understanding of the situation, prepare a response, and make 

decisions. After interpreting the student implements decisions by responding. Students 
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respond by acting or not acting, based on the decisions made during the interpretation 

phase. Tanner (2006) surmised that the actions during the noticing and responding 

phases resulted from CR. This deduction used CR to refer to the mental processes used 

by healthcare clinicians to develop CJ concerning their patient care. CR must be present 

for CJ to occur. CR also included the “deliberate process of generating alternatives, 

weighing them against the evidence, and choosing the most appropriate action, and 

those patterns that might be characterized as engaged, practical reasoning” (pp. 204-

205).  

The phase of reflecting occurs both in and on action. Reflection-in-action 

characterizes the student nurse’s ability to understand what is happening with the patient 

and respond appropriately, which is often subtle and tacit. Reflection-on-action pertains 

to the experiences contributing to the student nurse’s knowledge development and 

improves their CJ for future situations. Reflection requires the student nurse to consider 

the consequences of their interventions, then determine if their responses were 

anticipated and/or had the desired effect.  

Clinical judgment. This study will use the TMCJ guided description of CJ, since 

it is a theoretically supported as the gold standard definition. Tanner (2006) defines CJ 

as the “interpretation or conclusion about the patient’s needs, concerns, or health 

problems, and/or the decision to take action (or not), use or modify standard 

approaches, or improvise new ones as deemed appropriate by the patient’s response” 

(p. 204) Along with developing the TMCJ, Tanner (2006) identified five foundational 

conclusions incorporated in the CJ dimensions (pp. 205-207):  

1) “CJs are more influenced by what the nurse brings to the situation that the 

objective data about the situation at hand;”  
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2) “sound CJ rests to some degree on knowing the patient and his or her typical 

pattern of responses, as well as engagement with the patient and his or her 

concerns;”  

3) “CJs are influenced by the context in which the situation occurs and the culture 

of the nursing unit;” 

4) “nurses use a variety of reasoning patterns alone or in combination;” and  

5) “reflection on practice is often triggered by breakdown in CJ and is critical for the 

development of clinical knowledge and improvement in CR”. 

These conclusions created the foundation for the TMCJ phases, which allows CJ to be 

more than the pathophysiological and/or diagnostic aspects of a patient’s illness. Rather, 

student nurses must understand the experiences of the illness from multiple 

perspectives such as the family and patient.  

What the nurse brings. This first conclusion requires several types of 

knowledge to be possessed by the student nurse (Tanner, 2006). First, abstract 

knowledge is considered generalizable and applicable to many situations. This type of 

knowledge grows from science and theory. Second, experiential knowledge is abstract 

knowledge applied to a clinical situation. Experiential knowledge assists future 

recognition of certain clinical illnesses. For the student nurse, experiential knowledge 

arises from clinical rotations, case studies, and simulated clinical experiences (Benner et 

al., 2008; Weaver, 2011). Finally, there is knowledge that is considered both highly 

localized and individualized. This type of knowledge arises from the student nurse’s 

interaction and sharing the human experience with their patient. If a student nurse has 

yet to experience a clinical situation, they take the abstract knowledge, analytically 

reason through it, then determine their response/action. The response time differs 

between students, novice nurses, and experienced nurses, decreasing with higher levels 

of CJ.  
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Knowing the patient. This second conclusion refers to knowing the patient as a 

distinct nursing approach to caring for the patient (Tanner, 2006). Nurses spend more 

time listening and interacting with their patients than other healthcare providers. Hence, 

nurses have an unstated and subconscious awareness of their patient’s norms, needs, 

and responses. This knowing allows nurses to rapidly identify abnormal responses 

exhibited by a patient, which stands out from the normal and expected responses. 

Knowing the patient as a person also allows nurses to understand the qualitative issues 

of their care and tailor interventions for the individual patient.  

Context and culture. For the third conclusion, identification of the situational 

context and unit cultural influences on CJ was based on the work by Ebright, Patterson, 

Chalko, & Render (2003). These authors described how actions by students were 

impacted by more than their nursing program and textbooks. Status, power, and 

interdisciplinary relationships also influenced how the nursing student and/or novice 

nurse observes a clinical problem and intervenes to resolve it. Tanner (2006) then found 

that the nurse’s impression of the patient (i.e., age, race, gender, and socioeconomic 

status) also impacted how the nurse treated the patient’s concerns and issues. 

Reasoning patterns. The fourth conclusion involves the reasoning patterns 

used, either alone or in combination, based on the student nurse’s initial understanding 

of the situation and goals of practice (Tanner, 2006). Analytic processes, intuition, and 

narrative thinking were identified as three major reasoning patterns commonly used by 

student nurses. Other reasoning patterns identified by Tanner included modus operandi 

or detective work, and various heuristics. A nurse’s choice of reasoning pattern was 

dependent on the initial understanding of the situation, background, context, and 

relationship with the patient.  

Reflection. The fifth conclusion identified by Tanner (2006) was the use of 

reflection. Nurses’ reflection on practice was often prompted from breakdowns in the CJ 
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processes, which led to a reflection-on-practice that in turn allowed the student nurse to 

identify mistakes and improve practice.  

Since the development of the TMCJ, additional work has been done on reflection 

and CJ development. McKnight (2012) investigated reflection with novice nurses and 

how this phase of TMCJ affected their CJ development. As previously mentioned, two 

types of reflection exist: reflection-on-action and reflection-in-action. Reflection-on-action 

occurs after the experience; it focuses on what occurred, what was gained during the 

experience, and the contribution to the ongoing development of clinical knowledge and 

CJ (McKnight, 2012). Additionally, reflection-on-action allows the student nurse/novice 

nurse to reflect on the overall situation and whether their actions were the best possible 

choice under the circumstances (Tanner, 2006). Reflection-in-action occurs during the 

experience and involves the nurses’ understanding of how the patient is responding to 

interventions and treatments, and whether to intervene based on assessment findings 

(McKnight, 2012). Both types of reflection require the student nurse/novice nurse to 

connect with what was encountered during their interventions, the patient response, and 

nursing knowledge. Reflection-in-action occurs during the patient encounter and requires 

nursing skill and knowledge, while reflection-on-action occurs after the encounter and 

increases the future ability to reflect-in-action.  

The contributions of reflective thinking in education is not new. A seminal 

explanation by Dewey (1933) indicated that the effort of reflective thinking led to greater 

knowledge (Kuiper & Pesut, 2004). Reflection allows all nurses to extrapolate their 

thinking from the current situation to future situations, using underlying assumptions and 

knowledge to generate a deeper understanding (Perry, 2000). Researchers have 

developed various methods to evaluate reflection. For example, Nielsen, Stragnell, & 

Jester (2007) developed a guide to using the LCJR for written reflection that allows the 

student nurse to explore both reflection-in-action and reflection-on-action. Since 



17 

reflection plays a large role in the CJ development, faculty need to implement and 

measure this concept in their nursing students (Kuiper & Pesut, 2004; Perry, 2000). 

Chapter 1 Summary 

CJ is a complex and multidimensional concept that is important to developing a 

sufficient level of preparedness in student and novice nurses. The ability to measure CJ 

in simulated clinical settings was conveyed in Tanner’s TMCJ model and the subsequent 

LCJR tool developed by Lasater. However, new options must continue to be explored for 

the adoption of consistent (standardized) CJ measurement of nursing students prior to 

graduation. Therefore, this study addresses how using the LCJR with an alternative 

evaluation method could accurately measure nursing students’ CJ levels prior to 

graduation. Using simulation in nursing education protects patients while promoting 

sufficient CJ development in nursing students before they enter professional practice.  

This study will add valuable information to the existing literature concerning 

methods to measure a nursing student’s CJ level during their nursing program. 

Furthermore, the results of this study will positively impact patient outcomes and safety 

by demonstrating additional methods to identify CJ levels prior to graduation. Using the 

LCJR tool with the OSCE method may provide an efficient method of measuring CJ and 

resolve the issues in nursing education that are encountered with the traditional HFPS 

method. The long-term goal of this study is to identify new nursing education and CJ 

evaluation methods that may improve clinical competency and better prepare student 

nurses to work as registered professional nurses after graduation. 
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Chapter Two 

Literature Review 

This chapter discusses the literature pertaining to the HFPS, OSCE, and CJ 

concepts. HFPS and OSCE are first reviewed as simulation techniques for teaching 

clinical skills followed by the relevancy of CJ development in nursing education.  

Simulation 

Simulation refers to an imitated real-world situation. The Merriam-Webster® 

(n.d.b.) online dictionary states that simulation is “something made to look, feel, or 

behave like something else, especially so that it can be studied or used to train people”. 

The first documented use of the term simulation was in the 14th century to indicate 

something as an imitation showing of the real-life counterpart (Online Etymology 

Dictionary©, n.d.).  

Simulation may be used to evaluate, train, educate, and/or entertain people. For 

example, some cultures simulate the female human body as clay dolls to allow female 

patients to maintain their modesty when seeking medical care from a male physician 

(Meller, 1997). Tabletop strategy games (e.g., chess) are frequently simulated war 

games (Bradley, 2006). Today, simulation is used when it is dangerous, not feasible, or 

impossible to participate in the real-world situation such as with automobile safety 

testing, training airline pilots, and disaster preparedness (Bradley, 2006). Simulation has 

been used for a long time in healthcare education through various techniques such as 

injecting an orange to practice hand-eye coordination with a syringe or having 

computerized mannequins act like patients in a clinical scenario (Connell et al., 2016). 



19 

Simulated clinical situations for training nurses, physicians, dentists, and other 

health care professionals not only reduce the risk of harm to patients, but also protects 

the students and healthcare professionals themselves (Nehring & Lashley, 2010). The 

first documented use of a full body simulator in nursing education was the Mrs. Chase 

porcelain mannequin in 1910 (Herrmann, 1981). By the 1950s, mannequin simulators for 

healthcare training became more sophisticated with the creation of Resusci-Anne to 

teach cardiopulmonary resuscitation and the computerized Sim One to teach anesthesia 

(Bradley, 2006; Barnes and Scott, 2015). Initially, healthcare education was dependent 

on the apprenticeship model because of the high cost of the computerized simulators 

prohibiting their widespread use (Bradley, 2006). However, the use of computerized 

simulators became more common by the 1980s as costs decreased and faculty 

recognized the need for a more prudent method of teaching clinical skills as concerns 

grew over patient safety with novice clinicians (Bradley, 2006).  

Nursing faculty use various types of simulators to teach clinical skills. For 

example, partial-task trainers are low technology, low cost simulators used for teaching 

specific clinical skills such as an arm for blood draws or a bucket to replicate gastric tube 

feedings (Eder-Van Hook, 2004). More expensive simulators with advanced technology 

include the use of computer-based tools such as interactive computerized mannequins, 

computer games, and virtual reality systems. As previously mentioned, the standardized 

patient (SP) is an approach that uses human actors to portray patients. SP allows 

students to interact face-to-face with a “patient” to practice their interpersonal and 

assessment skills in a standardized manner (Ebbert & Connors, 2004). Regardless of 

the type of simulator, simulation provides a safe and supportive setting for healthcare 

students to practice their patient care skills by replicating key aspects of a real clinical 

setting (Sanford, 2010). 
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Fidelity. Fidelity describes the proximity to “realness” that a simulation replicates 

regarding an actual situation or setting (Jeffries, 2012; Nehring & Lashley, 2010). 

Originally rooted in the aviation industry for pilot training, fidelity is an important concept 

to consider when designing or selecting a healthcare scenario to simulate for teaching 

students (Nehring & Lashley, 2010; Paige & Morin, 2013). Fidelity is the “function of the 

degree to which equipment and environmental cues distinguish information as real 

(objective fidelity) or as subjectively experienced (perceptual fidelity)” (Paige & Morin, 

2013, p. e484). In healthcare, the International Association for Clinical Simulation and 

Learning (INACSL) defines fidelity as the:  

Believability, or the degree to which a simulated experience approaches reality; 

as fidelity increases, realism increases. The level of fidelity is determined by the 

environment, the tools and resources used, and many factors associated with the 

participants. Fidelity can involve a variety of dimensions, including (a) physical 

factors such as environment, equipment, and related tools; (b) psychological 

factors such as emotions, beliefs, and self-awareness of participants; (c) social 

factors such as participant and instructor motivation and goals; (d) culture of the 

group; and (e) degree of openness and trust, as well as participants’ modes of 

thinking. (Meakim et al., 2013, p. S6) 

Thus, high fidelity simulation best approximates realism as indicated by the presence of 

key dimensions and factors constituting reality. High fidelity simulation employs a full-

scale computerized patient simulator, virtual reality, and/or a SP that allow students to 

experience a high level of interaction during a realistic, but simulated, situation and 

setting (Meakim et al., 2013). 

Levels of fidelity. Nursing faculty use three levels of fidelity in mannequins to 

teach clinical skills: low, moderate, and high. Low fidelity patient simulation (LFPS), aka 

task trainers or partial task mannequins, are used for practicing specific tasks or clinical 
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skills. Examples of task trainers include injectable pads for immunizations and hospital 

beds (with or without a mannequin in it) to practice bed linen changes (Jeffries, 2012). 

Medium or moderate fidelity patient simulation (MFPS) is more realistic than LFPS, and 

manifested clinical changes may not include all the physiological components. For 

example, students may be able to listen to heart and lung sounds, but the mannequin 

may not exhibit the accompanying pulse or chest rise. MFPS mannequins are used for 

students learning to identify specific aspects of assessment anomalies such as 

wheezing or heart murmurs (Nehring & Lashley, 2010). High fidelity patient simulation 

(HFPS) imitates reality at the highest possible level. HFPS simulators concurrently 

portray multiple body functions such as eye blinks, pupil responses, peripheral pulses, 

chest movement, physiological sounds and vocalizations, which together provides an 

entire patient care experience for the student. Furthermore, the student is able to 

perform multiple interventions that elicit appropriate mannequin responses (Cant & 

Cooper, 2010). 

How well the simulator and simulated setting resembles the real-world clinical 

setting influences the learning of nursing skills. For example, a high level of realism is 

theoretically created for the nursing students by 1) having a HFPS mannequin respond 

in a similar fashion as a human patient in HFPS and/or 2) the setting is accurately 

replicated as a clinical setting. In their seminal article, Barrows & Feltovich (1987) 

discussed the three essential factors necessary for achieving a realistic simulation 

experience that promotes the learning of clinical skills. First, little information concerning 

the scenario should be provided ahead of time to replicate what information would be 

available in a clinical setting about a given patient. Second, the nursing student must be 

allowed to freely explore the patient using any assessment and questioning methods, in 

any order, during the simulation class. Third, clinical information should be provided as 
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the simulation scenario progresses to allow reasoning processes to occur naturally as 

the patient’s status changes.  

In addition to incorporating these factors, the nursing faculty should consider 

three dimensions regarding fidelity level when teaching specific nursing skills with 

simulation (Jeffries, 2012; Nehring & Lashley, 2010). 

1) How well does the physical dimension replicate reality? For example, the 

mannequin’s ability to speak (or have someone speak through it) in a realistic 

clinical setting is necessary for HFPS.  

2) How well does the conceptual dimension replicate a patient care issue? For 

example, the HFPS mannequin should properly reflect changes in the patient’s 

oxygen saturation during an asthma attack such that the respiratory rate 

increases due to lack of a patent airway, which also produces the wheezing 

sound when auscultating the lungs.  

3) How well is the emotional dimension represented via props and sequence of 

events? For example, the HFPS setting should include sounds such as monitor 

alarms during adverse changes in vital signs because such sounds could affect 

the nursing student’s emotions and CJ during the clinical scenario. 

Effect of fidelity on learning outcomes. The level of fidelity should be chosen 

based on the planned learning outcomes. The nursing faculty should consider the level 

of the student and the purpose and objectives of the simulated experience when 

choosing the fidelity level (Coffey et al., 2016). For example, HFPS simulations are 

associated with better learning outcomes such as improved cognitive, affective, and 

psychomotor skills compared to LHPS (J. Kim, Park, & Shin, 2016). Recently, J. Kim et 

al. (2016) examined how the fidelity level of a simulation class affected student learning 

outcomes. These investigators found that HFPS and SP were the most effective 

instructional simulation methods for improving student affective and cognitive outcomes, 
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while MFPS better improved psychomotor outcomes. These findings were supported by 

Tuzer, Dinc, and Eclin (2016) when they investigated the impact of simulation instruction 

on the level of student knowledge and performance. While Tuzer et al. found no 

statistical difference (p = 0.374) between the HFPS and SP student performance scores, 

they did find that students participating in SP simulation had significantly higher (p = 

0.024) knowledge scores compared to those participating in HFPS.  

Debriefing. A crucial component of effective simulation instruction is debriefing. 

A constructivist teaching method, debriefing provides opportunities for the students to 

actively reflect and build upon their knowledge about nursing care and patient responses 

to interventions during a simulated clinical experience (Dreifuerst, 2012). INACSL 

defines debriefing as: 

An activity that follows a simulation experience and is led by a facilitator. 

Participants’ reflective thinking is encouraged, and feedback is provided 

regarding the participants’ performance while various aspects of the completed 

simulation are discussed. Participants are encouraged to explore emotions and 

question, reflect, and provide feedback to one another. The purpose of debriefing 

is to move toward assimilation and accommodation to transfer learning to future 

situations (Meakim et al., 2013, p. S5). 

The simulation experience should be constructed to allow sufficient time for 

debriefing at specific times during the class. During the debriefing session, students 

reflect on the events during the simulation experience, their actions, and patient 

responses, and they compare their actions with nursing standards and alternative 

outcomes (Dufrene & Young, 2014). This process provides the student nurse with the 

opportunity to begin forming links to what they have learned in the classroom and the 

consequential impact on patient care. Knowing how to properly debrief students during 

the class is as important as understanding how to design and use the simulation setting 
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itself (Dufrene & Young, 2014). Reflective learning, i.e., a student’s reflection on their 

nursing actions and patient outcomes, is fostered during the debriefing period. Although 

debriefing is often done as a group discussion during and/or at the end of class, it may 

also be accomplished with the students answering self-reflective written questions in 

their own timeframe (Padden-Denmead, Scaffidi, Kerley, & Farside, 2016).  

High-Fidelity Patient Simulation 

HFPS is a simulation method used to safely teach and perform clinical skills, 

which enables the faculty to evaluate learning outcomes and identify areas of 

improvement (Nehring & Lashley, 2010). HFPS involves a computerized mannequin that 

responds to the clinical intervention so that the student may gain confidence, self-

perceptions of knowledge, competence/preparedness, and self-efficacy. By using HPFS, 

transferability to clinical practice increases and better ensures human patient safety (S. 

Kim, Kim, Kang, Oh, & Lee, 2016).  

HFPS is used in nursing education to supplement classroom and actual patient 

clinical experiences, thus helping students become expert clinicians through exposure to 

a variety of situations they may not otherwise encounter during their nursing program 

(Wotton, Davis, Button, & Kelton, 2010). Generally, 3-10 students participate in a group; 

larger groups assign students to active and passive roles (Bonnel & Hober, 2016). 

Within each role, students perform the required patient assessment and/or care 

intervention during the simulated scenario. The simulated scenarios may last minutes to 

hours depending on their complexity with either a single phase or multiple ones denoting 

a patient’s progression over a period of imaginary time (Lioce et al., 2013). 

Although nursing faculty adopted the use of mannequin-based simulators over 20 

years ago, the research conducted to validate its benefits commonly involved studies 

with small sample sizes, weak methodologies, and/or poor learning outcome measures. 

Consequently, conflicting data results have had little impact on improving nursing 
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education methods (Doolen et al., 2016). Despite the challenges with conducting high 

quality research involving the use of HFPS in nursing education, key inferences may be 

made from the literature regarding confidence, self-efficacy, and transferability.  

Confidence. Student confidence (i.e., one’s beliefs in the ability to succeed at 

something) is a major contributing factor for developing the necessary level of 

preparedness nursing students need to work as independent clinicians after graduation 

(Nehring & Lashley, 2010). By practicing clinical skills in the HFPS setting, students 

attain the necessary experience to apply knowledge learned in the classroom. A few 

studies have demonstrated how HFPS enhances student confidence in their clinical 

skills. Baillie and Curzio (2009) compared confidence levels between those student 

nurses only participating in HFPS and ones only in their hospital clinical rotation. These 

investigators found no statistical group differences (p = 0.364) with quantitative 

measures of confidence. However, the qualitative analysis indicated that the HFPS 

group had more feelings of confidence compared to the clinical only group.  

Similarly, Hicks, Coke, and Li (2009) compared nursing students who 

experienced HFPS alone, HFPS and clinical, and clinical alone. They found statistically 

higher confidence levels in the HFPS group, and the HFPS and clinical group, compared 

to the clinical alone group (p < 0.05). Although these quantitative results support the 

qualitative findings Baillie and Curzio (2009), a study by Feingold, Calaluce, and Kallen 

(2004) did not find increased confidence with HFPS. Feingold et al. found that only 47% 

of nursing students reported a feeling of increased confidence. This failure of students to 

gain, or feel they have gained, confidence with their clinical skills may be associated with 

a feeling of anxiousness. Therefore, the relationship between anxiety and confidence 

levels should be considered when interpreting measures of confidence in nursing 

students (Lee, Kim, & Park, 2015).  
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 Researchers have also compared the confidence levels of nursing students using 

task trainers (static mannequins) versus HFPS to learn basic clinical skills, since task 

trainers are less expensive than HFPS. For example, Tawalbeh and Tubiashat (2014) 

compared nursing student confidence levels during an Advance Cardiac Life Support 

(ACLS) certification class. One group of students were taught ACLS techniques with a 

task trainer and the other group with HFPS. The HFPS group exhibited significantly 

higher confidence levels (p = 0.001) regarding ACLS knowledge at the end of the class 

than the task trainer group. However, a study by Blum et al. (2010) did not support the 

use of HFPS to increase confidence levels in nursing students. After measuring the 

confidence levels of nursing students at midterm and again at the end of the semester, 

no statistical gain (p > 0.05) in confidence levels was found between the two groups.  

Confidence is an essential attribute that nursing students need to provide safe 

care to their patients in the clinical setting (Lasater, 2011). However, inconsistent data 

was found when comparing studies using traditional education methods and HFPS, due 

to researchers using a variety of evaluative methods to measure confidence levels. No 

standard tool exists for quantitatively evaluating confidence levels in nursing students. 

Thus, more research is needed to document that using HFPS to teach clinical skills does 

promote confidence in nursing students. 

Self-efficacy. An outcome that influences student confidence is self-efficacy 

(SE), i.e., self-reported perceptions of competence, knowledge and/or skills. Derived 

from social cognitive theory, the SE concept refers to learning that occurs via the social 

context of observation rather than education (Shinnick & Woo, 2014). SE is an 

individual’s judgment of (belief in) their abilities to complete tasks such that the 

organization and performance of planned actions achieves specific goals (Lee, Lee, Lee, 

& Bae, 2016). This trust in one’s abilities arises from communication with their learning 

peers who express confidence in their skill, which in turn enhances their SE. 
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Research has shown that HFPS positively influences the development of SE in 

student nurses. Kameg, Howard, Clochesy, Mitchell, and Suresky (2010) measured SE 

scores before and after a HFPS simulation class. Two groups of nursing students 

participated in the same class, but at different times. A significant 10-point increase (p 

<0.001) in SE scores was exhibited by both student groups after the HFPS class 

compared to before the class. A comparable study by Sinclair and Ferguson (2009) 

supported these findings. These investigators not only found that student SE levels 

significantly increased (p <0.05) after each of the five HFPSs they experienced, but also 

their CJ levels. A few studies compared SE outcomes between HFPS and a clinical 

setting to determine which environment best improved SE in nursing students. For 

example, Bailie and Curzio (2009) not only measured self-confidence (as previously 

discussed), but they also compared the SE of students learning their skills in the HFPS 

or clinical settings. No significant differences (p = 0.212) in SE scores were found 

between the two groups of students, which suggests that SE development is comparable 

in the HFPS and clinical settings. 

Transferability. An essential component of the student’s preparation for 

independent practice is the ability to transfer their skills and knowledge from the 

simulated to an actual clinical setting. Transferability of learned skills from simulation to 

practice may be measured using a variety of methods and outcomes to predict how 

students would perform within an actual clinical setting. For example, Lasater (2007b) 

used CJ scores measured with the HFPS method to hypothesize how well students 

would transfer their knowledge to the clinical setting. In another study, Ironside, Jeffries, 

and Martin (2009) used two HFPS classrooms containing four simulated patients to 

teach and evaluate patient safety skills over the course of a semester. This use of the 

HFPS method provided students the opportunity to experience a realistic clinical setting 

without endangering patient safety. Ironside et al. found a statistically significant 
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increase (p <0.0002) in patient safety competencies over the course of the semester; 

these competencies would be transferable to safe patient care of a real patient in the 

clinical setting.  

Pike and O’Donnell (2010) explored the concept of transferability in a qualitative 

study that identified themes surrounding student beliefs about transferring their skills and 

experiences in HFPS to the clinical setting. The thematic analysis found a key aspect to 

transferability: the setting needed to feel realistic to the learners, but safe, to allow them 

to make mistakes without harming an actual patient. These investigators surmised that 

the realism of the scenario in a safe setting permitted the students to gain knowledge 

and practice clinical skills that were directly transferable to the clinical setting. 

Interestingly, Feingold et al. (2004) found that only 50% of students felt their HFPS 

experiences were transferable, while 100% of the faculty felt HFPS provided transferable 

experiences to the clinical setting. This discrepancy of opinions is alarming considering 

that faculty place more weight and expectations on the HFPS method than the students 

do. Clear communication with students is essential so they understand that the purpose 

of the HFPS is to develop transferable patient care skills.  

Effect of HFPS on learning outcomes. The HFPS method provides a controlled 

exposure to a desired patient care situation when the actual clinical setting is not 

available or safe for student learning about specific conditions. Assessing the impact of 

using HFPS to measure learning outcomes is challenging due to the varied definitions of 

“learning outcomes” found in the literature. Researchers identified learning outcomes as 

knowledge, cognitive skills, CT, CJ, clinical decision making skills, and competence. 

While these concepts are not interchangeable, these terms were often treated as such in 

the HFPS literature. Furthermore, a wide variety of methods were chosen to measure 

the success of HFPS’s influence on specific outcomes that may not have relied on direct 

observations within the HFPS method. These evaluation methods varied from direct 
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observation, to comparison of learning outcomes in a clinical setting, to use of validated 

NCLEX-RN prep exam scores. For example, Jeffries and Rizzolo (2006) completed a 

large multi-site, multi-method study comparing various types of simulation (including 

written case studies) while evaluating a variety of learning outcomes. Student learning 

outcomes such as knowledge and performance were evaluated via written questions 

and a performance judgment scale. Direct observation was not used to determine 

knowledge gains within the HFPS method, but rather the HFPS method was used to 

provide additional experience in a specific knowledge area.  

Buykx et al. (2012) used a combination of multiple-choice questions concerning 

knowledge and knowledge application as well as observations of the student with the 

HFPS method via clinical checklists to evaluate learning outcomes. This approach 

combined both direct observation and written evaluations to measure the students’ 

knowledge. The use of validated standardized exams was also seen with HFPS 

instruction. Schumacher (2004) compared the use of three educational strategies with 

prelicensure nursing students. The learning outcomes were measured via the Health 

Education Systems (HESI) exam, which is a standardized exam that predicts the 

likelihood of students passing the NCLEX-RN examination. Other standardized tests 

such as the California Thinking Skills Test and Disposition Inventory (Ravert, 2004) and 

Health Sciences Reasoning Test (Shinnick & Woo, 2013) were also used to measure 

learning outcomes influenced by participation in the HFPS.  

Schlairet and Pollock (2010) compared traditional clinical and HFPS experiences 

by measuring knowledge gained during a semester for two groups of nursing students: 

one with delayed HFPS and the other with early HFPS. The results supported the use of 

HFPS as a supplement to the clinical experience. Regardless of the assessment method 

used, HFPS was associated with achievement of desired learning outcomes and a 

useful setting for doing so.  
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Student satisfaction. Learners who are more satisfied and engaged with their 

learning environment and perceive the environment to be beneficial to their educational 

goals, may achieve better learning outcomes than dissatisfied students. This notion was 

supported by J. Kim et al. (2016) who found that satisfaction with HFPS indicated 

students’ acceptance with learning in a simulated clinical setting. Furthermore, these 

investigators found that HFPS positively affected learning outcomes, which increased 

student satisfaction with the learning environment itself.  

While satisfaction is an important concept to measure and understand, a 

student’s learning style may also influence their level of satisfaction with the learning 

environment. Fountain and Alfred (2009) investigated student nurses’ satisfaction with 

HFPS using the NLN Student Satisfaction and Self-Confidence in Learning Scale with a 

learning styles inventory. These investigators found that the most common learning style 

was social learning, which also significantly correlated (p = 0.01) with the satisfaction of 

the HFPS experience. Interestingly, Fountain and Alfred also found a significant 

correlation (p = 0.04) with the solitary learning style and student satisfaction. This 

information demonstrates that these two opposing learning styles both produced high 

levels of satisfaction among students. Social learners benefitted from activities involving 

interaction with others to compare, listen, and network; solitary learners benefitted from 

independent activities whereby they observed the actions of others, reflected or were 

self-paced. Thus, HFPS promotes student satisfaction by creating a collaborative, small 

group setting that provides an opportunity for the solitary learners to observe the social 

learners.  

HFPS summary. Simulation has been widely adopted in nursing education and 

used in a variety of ways to measure, cultivate, and supplement student learning. HFPS 

is an established teaching method that improves student learning outcomes. However, a 

lack of consistency exists concerning the evaluation of a student’s clinical readiness to 
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practice outside the simulated setting. Conflicting research findings, plus the lack of 

consistent tools and terminology, may impede how to best determine the students’ 

successful participation in HFPS. Furthermore, barriers exist concerning the widespread 

adoption of HFPS such as time and training required of faculty, technology access, and 

curriculum relevance (Al-Ghareeb & Cooper, 2016). Despite these issues, simulation is 

an accepted method to evaluate and teach students in a variety of clinical areas on 

multiple levels. By using simulation, faculty may identify their students’ level of 

preparedness for safely practicing as an independent clinician. Understanding how to 

best use HFPS, and its impact on learning outcomes, is imperative for improving nursing 

education with established measures of student preparedness for clinical practice.  

Objective Structured Clinical Examination 

OSCE is another type of simulation used in healthcare education. Originally 

developed in 1975 by Harden and Gleeson, the OSCE was intended to evaluate the 

clinical competence of medical students by individually rotating them through several 

stations where they received a precise, predetermined set of criteria that would be 

graded via checklists (Alinier, 2003; Harden, Stevenson, Downie, & Wilson, 1975). Since 

then, several other healthcare disciplines have used the OSCE to evaluate the clinical 

competency of students, using 1 to 20 OSCE stations to do so depending on the level of 

student, purpose of the evaluation and healthcare program (Mitchell, Henderson, 

Groves, Dalton, & Nulty, 2009; Mitchell et al., 2014). Each station has one or more 

objectives that students must successfully complete. These objectives follow Bloom’s 

taxonomy of learning and evaluate such concepts as theoretical knowledge, attitudes 

and behaviors, and psychomotor abilities when performing clinical skills (Baid, 2011). 

OSCE offers measurement of not only the student’s knowledge, but also the “know how” 

and “show how” components along the continuum of novice to expert (Austin, Gregory, 

& Tabak, 2006).  
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Miller’s Pyramid of Clinical Competence. The Miller Pyramid (MLP) of Clinical 

Competence developed by Miller in 1990 provides a model that discusses various levels 

of medical knowledge and skill acquisition (Miller, 1990). Shown in Figure 2, the MLP 

provides a framework to explain the relationships between knowledge, clinical skills, and 

readiness for clinical practice. The MLP also serves as a guide to design OSCE stations.  

 

Figure 2. Miller Pyramid of Clinical Competence. Reproduced with permission. 

At the base of the MLP is knows, which depicts knowledge as a foundation 

necessary for any student learning. Historically this “knowledge base” is the primary area 

that is assessed with standardized written examinations. The next level is knows how or 

competence. This second level is met when students know how to apply the knowledge 

they possess from the first level. Knows how requires the student to be able to analyze, 

interpret, and translate data into a rational plan of patient care. The third level is shows 

how where the student demonstrates the application of knows and knows how. Shows 

how is also known as performance. The final level does is when the healthcare student 

applies all knowledge to appropriately care for the human patient in a clinical setting 

through decision-making and interventions (actions). This highest level of the MLP is the 
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most challenging one to measure since failing students in the actual clinical environment 

increases the risk of harm to patients.  

These four MLP levels are further divided into two zones: cognitive and 

behavioral (Miller, 1990). The cognitive zone is composed of the first two levels (knows 

and knows how), while the behavioral zone is composed of the top two levels (show how 

and does). The cognitive zone may be evaluated by methods other than direct patient or 

simulated patient encounters such as multiple choice questions, essays, and case 

studies. The behavioral zone requires performance assessments including HPFS, 

OSCE, and direct patient care to properly evaluate the student’s readiness for clinical 

practice. The student’s overall clinical competence must be evaluated using methods 

from both zones due to their poor correlation with each other. 

One challenge in healthcare education is how to determine the transferability of 

knowledge learned from the classroom to the clinical setting. Knowledge with a strong 

cognitive foundation is required to attain CT and CJ. Students must then apply these 

skills to patient care in a clinical setting (Benner, Hughes, & Sutphen, 2008). However, 

the presence of the cognitive knowledge alone does not ensure the ability to physically 

apply or perform necessary clinical tasks (del Bueno, 2005). The MLP framework helps 

faculty evaluate the progression of their students, serving to complement measurement 

methodologies that evaluate simulation objectives and learning experiences.  

OSCE in nursing education. The original design of the OSCE was for the 

measurement of specific areas required for medical student assessment, which featured 

short stations (approximately 5 minutes) and focused on specific clinical skill sets. The 

adoption of the OSCE in nursing education resulted in increasing the time of each 

station, reducing the overall number of stations, and a focus on a total patient. For 

example, OSCE stations may last 60 minutes with the entire OSCE experience 

contained in only one or two stations to teach advanced practice nursing skills (Alinier, 
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2003). Although different from the original concept, nursing programs have started using 

the OSCE with fewer stations of longer durations due to its benefit as a formative 

education tool.  

Since the OSCE has become more popular in nursing education, researchers 

identified the need to validate its use with pre-licensure nursing students. Alinier (2003) 

was one of the first researchers to investigate the use of the MLP and OSCE to evaluate 

the clinical competency of pre-licensure nursing students. After participating in an OSCE 

evaluation, nursing students were surveyed to determine their overall level of satisfaction 

with this simulation method. In general, students felt very satisfied with the OSCE as a 

clinical learning method and that the experience was appropriate to the outlined 

expectations. Anderson and Stickley (2002) used the National Service Framework for 

Mental Health (instead of the MLP) to guide the design and evaluation of the OSCE. 

These investigators used OSCE stations to teach mental health patient care skills and 

evaluate student competency in this healthcare arena. A study by Jo and An (2014) 

investigated the OSCE experience of nursing students without the MLP or any other 

conceptual framework when designing their OSCE stations. They determined that with 

careful design, the concerns about the OSCE design undermining the holistic approach 

to nursing care was easily avoided. While these studies highlight the work so far in 

identifying how OSCEs may be used in pre-licensure nursing education, research is still 

needed to validate how to evaluate the preparation of a pre-licensure nursing student for 

independent clinical practice. One of the few studies found using the OSCE simulation 

method to teach pre-licensure nursing students was by Stayt, Merriman, Ricketts, 

Morton, and Simpson (2015). These investigators compared the classroom and LFPS 

instruction methods to teach effective assessment and management using the ABCDE 

approach (airway, breathing, circulation, disability, exposure). OSCE simulation was 

then used to evaluate the students’ abilities to care for a deteriorating patient. In this 
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context, OSCE was a tool for measuring nursing skills in a controlled and standardized 

manner without endangering real patients. 

Terminology must be clarified regarding modifying the OSCE method to suit 

nursing education. Mitchell et al. (2014) promoted the notion that a single extended 

OSCE station should be referred as an objective structured clinical assessment (OSCA) 

to differentiate a series of more focused stations from a single holistic patient encounter. 

Thus, nursing faculty are probably using OSCA and not OSCE.  

Nursing program OSCE experiences. The identified strengths of the OSCE 

includes objectivity, the use of a wide range of examiners, the benefit of the same 

evaluator for different students, a positive view by students and faculty, increased 

consistency of experience and assessment, increased motivation for learning, ability to 

provide formative and summative feedback, identification of curriculum gaps, and a high 

level of reliability and validity (Rushforth, 2007). One identified concern with the use of 

the OSCE and SPs is the perception of a more stressful method by students. Ignacio et 

al. (2015) explored this idea of additional stress by comparing self-reported levels of 

stress and objective physical measures of stress in students performing in various levels 

of fidelity both with and without SPs. These investigators found that while students 

perceived more stress and anxiety with SPs, their amylase blood serum levels (an 

objective measure of stress) were no different between mannequin and SP simulations. 

Another consideration explaining the added sense of stress and anxiety for students 

involves the fact that having the presence of a real person in the room (even an actor) 

may mimic the pressures of the actual clinical setting (Rushforth, 2007).  

A concern is the risk of the OSCE fragmenting components of care skills only 

stations, reducing nursing to a series of skills or tasks to be completed without regard to 

CT or CJ skills. This situation is preventable in the OSCE design by carefully creating 

stations that present a holistic patient picture across the OSCE (Mitchell et al., 2009). An 
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important consideration, as noted by Harden (1990), is the establishment of a clear 

answer to the question: What is the purpose of the assessment or the OSCE? This 

answer guides the framework within which the OSCE is used and viewed by facilitators, 

evaluators, and participants. Major (2005) explored the use of full patient encounters in 

an OSCE over the course of seven years. This author used half-hour long stations and 

explored a variety of methods to provide a complete portrayal of patient care with multi-

station OSCEs. The results from this study revealed that it is possible to create OSCEs 

that both address the needs of the education program and allow a safe setting for 

students to practice patient care. Thus, the OSCE addresses the purpose of simulated 

clinical experiences to elicit and cultivate behaviors regarding patient care.  

Understanding that potential limitations of the OSCE regarding the view provided 

of the nurse’s role may be overcome. However, remaining limitations for the adoption of 

this method are concerned with the complexity of set up, costs, and human resources. 

Time and cost of set up were noted as a substantial disadvantage with OSCEs. Yet, 

Rushforth (2007) identified that many studies indicated that despite this disadvantage, 

the educational benefits far outweighed the costs. Unfortunately, literature regarding the 

use, limitations, benefits, and outcomes of the OSCE in prelicensure undergraduate 

nursing programs is significantly limited compared to those in other disciplines. However, 

disciplines outside of medicine including advanced practice nursing, pharmacy students, 

and other healthcare disciplines have limited information regarding successes and 

failures in the adoption of the OSCE method. Additional research is needed to address 

this significant gap in the literature and fully understand the use and success of the 

OSCE in pre-licensure nursing education.  

OSCE summary. OSCEs are well established in disciplines such as medicine 

and advanced practice nursing. While use in undergraduate/prelicensure nursing 

education is less common, the limited available studies indicate that with proper design 
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and specific goals, OSCEs appear to be an effective method to evaluate student’s 

clinical skills. Though students may perceive working with SPs as more stressful, this 

could be beneficial in preparing students for the pressures of the clinical setting. 

Additional research is warranted in this area to establish the use of OSCEs with 

prelicensure nursing education. Various approaches have been used to adapt OSCEs 

for use with prelicensure nursing students and should be evaluated carefully within the 

context and purpose of the evaluation being performed. 

Development of Clinical Judgment 

Over the past 50 years, ensuring the safety and competency of those on the 

health care team has been documented (Benner et al., 2008). Nurses are often 

considered the last line of defense in ensuring safe patient care, as they are the health 

care professionals who implement orders from various practitioners and are at the 

patient’s side more than any other discipline in health care. CJ is one nursing attribute 

that, when present, may ensure that the caregiver safely provides competent care to 

patients.  

Historical perspectives. The concept of “caregivers” has existed for thousands 

of years and can be traced back in ancient history as early as ancient Egypt in 3000 B.C 

(Hood, 2014). These caregivers formed the foundation that eventually lead to the 

foundation of nursing as it is today. Throughout the history of caregivers, both acting in a 

“nursing-like” and “physician-like” role, evidence shows concern over providing the best 

and safest care known during that point in time.  

Until becoming an organized profession in the 1800s, nursing was overseen by a 

wide variety of authorities, from religious groups to apprenticeship and mentor training 

(Hood, 2014). Preparation to become a nurse was highly specific to the trainee/trainer 

involved and lacked consistency across the various approaches. During the 1800s 

efforts were made to address the concerns regarding the training that nurses were 
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receiving, and a series of written documents and manuals were created. These manuals 

covered various items identified as key aspects and expectations of the nursing role.  

During the time of Florence Nightingale in the Victorian Era, efforts were made to 

reform prisons and hospitals. Nightingale often referred to as the founder of modern 

nursing, worked tirelessly to establish and advance nursing as a profession. Nightingale 

was also greatly concerned and wrote about, the growing “sanitary science” of the 1800s 

as well as the types of knowledge to possess to combat illness: sanitary knowledge and 

medical knowledge (van der Peet, 1995). During the latter part of the 1800s Germ 

Theory was growing in the science and medical communities; Nightingale however 

never accepted this theory for her writings about nursing due to religious views and 

personal caregiving experiences (van der Peet, 1995). The beliefs that prevented 

Nightingale from accepting what we now know to be the cause of illness, directly 

impacted both how she cared for patients and trained others to care for patients. This 

situation provides an early example supporting one of Tanner’s conclusions regarding 

the development of CJ. Tanner (2006) concluded that what the nurse brings to the 

clinical situation heavily influences CJ, more so than that of objective data available 

about the patient care situation.  

Despite failing to accept the Germ Theory, Nightingales’ work led efforts to 

reform patient care and establish nursing as a profession. The training was primarily 

focused on teaching nurses how to follow doctor’s orders, perform specific activities, use 

their “senses.” and reflect on actions to determine what should be done. Though 

Nightingale’s training was heavily skills oriented, she did include an essential element of 

CJ development by requiring her trainees to reflect on actions performed during the care 

situation. Reflection is an essential part of the development of CJ, despite formal 

definitions of CJ not being on the horizon of essential to nursing education. 
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After the Civil War, nursing training programs began to rapidly expand with most 

programs moving into the educational departments in the hospitals. Students in these 

early programs had few formal lectures since the focus was largely skill based. 

Hospitals, with access to cheap labor of nursing students, could accommodate greater 

numbers of patients. Widespread concerns arose regarding patient safety as the quality 

and varied nature of these educational programs was called into question. These patient 

safety concerns pushed the development of more formal nursing programs, which 

eventually advanced nursing education to the collegiate environment in the early 1900s 

(Hood, 2014).   

With nursing education now at the collegiate level, the American Nurses 

Association (ANA) published a position paper regarding the minimum academic 

preparation for professional nurses. Disagreements over these recommendations 

occurred immediately, creating a division between hospitals, educational institutions, and 

members of the nursing profession (Hood, 2014). The disagreements that began with 

the position paper published in the 1960s still exist today. The issues surrounding the 

adequate preparation of nurses is not new and points to the deep-seated issues with 

standard preparation for nurses with the development of both a professional identity and 

CJ skills. This brief history demonstrates that concerns over quality and safety of patient 

care have always existed in nursing and have prompted multiple upheavals and reforms 

in efforts to establish safe, effective, and rigorous nursing training. 

Critical Thinking. Regardless of the profession, CT is a common term used to 

identify the ability of an individual to meet the requirements of the task at hand. CT is not 

a discipline-specific concept and can be used with any group to indicate a cognitive 

process with no link whatsoever to clinical care (Facione, 1990). CT is a knowledge-

based activity that is not necessarily situation-based but rather has its foundations in 

knowledge or science (Benner et al., 2008). The awareness that CT decisions are made 
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in relation to underlying evidence and science and not assumptions, conjectures, or 

situational interpretations, provides insight on how this differs from other terminology and 

how a discipline-specific tool to measure CT is not necessary (Meakim et al., 2013). A 

concern with the use of the term CT in nursing education is when it is used in place of 

more accurate terminology for the situation such as CR or CJ.  

The seminal work of Dewey (1910) served as a major influence in the 

development of the CT concept with the proposal that CT was comprised of both 

skepticism and suspicion of judgment. CT is greatly involved with the ability to be logical 

and consider evidential accuracy by understanding the nature of both generalizing and 

inferencing (Simpson & Courtney, 2002). Over time the definitions and explanations of 

CT have changed as well as disparaging literary explanations. Simply stated, CT is the 

cognitive processes for analyzing knowledge without regard to situation or discipline.  

The Delphi Report. The Delphi report by Facione (1990) is considered the first 

clear definition of CT, since it provides a consensus statement from experts:  

We understand critical thinking to be purposeful, self-regulatory judgment which 

results in interpretation, analysis, evaluation, and inference, as well as 

explanation of the evidential, conceptual, methodological, criteriological, or 

contextual considerations upon which that judgment is based. CT is essential as 

a tool of inquiry. As such, CT is a liberating force in education and a powerful 

resource in one's personal and civic life. While not synonymous with good 

thinking, CT is a pervasive and self-rectifying human phenomenon. The ideal 

critical thinker is habitually inquisitive, well-informed, trustful of reason, open-

minded, flexible, fair-minded in evaluation, honest in facing personal biases, 

prudent in making judgments, willing to reconsider, clear about issues, orderly in 

complex matters, diligent in seeking relevant information, reasonable in the 

selection of criteria, focused in inquiry, and persistent in seeking results which 
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are as precise as the subject and the circumstances of inquiry permit. Thus, 

educating good critical thinkers means working toward this ideal. It combines 

developing CT skills with nurturing those dispositions which consistently yield 

useful insights and which are the basis of a rational and democratic society. 

(Facione, 1990, p. 3) 

Clinical Reasoning. CT also plays a role in understanding another important 

concept: CR. CR involves the application of CT to a clinical situation (Kuiper & Pesut, 

2004). Unlike CT, CR requires both the scientific and evidential knowledge as well as 

knowledge and experience in clinical or patient care situations (Lapkin & Levett-Jones, 

2011). CR encompasses the areas of the cognitive and metacognitive domains, 

requiring application of knowledge about a clinical situation that requires a discipline-

specific tool to measure (Banning, 2008). Prior to the concept analysis published by 

Banning (2008), there was a significant blurring of lines between both CT and CR.  

Clinical Judgment. Kelly (1966) viewed CJ as a set of decisions made when the 

nurse interacts with a patient based on observed data, the relevance to the situation 

regarding the nurse’s evaluation of data received during the interaction, and subsequent 

derived meaning. Additionally, Kelly surmised the final aspect of CJ to be the actions the 

nurse decides to take related to patient care based on the observations and evaluation. 

Since Kelly’s work in describing CJ, there have been advances in published literature 

and theoretical papers regarding clinical judgment (Hammond, Kelly, Schneider, & 

Vancini, 1966a, 1966b, 1967; Hammond, Kelly, Castellan, Schneider, & Vancini, 1966). 

Tanner published a review of existing CJ literature to explore what experts were saying 

about CJ in 1987, and later revised that literature review in 2006 with the development of 

the TMCJ.  

Despite Tanner’s work across multiple decades, many researchers continue to 

use conflicting definitions of CJ and its components. Regardless of the definitions used, 
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to possess CJ one must first have both CT and CR skills (Alfaro-LeFevre, 2013). CJ 

involves cognitive, psychomotor, and affective processes that must be demonstrated 

through actions and behaviors, compared to the cognitive processes alone in CT and the 

cognitive and metacognitive processes of CR (Victor-Chmil, 2013). Using Tanner’s 

(2006) definition, CJ can be understood as the interpretation or conclusions made by 

nurses or nursing students about the patient’s needs, concerns, or health problems; the 

decision to act, or not act; and the decision to use or modify standard approaches, or 

improvise new ones as deemed necessary by the patient’s responses to interventions 

and the situation. CJ can only be evaluated comprehensively when there are observable 

behaviors that allow for the proper and complete evaluation of the level of mastery in 

cognitive, psychomotor, and affective domains (Al Sabei & Lasater, 2016; Tanner, 1987, 

2006). Lasater (2007a) developed a detailed rubric to measure CJ in nursing students 

with HFPS using the four phases of TMCJ: noticing, interpreting, responding, and 

reflecting.  

Nursing programs have used CJ in numerous ways. The following sections 

review the literature to explain how various educational programs develop CJ with focus 

on specific types of education interventions, followed by a review of how nursing 

programs measure CJ.  

Development of CJ: Concept-based. Acknowledgment that CJ is an essential 

component of nursing education allows nursing programs to develop future nurses who 

have CJ skills and are ready for independent practice. Using concept-based learning 

activities and methods is one way nursing programs can foster CJ development. 

Concept-based learning is an instructional approach that utilizes learning activities 

related to nursing care within the context of a specific concept area (Nielsen, 2009). 

Gerdeman, Lux, and Jacko (2013) used concept maps to assist student development of 

CJ by combining Tanner’s definition of CJ with the constructivist-based concept map 
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approach. Concept maps are based on specific concepts that are visually mapped to 

demonstrate relationships between the primary concept and related ideas. Students 

completed weekly concept maps based on care of patients from their clinical rotation 

and group work on case study patients. These concept maps allowed for reflection-on-

action as well as requiring students to use noticing and interpreting skills from the TMCJ. 

To identify strengths and weaknesses, students can self-rate CJ development with a CJ 

Self Evaluation Rubric based on the TMCJ. Self-evaluation of CJ levels based on the 

LCJR encourages students to self-reflect about actions taken during a simulated patient 

encounter. The CJ Self Evaluation Rubric, however, was not identified to have any 

reliability or validity. Failure to use the LCJR in the way it was designed, or in another 

validated way may result in CJ scores that are unreliable or inaccurate.  

Another example that addresses the practice-theory gap in health care education 

is the use of a concept-based learning. Lasater and Nielsen (2009a) had students 

participate in two, three, or four concept-based learning activities versus no concept-

based learning activity and compared CJ scores during HFPS participation. Authors 

indicated that despite students working in pairs or groups during the HFPS, the score 

was focused on the student assigned to the primary nurse role. Thus the CJ score was 

not independent, and other participants in the simulation could not be evaluated. 

Concept-based activities were found to aid in the development of CJ as measured in the 

HFPS setting. This literature demonstrates both the disparities in the measurement of CJ 

that exist as well as methods that can increase the development of CJ.  

Development of CJ: Simulation.  Simulation has been explored as an 

education method to increase and measure CJ. However, not all studies purporting to 

measure and develop CJ properly use the LCJR for measurement of their outcomes. 

Thus, comparisons between studies purporting to measure CJ can be challenging. 

Furthermore, qualitative studies were commonly used to measure CJ development in 
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nursing students rather than the objective measurement of the available LCJR. For 

example, Samuels and Leveille (2010), use HFPS to measure CJ levels of senior BSN 

students regarding pain management with a qualitative study design. While CJ is 

mentioned several times, there is no mention of the LCJR nor the TMCJ to provide a 

framework within which they could identify CJ development. Samuels and Leveille were 

not the only authors to use qualitative methods to evaluate the development of CJ with 

HFPS and qualitative approaches seemed to be a common approach with CJ research 

(Bussard, 2016; Rhodes & Curran, 2005). The results of these qualitative studies to 

assess the influence of HFPS on the development of CJ found positive results indicating 

that this method was conducive to the development of CJ. Hallin et al. (2016) used the 

full LCJR to measure CJ in nursing students participating in HFPS using “group” scores 

to identify group levels of CJ. Debriefing was identified as a key aspect of simulation 

associated with the development of CJ. Stuedemann-Fedko and Dreifuerst (2017) 

investigated the ability of the LCJR to measure indicated actions related to CJ with a 

HFPS simulation followed by journaling to capture all 11 indicators. These authors 

excluded secondary participants in the HFPS such as those not acting in the nursing role 

(e.g., family member, lab technician) and determined that the indicated action and 

relative LCJR indicator were correlated. Lusk and Fater (2013) used a TMCJ based 

structured debriefing to encourage the development of CJ and found that debriefing is an 

essential component of CJ development and were further supported by Bussard (2016) 

and S. Kim et al. (2016). HFPS was the setting in which the LCJR was designed, and 

has been validated as an appropriate method with which to use the LCJR; however, 

additional quantitative studies are needed to validate the HFPS as a method to further 

develop CJ.  

Development of CJ: Tanner’s model. Acceptance of CJ as a framework for the 

development of courses within nursing programs creates an organized focus for the 
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preparation of new nurses. The TMCJ and components of the TMCJ and LCJR were 

used in a variety of ways throughout the literature to measure outcomes, develop 

students, evaluate programs and courses, and guide reflective processes. Integration of 

various aspects of the TMCJ and LCJR were found to improve learning outcomes and 

satisfaction among nursing students. Overall, methods used to integrate CJ into the 

curriculum resulted in the ability of faculty and students to communicate more clearly 

about the shortcomings and misunderstandings; which allowed for immediate 

addressing of CJ failings and concerns. For example, Glynn (2012) and Lasater and 

Neilsen (2009b) developed self-reflection guides based on the LCJR to allow students to 

reflect on decisions and actions in classroom and HFPS experiences. Students and 

faculty identified that students’ self-reflection of their CJ abilities provided essential 

information for faculty to identify shortcomings and need for further clarifications, and for 

students to identify weaknesses and alternatives to their decisions. The use of the TMCJ 

and LCJR to guide evaluation of students allows programs to identify potential 

curriculum weaknesses. Kantar and Alexander (2012) performed a qualitative analysis of 

preceptor interviews based on the LCJR to identify specific weaknesses in practicum 

students. These authors were then able to identify weaknesses within the curriculum 

corresponding to the low CJ scores in the areas of responding and reflecting. S. Kim et 

al. (2016) used the LCJR and created specific objectives for a HFPS scenario to 

measure CJ in their nursing students. The LCJR foundation allowed these authors to 

create a checklist for each level of the rubric that was explicitly related to the scenario in 

which students would be measured. Programs and courses using the LCJR or building 

from the TMCJ increased satisfaction and feelings of unity toward an achievable goal of 

CJ by both faculty and students involved (Dillard et al, 2009). 

Assessment methods. Various approaches have been used in the assessment 

of CJ, from qualitative interviews and self-reflection to quantitative studies. Depending 
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on the goal and purpose of the faculty evaluating, various aspects of CJ can be 

measured by identifying what types of evaluating environments facilitate the 

measurement of specific components. As previously noted, researchers have used a 

variety of methods to evaluate CJ or aspects of CJ. For example, the reflection phase of 

the TMCJ can be measured largely in a debriefing setting following a simulated patient 

care experience (Lusk & Fater, 2013). Unfortunately, not all studies “assessing” CJ are 

using validated methods. Fisher and King (2013) identified multiple studies in their 

integrative literature review exploring the influence of simulation on nursing students’ 

abilities to recognize and respond to a deteriorating patient. Within their review, several 

studies are associated with CJ measurement, but did not use validated CJ assessment 

methods. For example, Lindsey and Jenkins (2013) used knowledge quizzes to evaluate 

knowledge gains after participating in HFPS, and provided no indication that these 

quizzes were built using the TMCJ or LCJR as a guide. Many studies used a qualitative 

approach to address the measurement of or satisfaction with CJ development levels 

(Samuels & Leveille, 2010; Rhodes & Curran, 2005; Bussard, 2016; Glynn, 2012; Kantar 

& Alexander, 2012). Though qualitative methods were common, examples of 

quantitative approaches using the entire LCJR, or modified versions of it, appear in the 

literature. Excluding studies exploring the reliability and validity of the LCJR, examples 

include the use of the LCJR within HFPS to measure “group” levels of CJ (Hallin et al, 

2016), and individual CJ scores of students acting in the primary role when participating 

in a group (Gubrud-Howe, 2008). The literature regarding assessment of CJ 

demonstrates a need for more consistent measurement methods and more rigorous 

study methodologies.  

LCJR reliability and validity. Several studies have been undertaken to identify 

the reliability and validity of the LCJR (Adamson, Gubrud, Sideras, & Lasater, 2012; 

Adamson, 2011; Gubrud-Howe, 2008; Victor-Chmil & Larew, 2013). Though the 
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purposes and methods varied, the results of the studies agreed that the rubric provided 

both a valid and reliable measure of student CJ. Overall student demonstration of the 

various attributes of CJ varied by situation and scenario; however, the ability of the rubric 

to measure CJ with the HFPS method was sufficient, allowing the use of the rubric to 

produce differentiating scores between varying levels of student performance (Adamson 

et al., 2012; Adamson, 2011). Victor-Chmil and Larew (2013) completed a 

comprehensive review of available literature, both published and unpublished, to reveal 

more information as to the validity of the LCJR and determined construct validity, the 

ability of the rubric to operationalize, across the 11 indicators had “good” to “very good” 

interclass correlations (p. 5). While the studies support the rubric’s ability to 

operationalize the CJ constructs, it was also acknowledged that additional evaluations in 

a variety of settings should be considered for a comprehensive evaluation of student CJ 

levels. Meaning, the use of the rubric in a variety of settings or simulated methods 

should be used for students to fully demonstrate CJ levels. On the topic of convergent 

validity, failure to report sample sizes, lack of control groups, and other design flaws 

abounded. These issues underlie the contributing factors to the frequent literature 

findings of no statistically significant correlation between CJ and a theoretically similar 

concept such as critical thinking (Victor-Chmil & Larew, 2013). Finally, the concept of 

content validity, how well the rubric content matches that of the construct domain being 

measured, was addressed with literature providing qualitative support to the domain 

“confidence” in association with the construct of CJ (Victor-Chmil & Larew, 2013). While 

literature regarding validity on the LCJR is not abundant, available studies support of the 

adequacy of the rubric to authentically identify CJ levels in nursing students. 

On the topic of reliability, the LCJR was found to consistently measure CJ in 

students regardless of their level in a nursing program and number of raters used. Inter-

rater reliability was at the satisfactory level (above 80%, often above 90%), indicating 
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consistency in correct CJ scoring regardless of the rater (Adamson et al., 2012). Of note, 

Adamson et al. (2012), indicated that with increased training and use of the rubric, 

reliability scores improved.  

Clinical judgment summary. Despite a growing body of literature regarding the 

TMCJ and LCJR, faculty and researchers still publish studies with mixed terminology 

and unclear measurement methods. Unfortunately, continued unclear terminology can 

delay the adoption of validating methods to develop and measure CJ in students. The 

ongoing failure to appropriately use and evaluate CJ concepts only increases the 

concerns for fostering CJ prior to graduation and release into practice. It is important to 

understand the overall goal of a nursing program and provide validated methods to 

achieve those goals. Using appropriate evaluation methods to measure key attributes is 

an essential part of ensuring the success of program outcomes and ensuring feedback 

and communication of vital information for timely student remediation. Since the 

introduction of the TMCJ, there has been less diverging of definitions. However, the 

interchanging of concepts still can easily be found the literature. 

Chapter 2 Summary  

The literature reviewed in this chapter supports the importance of a clearly 

identified definition of clinical judgment in the education of prelicensure nurses, 

particularly when measuring the success of the educational process. Furthermore, this 

chapter provided a discussion of simulation methods in which student’s levels of CJ can 

be developed and measured. The ultimate goal of any simulation method is that the 

student would gain essential skills needed for safe nursing practice in the clinical setting 

and that skills evaluated in simulated settings would translate to the clinical setting.  

HFPS and OSCE relationship. Both HFPS and OSCE are used to create a 

simulated clinical setting or patient care situation. Both methods measure the student’s 

ability to assess, identify/interpret the clinical situation, intervene, and reflect on their 
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decisions based on the outcomes. Careful consideration needs to be given when 

comparing both the OSCE and HFPS methods to make sure both adhere to the basic 

premises of nursing education. This careful consideration should include efforts to 

ensure the patient encounter is holistic, rather than task oriented, and that the nursing 

process and aspects of CJ be incorporated into each method.   

Relevancy. Since both the OSCE and HFPS methods create settings conducive 

to the development and measurement of CJ in students and both are used in health care 

education, these methods were chosen for this study. Traditionally, when students 

participate in a simulation during their nursing program they participate in groups. This 

group participation creates a method that is not ultimately conducive to accurate 

evaluation of a single student’s level of CJ since participation is not independent. 

Without consistent observation over multiple simulations in order to observe the student 

performing in each role (which may be thwarted by other students stepping into ‘help’ the 

student who may be faltering), this group approach can create issues in attaining 

accurate measurements. With the OSCE method, students participate individually in 

each station with multiple stations running at a time, thus multiple students are 

simultaneously being evaluated. This simultaneous measurement allows for a great 

number of students to be measured at once while providing the opportunity for 

independent evaluation of CJ levels. Alternatively, having students participate 

individually with the HFPS method across multiple scenarios is time prohibitive for 

evaluative processes when compared to the individual evaluation of students with the 

OSCE method. From a perspective of independence of scoring and efficiency of the 

measurement setting, the OSCE method may provide a potential solution. The key to 

evaluating the OSCE as a comparable method is that it must represent the same set of 

concepts and opportunities to demonstrate clinical judgment. By using the TMCJ and 

LCJR to determine what skills and areas students should experience, careful creation of 
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both HFPS and OSCE scenarios can be established to facilitate a comparison of CJ 

measurement in the two methods.  

Need for research. Literature regarding the use of the LCJR is limited in 

methods and settings beyond that of the HFPS. While other methods may provide a 

more efficient measure of CJ, additional research is needed to identify the best methods 

that adequately measure CJ levels in students. To date, no studies were found exploring 

the number of opportunities provided with the HFPS or OSCE methods to measure 

LCJR indicators. In addition, nursing education reform and improved methods for 

evaluation of student readiness are a driving force for this research project. This study 

addresses these gaps by demonstrating the number of possible opportunities to 

measure and compare counts of the LCJR indicators with the HFPS and OSCE 

methods. This research aligns with the need to explore improved evaluation methods for 

students’ readiness for practice by examining the LCJR’s use in a new setting rather 

than only HFPS.   
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Chapter 3 

Methodology 

This chapter discusses the research design, data collection process, protection 

of human subjects, anticipated threats to validity, data handling, and analysis procedures 

utilized for this study. This research methodology evaluates the presence of CJ in senior 

BSN nursing students during two types of simulation methods prior to graduation from 

the nursing program. 

Research Design 

This study used a randomized crossover design with two groups. A crossover 

study design exposes the same person to more than one experience (Polit & Beck, 

2012). Therefore, pragmatic conclusions may be made from the data results and 

statistical analyses since the same participant was exposed to both the control and 

experimental interventions. Also, smaller sample sizes may be used due to the robust 

statistical nature of crossover designs while still reducing Type I and II errors (Wellek & 

Blettner, 2012). Figure 3 illustrates the crossover design used in this study.  

Randomization. Nursing students were randomized to the time when they 

experienced the two simulation instructional interventions. Twenty-four envelopes 

containing the participant packets were first labeled with identification numbers. Then 12 

envelopes were labeled “Group A” (assigned first to HFPS) and 12 labeled “Group B” 

(assigned first to OSCE). The envelopes were placed upside down on a table and 

thoroughly shuffled. Each participant then randomly selected an envelope. Only 23 

envelopes were picked up, leaving one envelope unopened on the table. 
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Figure 3. Study crossover design. 

Sample. The population of interest in this study was the 146 senior BSN 

students in their final semester at a Southeastern university, attending classes on the 

main campus. Using a non-probability approach, a convenient sample of 23 participants 

was obtained from this population. The recruited students were in the final few weeks of 

their nursing program. Until the beginning of the final semester, students had similar 

experiences regarding course material and clinical rotations. During the recruitment 

semester, final semester experiences greatly diverged as students participated in 

practicum. Practicum is the final clinical experience prior to graduation when students 

spend the semester with a single preceptor on an assigned unit. This one-on-one 

experience allows students to work independently so they may refine strengths and 

address weaknesses without relying on a clinical group when performing patient care. 

Therefore, individual participation in a simulated setting, which is necessary for this 

study, should not have been foreign to them. Participation in this study was approved by 

the University’s College of Nursing BSN program leadership for eight hours of clinical 
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credit upon successful completion, since students were required to obtain a certain 

number of practicum hours during their final semester.  

Recruitment. The researcher introduced the project by visiting the students 

during a class in the first few weeks of the final semester. This researcher was known to 

these students and had previously taught in their junior-level classes, however was not 

involved with courses or grading in the final semester. The students were provided a 

brief overview of the project along with an opportunity to ask questions and sign up to 

participate in the study. 

Setting. This study was conducted at an interdisciplinary simulation center on 

the University’s main campus. The simulation center is equipped with multiple rooms 

designed for HFPS and OSCE experiences. The OSCE and HFPS room locations are 

separated by different hallways per the layout of the center, thus reducing mingling 

between the two participant groups. Prevention of mingling was important so participants 

did not share information regarding the opposing simulation experience. Mingling was 

also prevented by the researcher and assistants monitoring the hallways while being 

available to answer questions and direct participants to the appropriate rooms. HFPS 

rooms were located in one hallway, adjacent to the debriefing rooms. With one 

exception, the OSCE rooms were located in another single hallway and the written 

OSCE stations were held in a large, quiet debriefing room. OSCE Station 3, which used 

a mannequin simulator, was housed in the HFPS room closest to the other OSCE 

stations.  

Informed Consent Packet. Each informed consent packet was labeled with an 

identification number; each participant received one packet. Each participant was then 

referred to by their identification number, not their name, for the duration of the study. 

The informed consent packets contained copies of the consent form, an overview of the 

study, an identification number card, an identification number nametag to be worn during 
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HFPS and OSCE simulations, demographic survey, and a description of participation 

dates and locations. Each item in the packet contained only the participant identification 

number for the protection of participants’ identity.  

Training of Standardized Patients and Simulation Operators. The use of both 

volunteer and professional SPs were used to conduct this study. Volunteer SPs were 

senior nursing students from the same program but located on a distance campus. The 

volunteer SPs were sent detailed information regarding the portrayal of their patient, 

including videos to assist with demonstrating various symptoms and communication 

styles. A face-to-face meeting was also held prior to the study date to answer any 

questions about their patient portrayal and review their role in the data collection. The 

morning of the first data collection date, the volunteer SPs were oriented to their patient 

room and supplies; they also had the opportunity to ask any remaining questions or seek 

clarification.  

The professional SPs were provided by the simulation center’s SP pool. A 

detailed information page with pictures and links to videos was provided for these SPs, 

as well as a brief orientation to each patient, their role, and the purpose of the research 

study. SPs had a checklist for each station to complete for each participant per the 

OSCE protocol.  

The HFPS scenarios were operated by volunteers from the same pool of senior 

students from the distance campus. These simulation operators were provided the 

detailed information regarding each HFPS case and how to advance the simulation 

computer program. Training was provided the morning of the data collection dates as 

well as an explanation of their role as a HFPS operator.  

Training of Research Assistants. Two research assistants aided with sign-in of 

SPs, HFPS operators, and student participants for tracking purposes of all personnel 

involved with this study. Although both assistants aided in the setup of each HFPS room 
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as well as maintaining rooms’ supplies, only one was responsible for the moulage and 

supplies needed for the SP experiences. As previously mentioned, both assistants also 

helped the researcher monitor the hallways to prevent cross-talk between the participant 

groups and ensure the rotations between the HFPS and OSCE experiences occurred on 

time. Additionally, one research assistant ensured that all data documentation was 

collected including using the participant identification number to label the start and end 

times of each video recording. 

Instruments 

The instruments used in this study were the LCJR (Appendix A, p. 143) and a 

custom demographic questionnaire (Appendix B, p. 145). The presence of CJ was 

assessed by using the LCJR tool to count the number of times each LCJR indicator 

could be measured within each clinical scenario via the HFPS and OSCE methods. 

LCJR indicator counts were obtained from the video-playback recordings of each 

participant’s performance with the HFPS and OSCE methods. The demographic survey 

was completed at the time of initial consent and random group allocation. 

Lasater Clinical Judgment Rubric. The LCJR was created to assist nursing 

faculty with measuring CJ in their students during a simulated clinical situation (Lasater, 

2007a). This rubric allows the student’s specific developmental level on the CJ spectrum 

to be identified, while facilitating the communication between students and faculty. Using 

the validated LCJR tool allows key information to be precisely conveyed about CJ 

components in clear language, regardless of setting, to a diverse set of learners. This 

clear language, in turn, provides learners an opportunity to review their own performance 

in a self-reflective manner to evaluate strengths and weaknesses.  

The LCJR was designed using HFPS, since this setting mimics nursing care 

experiences in hospitals without jeopardizing patient, faculty, or student safety (Lasater, 

2007a). A decade ago, the LCJR originally involved multiple learners being scored at the 
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same time across multiple encounters to ensure adequate CJ measurement of each 

individual student. Researchers have since used the LCJR to measure CJ with the 

HFPS method via a variety of clinical experiences (Gubrud-Howe, 2008; Sideras, 2007), 

multiple phases of a single scenario (Johnson et al., 2012), and a single HFPS followed 

by a clinical experience with the same patient condition (Dillard et al., 2009). However, a 

single HFPS encounter may not measure a student’s full CJ abilities, because HFPS is 

frequently used as a group activity (K. Lasater, personal communication, October 2013). 

Although one student in the group acts as the primary nurse, they may not 

independently perform all the required indicators for a complete CJ score. To counter 

this concern, student participants in this study individually performed the two different 

HFPS scenarios, making them fully responsible for the patient’s care. 

To use the LCJR for this study, participants were video recorded during their 

entire nursing care activity in the HFPS room. When reviewing the video recordings, the 

researcher marked one count for each time a specific indicator occurred (i.e., a 

participant performed a given behavior) on the LCJR tool. The counts were then 

complied to evaluate each participant as to whether CJ actually occurred while 

performing their nursing care of the HFPS patient.   

Variables. The LCJR indicators are the variables of interest in this study. The 

indicators refer to the individual rubric components: 1) focused observation, 2) 

recognizing deviations from expected patterns, 3) information seeking, 4) prioritizing 

data, 5) making sense of data, 6) calm, confident manner, 7) clear communication, 8) 

well-planned intervention/flexibility, 9) being skillful, 10) evaluation/self-analysis, and 11) 

commitment to improvement. The LCJR tool and the detailed description of each 

indicator is copied verbatim (with permission) in Appendix A (p. 143). Table 2 

summarizes the information contained in the LCJR tool, assigning a number label to 

each indicator and integrating the four phases of the TMCJ.  
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Table 2. 

Summary of the Lasater Clinical Judgment Rubric 

Phase Indicator Title Exemplary Level Description 

 
1 Focused observation 

Ability to make appropriate observations about client’s situation; observes both 
subjective and objective data. 

2 
Recognizing deviations 
from expected patterns 

Ability to recognize subtle pattern deviations from what is expected; uses 
information to guide assessment. 

3 Information seeking 
Ability to assertively seek information to plan appropriate interventions by collecting 
subjective and objective data while interacting with client and family members. 

 
4 Prioritizing data 

Ability to focus on most relevant/essential data useful for explaining client’s 
condition. 

5 Making sense of data 
Ability to discern patterns in client’s data, regardless situation’s complexity, then 
compares noted patterns with expected patterns (i.e., uses learned knowledge) to 
develop appropriate care plan for the client. 

 
6 Calm, confident manner 

Ability to assume responsibility, delegate when necessary, and assess the client 
along with reassuring client and family members. 

7 Clear communication 
Ability to communicate effectively with explanation of interventions, while being calm 
and reassuring to client and families. May coincide with measurement of Indicator 6. 

8 
Well-planned 

intervention/flexibility 
Ability to develop interventions specifically tailored for client, while closely 
monitoring their response then adjusting treatments if necessary. 

9 Being skillful Ability to demonstrate a mastery of nursing skills with speed and accuracy. 

 
10 Evaluation/self-analysis 

Ability to independently evaluate and analyze personal clinical performances; note 
decision points; appropriately identify and explain alternatives; compare and 
evaluate choice versus alternative. 

11 
Commitment to 
improvement 

Ability to demonstrate commitment to improvement by critically reflecting on, and 
evaluate nursing experiences; successfully identifies strengths and weaknesses; 
addresses those items that need change. 
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Each of the 11 LCJR indicators comprises the expected behaviors corresponding 

to the levels of CJ development that a student progresses through during their nursing 

program. The four CJ development levels are denoted as beginning, developing, 

accomplished, and exemplary. For this study, only the exemplary level of CJ 

development (described in Table 2) was used to identify which LCJR indicator occurred, 

and how many times it happened, during a participant’s clinical performance with the 

HFPS and OSCE methods. Senior BSN nursing students are expected to perform 

clinical practice at the exemplary CJ level by the time they graduate from their nursing 

program. Thus, this study counted how often each LCJR indicator had the opportunity to 

occur (based on the exemplary level description) and how many times it did occur. 

Evaluating whether the participant correctly performed an LCJR indicator at the 

exemplary level was beyond the scope of this study. 

The following example describes the application of the counting protocol for the 

LCJR indicator variables. A participant received orders to perform four interventions 

during a HFPS scenario. The participant is then required to prioritize which action to take 

first, then second, etc. Interpreting and prioritizing actions is associated with LCJR 

Indicator 4. Thus, this opportunity was counted as one occurrence of Indicator 4 – not 

whether the participant appropriately prioritized the action. With prioritization, the 

participant also has the opportunity to exhibit their ability to make sense of data 

(Indicator 5) as well as remain calm and confident (Indicator 6) if the patient was 

deteriorating with detrimental vital signs. When implementing the four interventions, the 

participant has four opportunities to be skillful (Indicator 9) – one for intervention 

performed. This example shows that LCJR Indicators 4, 5, 6, and 9 occurred in this 

HFPS scenario; Indicators 4, 5, and 6 were each counted as occurring once and 

Indicator 9 counted as occurring four times (once for each of the four interventions); with 

a possible total of 7 opportunity counts across those indicators. 
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Demographic Questionnaire. The purpose of the demographic survey shown in 

Appendix B (p. 145) was to document the demographic characteristics of senior nursing 

students participating in this study and to identify homogeneity between groups. By 

doing so, the researcher may better understand how possible confounding variables 

influenced the results and their generalizability to the broader population of senior 

nursing students. The categorical questions elicited demographic information regarding 

gender, race, age, education level, grade point average (GPA), previous healthcare work 

experience, and participation in a summer nurse externship. 

Data Collection 

On their designated day, participants arrived at the simulation center 

approximately 10-15 minutes prior to their designated start time for check-in, followed by 

a brief orientation to the protocol for the assigned simulation experience. Various start 

times were assigned for the HFPS experience. Participants were assigned different 

times on the same day to complete the two HFPS scenarios due to room availability. Not 

all HFPS simulation rooms were available at the Interdisciplinary Simulation Center 

because classes were also being conducted at the same time as this research project. 

Therefore, some participants completed HFPS Scenario A followed by HFPS Scenario B 

and vice versa for the other participants.  

However, room availability was not a problem for the OSCE portion of this study. 

Starting at 9:30 a.m., each participant started at a different OSCE station, then rotated 

through the remaining stations in ascending numerical order. For example, after a 

participant completed OSCE Station 1, they then proceeded to Station 2, then Station 3, 

etc., until they had experienced all 12 OSCE stations. If another participant started with 

and completed Station 5, they proceeded onto to Station 6 and the remaining stations 

until they completed the sequence at Station 4. Figure 4 demonstrates an example of 

this rotation schedule for the Group B participants. Numbers in the first row refer to the 
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OSCE station number. For example, OSCE Station 1 is labeled as 1 in the first row 

second column. The four digit codes in each time cell represent the participant’s 

identification number; the term “rotate” indicates the time when participants moved 

between OSCE stations and read door cards to prepare for the next OSCE station. 

 

 

Figure 4. Group B OSCE rotation schedule. 

All participant performances with the HFPS and OSCE methods were video-recorded to 

allow the researcher to later identify all occurrences of a given LCJR indicator.  

High-Fidelity Patient Simulation. Two evaluative scenarios were used for the 

HFPS intervention, labeled HFPS A and HFPS B. Table 3 summarizes the major clinical 

problem, goal and objective, measurable LCJR indicators, and participant expectations 

for HFPS A and HFPS B. For more detailed information, Appendix C (p. 146) describes 

HFPS A, and Appendix D (p. 151) describes HFPS B. These appendices contain the 
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algorithms (i.e., step-by-step approach) used for the relevant changes occurring during 

the simulation experience, the narrative provided to the simulation operator, patient 

report for hands-off communication in the PAMPER format, and directions for setting up 

each scenario used by a research assistant. 

Table 3. 

Summary of the Two HFPS Scenarios  

HFPS 
Scenario 

Major 
Problem 

Goal/Objective 
& LCJR Indicators 

Expectation of Student 

HFPS A Post-op 
patient with 
opioid over 
dose 

Appropriate post-
operative care of a 
patient with drain 
and PCA. 

Identification and 
intervention for a 
patient experiencing 
opioid overdose.  

 

LCJR Indicators: 1-9 

Appropriately complete initial 
assessment of post-operative 
patient, including pain 
assessment and re-
enforcement of proper PCA 
usage. 

Appropriate approach to 
wound dressing change. 

Rapid identification of a patient 
in distress after opioid 
overdose. 

Appropriate intervention for a 
patient experiencing opioid 
overdose. 

    

HFPS B Post-op 
patient with 
hemorrhage 

Appropriate post-
operative care of a 
patient with a drain 
and PCA. 

Identification and 
intervention of a 
patient with increase 
drain output leading 
to symptoms of 
hemorrhage and 
hypovolemia due to 
blood loss. 

 
LCJR Indicators: 1-9 

Appropriately complete initial 
assessment of post-operative 
patient, including pain 
assessment and re-
enforcement of proper PCA 
usage. 

Appropriate approach to 
wound dressing change. 

Rapid identification of a patient 
in distress with increased drain 
output. 

Appropriate intervention for a 
patient experiencing 
symptoms of hypovolemia 
secondary to blood loss. 
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For both HFPS A and B, participants received information prior to entering the 

patient’s room that is equivalent to a shift report between nurses using the PAMPER 

format (Appendix C p. 148 and Appendix D p. 154). Each PAMPER report included the 

reason for the patient’s admission, most recent vital signs, current medications, the last 

time each medication was administered and other pertinent patient care information. 

Each participant was allowed approximately five minutes to review the written report, 

seek any information they desired using the provided drug text and/or their electronic 

resources. Several participants did not take the time to look up any information prior to 

entering the patient’s room and starting the HFPS scenario. Hence, some participants 

were unfamiliar or uncertain with administering medications and lacked confidence in 

performing this aspect of their patient’s care. The first 5-10 minutes of the HFPS 

scenario progressed regardless of the participant’s actions. If the participant did not 

finish a baseline assessment or Phase 1 items during the allotted time, the simulation 

operator still advanced the scenario to the next phase in the algorithm at the designated 

time. This automatic advancement was not a concern for most participants because they 

tended to move rapidly through the initial phase for assessing the patient, and seldom 

did a participant linger past five minutes in Phase 1.  

The simulation operator determined subsequent advances in the algorithm based 

on the participant’s actions and patient interactions. During the HFPS scenario, 

participants could call ancillary disciplines as would be normally done during a clinical 

experience in the hospital. Additionally, participants who wanted to contact outside 

assistance could step away from the patient’s bedside and request the desired 

discipline. For example, participants could “call” the pharmacist, respiratory therapist, 

and/or healthcare provider (HCP) for questions about patient care. The HCP most 

participants called was the physician; some participants also stated they would (if they 
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were in an actual hospital) call for another nurse to physically come to the room if they 

were not confident of their interpretation about the severity of the situation.  

If the participants felt they needed to use the phone to ask questions, they 

needed to use the SBAR (situation, background, assessment, recommendation) 

technique for reporting their patient’s condition and asking direct questions. For 

example, if the participants needed to call the pharmacist, the questions had to be very 

specific and detailed: “How fast do I give this medication?” and/or “Is this medication 

compatible with potassium?” rather than a general question such as “How do I give this 

medication?” If participants did ask a vague question, simulation operators were 

instructed to redirect their question to more specifically ask what information was being 

requested.  

All participants underwent debriefing after completing each HFPS simulation 

experience. Each debriefing session was 20-30 minutes long to provide participants 

enough time to answer five open-ended written questions about each scenario. The five 

questions for both HFPS A and HFPS B are in Appendix E (p. 156).  

Objective Structured Clinical Examination. The OSCE stations were designed 

to measure CJ by capturing essential aspects of the various LCJR indicators. Scenarios 

for each OSCE station were custom designed by the researcher with a holistic nursing 

approach. Although a complete patient scenario was presented at each OSCE station, 

each participant may have only been required to perform a certain portion of the 

scenario depending on the goal of the OSCE station. For example, a participant was 

given a written report of the patient’s assessment, then required to make decisions and 

take actions based on the assessment – not perform the actual assessment themselves. 

The OSCE stations did not focus on a specific skill per se, rather CJ was facilitated by 

the entire patient care scenario. The specific door card and checklist information related 

to each station are described in Appendix F (p. 157). Door cards described the patient 
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care information the participants needed to know for the specific OSCE station. 

Checklists were completed by the SPs for Stations 1, 2, 3, 5, 8, 9, 11, and 12; the OSCE 

setting used four professional SPs and five student volunteer SPs. The researcher and 

research assistants monitored the flow of participants through the three written OSCE 

stations (Station 4, 6 and 10), because no SP or checklist was needed or assigned. 

Each checklist contained 10-20 items for the SP to classify the participant; each 

item was classified as yes, no, or did not observe. The items on the checklists 

corresponded with the essential skills, assessments, and nursing behaviors expected for 

each station. The checklists were intended to be completed by SPs as part of the OSCE 

standardized operating procedure (Harden, 1990). However, the checklists were not 

consistently completed by the SPs, so this information was not analyzed for this study.  

The OSCE stations included activities that focused on assessment, intervention, 

communication, delegation, and patient education. Table 4 describes each OSCE station 

including the major problem to be addressed, student expectations and applicable LCJR 

indictors.  

Several OSCE stations required students to review and implement hospital or 

diagnosis-specific protocols. These protocols were adapted from published clinical 

resources (Epilepsy Foundation of America, 2008; Maine Health, 2004; University of 

Iowa Health Care, 2015; University of Pittsburg Medical Center, 2003). As with the 

HFPS simulations, participants underwent debriefing after completing the OSCE 

stations. For the OSCE debriefing session, participants were allowed 20-30 minutes to 

answer seven open-ended questions (Appendix G, p. 199). OSCE debriefing Question 

1-3 globally addressed the entire OSCE experience, while Questions 4-7 addressed 

their experience with a specific OSCE station. 
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Table 4. 

OSCE Station Overview and Expectations 

Station Major Problem Student Expectation and LCJR Indicators 

1 

Focused 
assessment and 
medication 
administration 

Assess the patient, identify essential vital signs and 
parameters to be met for medication administration, 
identify need for prn medication, administer 
medications appropriately 
LCJR Indicators: 1-9  

2 
Wet to dry wound 
dressing change; 
patient teaching 

Follow orders for wound dressing change, explain 
and provide rationale for need for dressing change to 
hesitant patient, provide pain medication 
LCJR Indicators:1 -9  

3 

Post-operative 
patient with 
pneumonia in 
respiratory distress 

Assess patient respiratory status and vital signs, note 
patient status change since last assessment, identify 
rapid decline of patient, intervene using prn orders 
and oxygen administration 
LCJR Indicators: 1-9  

4 

Written scenario: 
confused older adult 
presenting with 
fever 

Review written patient history, assessment, and vital 
sign findings; identify abnormal exam findings and 
what actions the nurse would take next 
LCJR Indicators: 1-5 

5 

Post-operative 
patient with 
abdominal pain; IS 
teaching required 

Educate patient to the proper use, rationale, and 
importance of the incentive spirometer and the 
cough, turn, deep breathing method with abdominal 
splinting 
LCJR Indicators: 1-9 

6 
Nursing decision 
quiz 

Answer 9 multiple choice questions: 3 
communication, 3 delegation, and 3 prioritization 
questions 
LCJR Indicators: 1-5, 7 

7 
Communication 
using SBAR 
technique 

Review written scenario, identify nursing actions, call 
healthcare provider (HCP) using situation, 
background, assessment, recommendation (SBAR) 
technique 
LCJR Indicators: 2, 4-7, 9 
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8 Initiate DKA protocol 
Identify written abnormal assessment findings and 
initiate diabetic ketoacidosis protocol 
LCJR Indicators: 1-9 

9 Patient with seizure 

Identify and respond to a seizing patient, provide 
explanation to patient and family about what 
occurred 
LCJR Indicators: 1-9 

10 
Identification of child 
abuse in a written 
scenario 

Identify abnormal assessment findings in written 
scenario and identify next steps in care of this patient 
LCJR Indicators: 1-5 

11 Heart attack care 
Identify signs and symptoms of a heart attack and 
implement appropriate protocol for an acute MI 
LCJR Indicators: 1-9 

12 
Discharge teaching 
for diabetes 

Review discharge orders, provide education to newly 
diagnosed diabetic to about to be discharged about 
insulin use, administration, and dosing. 
LCJR Indicators: 3, 5-9 

 

Debriefing. Debriefing questions focused primarily on the final two indicators of 

the rubric under the area of reflecting, Indicators 10 and 11. Debriefing questions from 

Nielsen, Stragnell, and Jester (2007) were used as a foundation for this written 

approach. Question stems for both OSCE and HFPS experiences included asking 

participants to consider what went well, what did not go well, and the reasons for their 

responses; what the participant would like to do differently in the future; and specific 

questions regarding the participants’ assessment of what occurred with the patient, 

nursing actions delivered, and an assessment of both the patient’s response and the 

participant’s actions. The debriefing questionnaire was provided on paper with open-

ended questions, available immediately upon completion of each simulation method. 

During the data collection period, no feedback was provided to participants regarding 

their debriefing questions to reduce the possibility of behavior changes between the two 

methods. Participants had the option to receive feedback on their debriefing questions at 
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the completion of the study. However, no participants chose this option. Because this 

study investigated the count of opportunities to measure indicators, the lack of receipt of 

faculty feedback for the debriefing did not influence data interpretation. 

 Procedure. Data collection occurred on two Fridays in April after spring break, 

and prior to final exams for the semester. Figure 5 outlines the data collection timeline. 

Figure 5. Data collection procedure per simulation methods per study timeline. 

Table 5 provides an explanation of the participant’s time commitment for the 

study. While participants were allowed certain amounts of time to complete activities, 

participants seldom took advantage of the full amount of time allotted to them. 

Participants had the option of receiving detailed feedback on their performance and CJ 

levels at the completion of the data collection period. No participants took advantage of  
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Table 5. 

Activity Time Commitment for Participants 

Activity Description 

Time  
Allocation 

 Hours  Minutes 

Recruitment, Consent, 
Demographic Survey 

Participants were given time to listen to 
recruitment and complete their consent and 
demographic surveys 

1 - 

Orientation 
to OSCEs 

Participants were provided with a detailed 
orientation at the time of the study, as well as a 
written description within the participation packet 

- 10 

OSCE 

Participation completed a 12 station OSCE (each 
station is 10 minutes in length); participants were 
given a brief orientation to the rotation process (10 
minutes), and allotted approximately 2 minute to 
rotate between stations  

2 25 

OSCE Debriefing 
Participants provided answers to 7 written open-
ended debriefing questions immediately upon 
completion of participation in the OSCE. 

- 20-30 

HFPS A 

Participants had 10 minutes to read the patient 
report and lookup unfamiliar information prior to 
the start of the HFPS scenario. Participants were 
allowed 30 minutes for participation in HFPS 
scenario A. 

- 40 

Debriefing HFPS A 
Participants provided answers to 4 written open-
ended debriefing questions immediately upon 
completion of participation in HFPS A. 

- 20-30 

HFPS B 

Participants had 10 minutes to read the patient 
report and lookup unfamiliar information prior to 
the start of the HFPS scenario. Students were 
allowed 30 minutes for participation in HFPS 
scenario B. 

- 40 

Debriefing HFPS B 
Participants provided answers to 4 written open-
ended debriefing questions immediately upon 
completion of participation in HFPS B. 

- 20-30 

*Total time commitment was estimated to be 6 hours and 35 minutes, upon initial consent 8 

hours of student time was requested to account for any technical difficulties or delays that may 

occur.  
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the offer for formal feedback. As with the debriefing, feedback did not occur during the 

data collection period to prevent changes in behavior between the two methods. 

The LCJR indicators and a written outline of each HFPS scenario and OSCE 

station were used to create a measurement guide. This guideline provided a standard for 

how many and which LCJR indicators would be measurable. Count allocations were 

practiced with pre-existing recorded simulated experiences, allowing the researcher to 

become familiar with both the rubric’s indicators as well as assigning indicators to 

identified behaviors. Based on the tasks, progression, and expectations of each 

scenario, Figure 6 was made listing the types of actions and decisions points expected 

of a senior BSN nursing student, as well as which indicators could be measured at 

decision or action points.  

 

Figure 6. Counting guideline for scenarios based on behaviors and indicators.  

Figure 6 depicts a sample layout for scenario and behavior guidelines for 

indicator counts. The “x” indicates that this action will always have this indicator counted, 

and “(x)” indicates that depending on the interaction additional indicators are possible 

with a particular behavior. Additional notes were made for indicators when counted 

multiple times for repeated actions. For example, medication administration entailed 

several possible combinations of indicators depending on the interaction with the 

situation, but always included the opportunity to measure Indicator 9 (being skillful). This 



70 

guide was adjusted as needed after a review of the first 3-5 participants in each 

scenario; if changes were made, previous participants were scored again. Guides were 

also compared across scenarios to ensure consistency.  

After data collection was completed, data analysis was performed using the 

video-recorded OSCE and HFPSs experiences. Video-analysis entailed identifying each 

indicator the participant portrayed in each encounter. Each video was reviewed and 

labeled within the video file for the participant’s start and stop times by a research 

assistant. Videos for each participant were then reviewed by the researcher. Notes on 

behaviors and actions were written for each action or decision point that occurred during 

the scenario. After each experience had been completed, the hand-written notes on the 

participant’s actions were reviewed, along with the guide to identify indicators associated 

with each notation made. Indicator numbers were written next to each noted action, and 

the video was reviewed again for any actions requiring clarification. After all notations 

had been assigned appropriate indicators, a count was made for the total indicators and 

for the number of indicators for each participant’s experience. These counts were then 

transferred to a participant spreadsheet (Appendix I, p. 204).  

Once all participants in all scenarios had been analyzed, actions and assigned 

indicators as well as guidelines were reviewed across all scenarios for consistency. Tally 

marks from the participant spreadsheet were then added and placed in the dataset. 

Counts were double-checked again, comparing the written notes to the final dataset for 

accuracy.  

The use of a guide for each scenario that identified indicators associated with 

given behaviors aided in both validity and reliability. Comparisons made in the 

guidelines, written performance notes, and indicators both between participants in each 

scenario and between scenarios allowed for the counted indicators to be as similar as 

possible. In general, most experiences would be expected to have roughly the same 
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number of indicators within a given scenario, and each action or behavior would have, at 

baseline, the same number of indicators. Participants who did more or less within a 

given scenario or with an action, would provide more or fewer opportunities for 

measurement of given indicators. The process of assigning indicators to behaviors was 

constantly reviewed throughout the process. Any time that a change occurred in the 

assignment process a careful review of all written scenario activities was performed to 

ensure consistency.  

Protection of Human Subjects  

Institutional Review Board (IRB) approval was sought and received prior to 

initiation of any study components (Appendix J, p. 205). Students are considered a 

vulnerable population. Due to this consideration, it was critical that participants did not 

feel pressured to participate, perform, or have concerns that their participation would 

impact the university’s or faculty’s perceptions of them as students. This researcher was 

not directly involved with courses or grading for this group of students during the data 

collection period, and did not have a role in courses involving this group of students 

during the study duration. Participants were given information regarding the risks of 

participation, which were no more than usual student participation in education activities; 

however, it is possible participants may have experienced some anxiety during 

participation. Participants were consented regarding their rights to withdraw from the 

study at any time. Withdrawal did not punitively affect them in any way academically but 

removed eligibility for receiving the eight hours of clinical credit towards the total number 

of hours needed for practicum. An exception to this was made for a participant who was 

unable to participate on the final day; the participant did not withdraw but was unable to 

attend the second day due to illness. To protect participant’s identity, the only place the 

participant’s name and participant number occurred in the same place was the initial 

consent form. After that point, all paperwork and videos only had the participant’s 
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participant number. Only those who have university access to the secure video-storage 

server were given access to view the videos recorded during this study. Video footage of 

participants will be kept for three years after the completion of this project for secondary 

analysis with approval from IRB. Consent forms were stored in a locked cabinet in the 

researchers locked office. Furthermore, to protect participant identities, aggregate data 

will be reported rather than individual data responses. 

Threats to Validity 

 During study design, threats to validity were considered along with methods to 

mitigate or understand the impact of the threats on study outcomes. The first anticipated 

threat to validity dealt with the concerns of crossover designs and carryover effects. It is 

important to evaluate the lingering carryover effects of interventions and ascertain if the 

washout period is sufficient to negate these concerns without creating new concerns of 

an extended collection period (Shadish, Cook, & Campbell, 2002). In this case, there are 

limited concerns for carryover effects due to the nature of the study variables. The 

washout period in this study was one week, so this time-period was short enough that it 

was unlikely any significant knowledge changes would occur from one experience to the 

other. While participating alone in either experience may aide the development of CJ, it 

is unlikely that a single day of exposure to these experiences would alter indicator 

counts with either method. Had CJ scores been measured and feedback provided 

between occurrences, it is possible that those outcomes could have been affected. The 

crossover was a single two-group design, and participants only completed each 

experience once. Group A participants completed HFPS before OSCE, and Group B 

participants completed OSCE before HFPS. This process allowed for any potential 

influences of one before the other to be seen, such as whether participation with one 

method provided an advantage to the participant with the second method. A final 

concern with crossover designs is a change in the researcher’s approach to data 
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collection or analysis. In this case, no data was evaluated between the two collection 

dates, and all performances were analyzed from the videos without regard to when data 

collection occurred.  

Other anticipated threats included low power, selection, treatment diffusion, and 

interaction of the causal relationship between settings. The concern with low power in 

this study is related to the small sample size, creating the potential to find no significant 

relationships when one exists (Shadish et al, 2002). The threat to validity related to 

selection was due to the fact that volunteer students may be more organized, confident, 

and better performers than their non-volunteering peers. However, this threat is most 

likely to impact measuring the actual CJ scores, not counting the CJ opportunities as in 

this study. In this study, since clinical credit was awarded, it was also possible that these 

students were not exceptionally better than peers and were more desperate for clinical 

credit. Treatment diffusion is a concern with crossover designs as participants may 

discuss between groups and reveal key information that could alter their performance 

(Shadish et al, 2002). In this research project, participants signed a consent form, which 

also stated they would refrain from discussing scenario details until after their 

participation was complete. Furthermore, at this point in the semester, students are 

primarily in practicum with less class time where large interactions may occur. During the 

data collection days, participants were monitored and reminded about the concerns of 

information sharing to further limit cross-talk. Participants were agreeable to this as they 

were instructed on the importance of not sharing information in order for the research to 

be conducted as planned. Interaction of causal relationship in settings was a final 

anticipated concern because these are volunteer students of a single university, who 

may differ from students who have had other experiences, are in other programs, are 

from differing geographical locations, or are in a different place in their program, 

including those who decided not to participate (Shadish et al, 2002). Students who have 
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never had simulation, are in an associate degree program, and those attending 

programs that use varied evaluation methods, may not perform in the same way. Thus, 

the use of these methods in another setting may not result in the same outcomes as in 

this study.  

Missing Data  

Group A contained 11 participants at the start of the study. One participant was 

unable to complete the study, leaving only 10 participants. Partial participant data was 

dropped. There were two sources of missing data for this study: missing data related to 

the failed recordings and missing data related to participants who rotated incorrectly 

through the OSCE stations. Missing data occurred at random, meaning there was no 

pattern or predictability of what data was missing. The audio-visual error impacted all 

participants participating in Group B with the OSCE method, and did not differentially 

impact any participant or station. The rotation error was also not predictable. Participants 

arbitrarily rotated to an open station, rather than the next assigned station. The most 

significant source of missing data occurred when a simulation technician failed to 

properly operate the audio/visual equipment for recording as shown in Table 6.  

The second source of missing data resulted from participants in Group A rotating 

inappropriately. Due to only having 10 participants in this group, two stations at any 

given time were empty allowing participants to rotate incorrectly. This mal-rotation of 

participants was not discovered until later because no other participants were 

interrupted.  The error was not discovered until after debriefing when participants 

realized they had not completed 12 stations or was discovered during review of the 

video recordings. 

Both kinds of missing data occurred at random. For the audio-visual error, 

participants were not measured on quality of performance, but rather on their interaction 

with the HFPS and OSCE methods, that provided the possible opportunities for CJ 
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Table 6. 

Timeline of Events for Missing Data OSCE (Group B) and HFPS (Group A) 

Time Event Researcher Action 

9:30 Scheduled Start time Orienting students 

   
9:45-9:50 Actual start time Started late due to 

orientation and some 
students being late 

   
~10:00 Approximate time recordings were said to 

have started for most stations (except 
station 7) 

At this point the researcher 
was unaware of an issue 

   
~10:30 Approximate time recordings were turned 

on for all but station 7 
At this point the researcher 
was unaware of an issue 

   
11:00 Research notified recordings were not 

turned on until about “an hour ago” 
Decision made to have 
students repeat their first 
station 

   
~12:20 Students completed a repeat of their final 

station, SPs needed to set up for the next 
event in SP rooms. 

Ushered students to 
debriefing area 

   
~12:30 Approximate time recordings shut off for 

HFPS rooms 
At this point the researcher 
was unaware of an issue 

   
~2:00 Approximate time researcher was alerted 

cameras for HFPS rooms turned off. 
Cameras were turned back 
on and the number of 
missing HFPS were 
quickly assessed. 

 
 
measurement. Thus, no differential impact on counts was assumed. Since participants 

did not receive feedback on their performances during the study, a large change in their 

approach was unlikely. For the second source of missing data from the mal-rotation 

through stations, participants did not realize any stations had been missed; there was no 

benefit or deficit from skipping a station. Stations were not dependent on one another, 

thus stations could be completed in any sequence or order. Since stations were not 
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skipped due to content type, the stations skipped were assumed to have no differential 

influence on counts. 

The first step after data collection was completed was to identify missing data. 

Most of the missing data occurred in Group B for the OSCE stations with the technical 

malfunction in recording, with minor missing data for Group A for OSCE stations 3, 5, 

and 11 from malrotation. Table 7 provides an overview of missing data by method.  

Table 7. 

Missing Participants by Method, Scenario/Station, and Group 

 Missing Participants for Method Remaining 

Method Total Group A Group B n 

OSCE Station 1 2 0 2 20 

OSCE Station 2 2 0 2 20 

OSCE Station 3 3 1 2 19 

OSCE Station 4 0 0 0 22 

OSCE Station 5 3 1 2 19 

OSCE Station 6 0 0 0 22 

OSCE Station 7 5 0 5 17 

OSCE Station 8 3 0 3 19 

OSCE Station 9 2 0 2 20 

OSCE Station 10 0 0 0 22 

OSCE Station 11 3 1 2 19 

OSCE Station 12 0 0 0 22 

HFPS Scenario A 0 0 0 22 

HFPS Scenario B 0 0 0 22 

* Group A n = 10; Group B n = 12 
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Data Analysis 

The LCJR count data was organized and managed with the participant 

spreadsheet (Appendix I, p. 204) and with a MS Excel™ 2016 (Microsoft, Redmond, 

WA) spreadsheet. The number of times (i.e., count) each LCJR indicator occurred in the 

HFPS scenarios and OSCE stations was calculated by adding the total number of 

occurrences for each indicator by each participant. This count value created a single 

value for each indicator in each HFPS scenario and OSCE station by participant. For 

example, LCJR Indicator 1 counts were summed for each OSCE station and each HFPS 

scenario for each participant. Then the mean value for LCJR Indicator 1 was calculated 

by averaging the summed total across participants, creating a single mean value for 

LCJR Indicator 1 that could be compared between the two methods: OSCE to HFPS A; 

OSCE to HFPS B; and OSCE to HFPS A and B. This process was repeated with each 

LCJR indicator (up to Indicator 9) for each participant in the OSCE and separately in 

HFPS A and B.  

The Stata IC 14® (STATACorp, College Station, TX) statistical software package 

was used for statistical analysis; all statistical methods and approaches were discussed 

with a statistician prior to implementation. A 0.05 level of significance was used for all 

statistical analyses. Descriptive statistics were used to characterize the sample of 

participants and identify relationships between demographic variables and LCJR 

indicators. Paired t-tests were used to identify statistical differences between the two 

methods for each LCJR indicator since the same group of participants was used 

throughout this study. The HFPS acted as the standard (control) method to which the 

OSCE was compared as the experimental method.  

Raw counts were not used for statistical comparisons, rather means were used 

because in some instances participants may perform differently with behaviors to be 

measured, far more or far fewer than their peers, which would create concerns when 
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examining raw counts or sums of counts alone. Since some stations were designed to 

focus on specific indicators, thereby providing no opportunity for the measurement of 

other indicators, a row mean (the mean of all Indicator 1s by participant across stations 

or scenarios) would create a confusing result that would not adequately portray the 

number of opportunities afforded in the setting.  

Adjusted OSCE. To adequately compare frequency counts between HFPS and 

OSCE method, it is essential to understand how the two are related to one another. 

Since the LCJR works best with more iterations of a HFPS, two evaluative level 

simulations were used. The OSCE in this study was developed based on the two HFPSs 

scenario’s content, using the average number of stations and length of time per station 

as per advisement from an experienced OSCE designer and facilitator Dr. Paul Wallach 

(October 2015). As a result, the OSCE had 12 stations with each station allotted 10 

minutes, which was twice as long as each participant spent in the two HFPS scenarios. 

Because the OSCE took twice as long to achieve the same goal, it is expected there 

may be more occurrences for each LCJR indicator. Therefore, the OSCE count total was 

adjusted by dividing its counts in half. “Adjusted OSCE” counts refer to the sums of 

counts per indicator divided by two before averaging across participants.  

This approach was used when performing statistical analysis. It was important to 

keep in mind that in the event of a full-length OSCE, counts would likely be greater with 

greater amounts of time and opportunity. To answer the research questions, a 

comparison was made between adjusted OSCE counts and HFPS A and HFPS B 

combined counts as well as a comparison between adjusted OSCE counts and HFPS A 

and HFPS B individually. For clarity purposes, OSCE counts refer to the adjusted OSCE 

counts unless otherwise noted and were the counts used for all statistical calculations. 

Imputation method. Due to the summative approach, missing data had to be 

dealt with. Because nearly every participant had missing data, dropping those without 



79 

complete data was not an option. Initial steps after data collection dealt with determining 

appropriate methods to handle missing data and finding an appropriate imputation 

method. Due to the nature of the OSCE stations some missing data could be 

immediately known. For example: all stations known to provide no opportunity for certain 

indicators were filled with 0’s (Figure 7).  

 

Figure 7. Replaced values of known missing data. Highlighted areas indicate missing 

values; highlighted 0s indicate a replacement with a known no-opportunity count. 

For the remaining missing values, modal imputation was selected over other 

possibilities (such as mean or median) for two reasons: 1) the distributions can be 

skewed and 2) non-integer values, such as means or medians, should not be mixed with 

raw data that are whole numbers. The concerns with replacing missing values with the 

mean or median of a given indicator for a scenario deals primarily with the issues of 

skew and non-integer values being mixed with raw data. Figure 8 demonstrates how 

other types of imputation methods, such as mean or median, may have been a poor 

representation based on the frequency distribution of counts.  

The distribution in Figure 8 is skewed to the right, which would result in a mean 

being pulled higher due to outlying data. This skew would not accurately represent the 

true value of the missing data. A median, in this particular case, has the potential to be 



80 

more accurate, but is not the case for every indicator-scenario combination. A general 

solution to these two concerns is to use the mode. A total of 10 out of 108 distributions 

contained multiple modes. Figure 8 is an example of multiple modes for OSCE station 3 

Indicator 5, as well as how the mean of the data would be skewed away from the most 

likely true value. In instances when there was more than one mode, data was imputed 

with both the maximum and minimum modes so that a sensitivity analysis could be 

carried out in order to assess the effects of the two methods of imputation.   

 

Figure 8. Modal imputation histogram. 

Modes were calculated prior to the sum of counts calculations for each indicator 

and participant. Modal imputation presented the most useful method to handle missing 

data because it yielded an integer value without misrepresenting the distribution since it 

was not influenced by skewed data counts. Counts were imputed at the individual station 
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and indicator level for each participant, meaning the missing values that were filled in 

were placed into the raw data set directly. 

Handling missing data was somewhat ad hoc. Due to the small amount of 

available data, more sophisticated methods such as multiple imputation were not 

feasible. To estimate the effect of the maximum and minimum modes, a rough 

“sensitivity” analysis was used by comparing the results between the minimum and 

maximum mode imputation methods. This comparison demonstrated no difference in the 

primary outcomes. The resulting means remained largely unchanged, and statistical 

relationships were not affected by using the minimum versus maximum mode imputed 

data. The maximum mode imputed data set was used during data analysis for this study. 

Once the data set was complete with all missing data replaced, t-tests were performed 

to compare the OSCE and HFPSs methods. 

Crossover analysis. Though the assumption was made that there would be no 

significant influence overall by participating in either method first, a crossover analysis 

was completed to confirm this. A crossover design strengthens the statistical efficiency 

with fewer subjects required and has fewer confounding covariates with less variability 

between participants since each participant serves as their own control. While the 

crossover design allows for a smaller sample size and individuals are their own control, it 

is important to rule out or address concerns with the order of effect and carryover 

effects. Even though carryover and order of effect are unlikely in this study, a regression 

analysis was performed to analyze the effects of the sequence or order of exposure with 

the two methods. A linear regression was chosen over an ANOVA due to the ability to 

add additional variables and interactions, such as demographic variables. This analysis 

allows for the influence of group (sequence) to be seen with regard to the count means 

of the two methods, which can reflect if there is an effect of order for the outcomes.  
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Additionally, other relationships and interactions were explored for each indicator 

with a variety of interaction terms for group (sequence), method, externship participation, 

and healthcare experience. These models were created to identify if outcomes differed 

by demographic influences. Interactions included: group by externship, group by health 

care experience, method by externship, and method by health care experience.  

Establishing significant count levels. A key point when comparing statistically 

significant outcomes deals with the point at which the difference has a real-world impact. 

A difference of 5 or more between count means was identified to have a possible real-

world influence on the accuracy of the student’s CJ score based on the traditional use of 

the rubric. Because there is a lack of literature in this area, real-world impact was based 

solely on how the rubric is used for scoring; therefore, there is potential that another 

number would be more accurate. To prevent confusion with statistical significance, the 

term “practical significance” is used to identify means that differ by 5 or greater that may 

have a real-world impact on the interpretation of results. Higher means that have both 

statistical and practical significance demonstrate the potential for that method to provide 

more opportunities for a more accurate CJ score and support the method with the higher 

mean as a more favorable method to measure specific CJ indicators. 

Rationale for the determination of practical significance. After review of the 

LCJR’s traditional scoring method, this researcher established the significant mean 

difference that designated the level of relevant improvement determined as adequate for 

clinical competency. When scoring a student using the LCJR, there are four possible 

scores for each indicator (1-4); if a student performs a behavior five times, at least one of 

those scores would have to repeat, providing a more accurate measurement (Lasater, 

2007a). For example, if a student scored exemplary, beginning, accomplished, 

developing, in that order, it would be unknown what competency level the student 



83 

possesses. However, on the fifth instance one of those scores would be repeated, for 

example: exemplary, beginning, accomplished, developing, and developing again; thus, 

establishing a CJ accomplishment level of developing. The more times a behavior is 

performed the more likely the score is to represent the student’s true level of CJ. Based 

on this scoring, a difference of five or more was considered have practical significance 

because the accuracy of a student’s score is likely to be truly impacted by the increased 

number of opportunities. For this study, while indicator CJ levels were not determined, 

mean counts were used to determine practical significance. 

Chapter 3 Summary 

A randomized two-group crossover design was used for this study to explore the 

representation of individual indicators of the LCJR with the OSCE versus HFPS methods 

by using counts data. In this chapter, a description of methodology was presented by 

providing a detailed description of design, plausible threats to validity, protection of 

human subjects, variables, data collection procedures, instruments, data-handling, and 

analysis procedure.  
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Chapter 4 

Results 

The purpose of this study was to explore the use of the LCJR within the OSCE 

and to compare the elicitation of indicators from the LCJR between the OSCE and HFPS 

methods. This chapter provides the descriptive statistics of the sample and statistical 

results for the quantitative analyses of the research questions.  

Description of the Sample 

A total of 23 senior baccalaureate nursing students who were completing their 

final semester of their final year of their nursing program were enrolled in the study. 

While 23 participants were enrolled in the study, only 22 participants completed all 

components of the study. The demographic information shown in Table 8 compares the 

number of participants in Group A and Group B. For both groups, the majority of 

participants were female (68%), aged 21-30 (86%), Caucasian (91%), with Grade Point 

Average between 3.0 and 3.49 (50%), had participated in a summer externship (50%), 

and had previous healthcare work experience (31%). Group A and B were similar 

regarding overall demographics and no statistically significant (p >0.05) differences were 

found between groups. Statistically significant differences between groups were 

evaluated using a Χ2 test. No statistical differences were found between groups at the p 

=0.05 level.  
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Table 8. 

Participant Demographics 

Characteristic 

Group A  
(n = 10) 

Group B  
(n = 12) 

 
Χ2 

 
p value 

n % n %   

Gender        
 Male 4 40 3 25 0.5657 0.452 
 Female 6 60 9 75   

Race        
 Caucasian 9 90 11 91.67 0.0183 0.892 

 African 
American 

1 10 1 8.33 
  

Age        

 <21 0  1 8.33 3.3193 0.345 
 21-30 8 80 11 91.67   
 31-40 1 10 0 0   
 41-50 1 10 0 0   

Education       

 High 
school 

9 90 10 83.33 
0.8781 0.645 

 Bachelors 1 10 1 8.33   
 Technical 0 0 1 8.33   

GPA        

 3.8-4 3 30 0  5.611 0.129 
 3.5-3.79 2 20 3 25   
 3.0-3.49 3 30 8 66.67   

 2.5-2.99 2 20 1 8.33   

HealthCare 
Experience 

    
  

 Yes 4 40 5 41.67 0.0063 0.937 

 No 6 60 7 58.33   

Types of 
Experience 

    
  

 PCT 2 20 4 33.33 5.9583 0.211 
 LPN 0 0 1 8.33   
 None 6 60 7 58.33   
 Unknown 2 30 0 0   

Extern        

 Yes 7 63.64 4 33.33 1.5644 0.211 
 No 4 36.36 8 67.67   
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Findings 

This study sought to determine how the individual LCJR indicators were 

represented by OSCE and HFPS methods in senior BSN nursing students. The findings 

of this study are presented in two major sections: overall results (OSCE versus HFPS) 

and by indicator comparing the OSCE to the combined HFPS scenarios. LCJR 

indicators (Indicators 1-9) were measured by a review of participant’s experiences in the 

HFPS and OSCE methods; reflective LCJR indicators (Indicators 10 and 11) were 

measured using a written debriefing questions.  

Research Question 1. This question and its associated hypotheses were 

designed to determine if the OSCE method was comparable to the HFPS method with a 

single HFPS scenario regarding the number of indicators to be elicited. This research 

question also served to highlight the difference in number of opportunities between one 

and more than one HFPS scenario when seeking to evaluate a student’s CJ levels. A 

paired t-test was performed comparing the means of an OSCE experience versus an 

individual HFPS experience (Tables 9 and 10). A non-directional hypothesis was used 

since there were no comparable studies available.  

Means for performance indicators (1-9) between the OSCE and individual HFPSs 

were statistically significant (p < 0.05). Thus the null hypothesis was rejected. Reflective 

indicators (10 and 11) were unable to be statistically analyzed due to lack of variability. 

All performance indicator means for the OSCE method were higher compared to HFPS 

A and B, respectively. Performance Indicators 1, 3 – 5, 7, and 9 exhibited more 

occurrences (a difference between count means of greater than five) in favor of the 

OSCE method. This supports the recommendation by Lasater (2007a) that more HFPS 

experiences result in additional opportunities for CJ to be measured, which is considered 

to provide more accurate CJ scores. This question was included to explore how many 

opportunities a single HFPS experience provided with an independent participant 
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compared to a single OSCE experience. While historically multiple HFPS experiences 

are used to complete the measurement of CJ, there was no literature regarding how 

many opportunities for the elicitation of indicators a single HFPS experience would 

provide. For this reason, the specific indicator results and discussion will focus on 

comparison of count means between the adjusted OSCE and combined HFPS methods.  

Table 9. 

 Paired T-Test Comparing Means between Adjusted OSCE and HFPS A by Indicator 

Indicator  Mean SD 
95% Confidence 

Interval 
SE P 

1 
HFPSA 5.86 2.7132 4.6607 7.0666 0.5785 

<0.0001 
OSCE 12.77* 1.8500 11.9525 13.5929 0.3944 

        

2 
HFPSA 6.09 1.7971 5.2941 6.8877 0.3831 

<0.0001 
OSCE 10.32 0.7645 9.9792 10.6571 0.1630 

        

3 
HFPSA 8.36 2.5175 7.2475 7.4798 0.5367 

<0.0001 
OSCE 21.98* 2.6881 20.7855 23.1691 0.5731 

        

4 
HFPSA 2.86 1.0372 2.4038 3.3235 0.2211 

<0.0001 
OSCE 19.05* 1.3227 8.9363 10.1092 0.2820 

        

5 
HFPSA 8.73 2.3336 7.6926 9.7620 0.4975 

<0.0001 
OSCE 30.16* 2.7141 28.9557 31.3625 0.5786 

        

6 
HFPSA 5.50 2.0412 4.5950 6.4050 0.4352 

0.0010 
OSCE 7.48 1.200 6.9452 8.0093 0.2558 

        

7 
HFPSA 9.27 1.9069 8.4272 10.1182 0.4066 

<0.0001 
OSCE 22.80* 2.4624 21.7037 23.8872 0.5250 

        

8 
HFPSA 4.45 1.9695 3.5813 5.3278 0.4199 

0.0005 
OSCE 6.27 1.0990 5.7855 6.7600 0.2343 

        

9 
HFPSA 6.27 1.7507 5.4965 7.0489 0.3732 

<0.0001 
OSCE 15.55* 2.0523 14.6355 16.4554 0.4376 

* indicates a difference that is practically significant (counts differ by 5 or more) 



88 

Individual HFPSs to OSCE comparisons revealed the OSCE method provided, at 

minimum, as much opportunity for CJ measurement of indicators as a single HFPS 

experience; and for many indicators, a superior method for opportunities to measure CJ 

indicators. 

Table 10. 

Paired T-Test for Comparison of Means between Adjusted OSCE and HFPS B by each 

Indicator 

Indicator  Mean SD 
95% Confidence 

Interval 
SE P 

1 
HFPSB 5.64 1.8656 4.8092 6.4635 0.3978 

<0.0001 
OSCE 12.77* 1.8500 11.9525 13.5929 0.3944 

        

2 
HFPSB 5.82 1.8162 5.0129 6.6235 0.3872 

<0.0001 
OSCE 10.32 0.7645 9.9792 10.6571 0.1630 

        

3 
HFPSB 7.36 2.3206 6.3347 8.3925 0.4948 

<0.0001 
OSCE 21.98* 2.6881 20.7855 23.1691 0.5731 

        

4 
HFPSB 4 1.7457 3.2260 4.7740 0.3722 

<0.0001 
OSCE 9.52* 1.3227 8.9363 10.1092 0.2820 

        

5 
HFPSB 7.59 2.7020 6.3929 8.7889 0.5761 

<0.0001 
OSCE 30.16* 2.7141 28.9557 31.3625 0.5786 

        

6 
HFPSB 6.14 1.8073 5.3351 6.9377 0.3853 

0.0037 
OSCE 7.48 1.200 6.9452 8.0093 0.2558 

        

7 
HFPSB 7.27 2.2078 6.2938 8.2516 0.4707 

<0.0001 
OSCE 22.80* 2.4624 21.7037 23.8872 0.5250 

        

8 
HFPSB 4.23 1.5409 3.5441 4.9105 0.3285 

<0.0001 
OSCE 6.27 1.0990 5.7855 6.7600 0.2343 

        

9 
HFPSB 6.68 1.2868 6.1113 7.2524 0.2743 

<0.0001 
OSCE 15.55* 2.0523 14.6355 16.4554 0.4376 

* indicates when counts differed by 5 or more 
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Research Question 2. This research question and its associated hypotheses 

were designed to determine if a single OSCE experience could be comparable to 

multiple (two) HFPS experiences with regard to the number of indicators elicited. T-tests 

were used to identify significant differences of the compared means. Table 11 provides 

the compared means, SD, SE, 95% confidence interval, and p value using α = 0.05 for a 

two-tailed comparison with individual indicator results provided in greater detail below. 

Due to literature support of more than one HFPS experience as the ideal method to 

measure CJ with the LCJR, this question addresses the comparison of methods that is 

most similar to the current use of the rubric. 

To answer research question 2, paired t-tests were used to test the non-inferiority 

hypotheses between the adjusted OSCE means and the combined HFPS A and HFPS B 

means. Table 11 shows the means between the combined HFPS and OSCE for 

performance Indicators 2-9 were statistically significant (p < 0.05), with Indicators 3, 5, 

and 7 with the practical significance (difference in count means >5) in favor of the OSCE. 

A detailed review of each indicator comparison is expanded below, including reflective 

Indicators 10 and 11 that were unable to be statistically analyzed due to lack of 

variability.   

Results by Indicator. This section contains a detailed discussion of the indicator 

means  as delineated by the TMCJ phases and LCJR indicators between the combined 

HFPS and adjusted OSCE experiences.  For each performance indicator, a box plot was 

created to visualize the data variances between the two methods.   

Phase 1. Noticing. Phase 1 is composed of Indicators 1-3. While the process of 

CJ is described as cyclical, noticing can be considered one of the first phases through 

which a student passes. Noticing is influenced by many factors both internal and 

external and combines information from the nurse’s initial assessment, expectations of 
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the situation, knowledge of the patient, knowledge from experience, and the nurse’s 

knowledge base (knowledge gained from school or other resources) (Tanner, 2006).  

Table 11. 

Paired T-Test for Comparison of Means between Adjusted OSCE and Combined HFPS 

A & B by each Indicator 

* indicates when counts differ by 5 or more; OSCE here refers to the adjusted OSCE; 

HFPS refers to the combination of HFPS A and B 

Indicator  Mean SD 
95% Confidence 

Interval 
SE p 

1 
HFPS 11.5 3.7000 (9.8595 13.1405) 0.7889 

0.1258 
OSCE 12.77 1.8499 (11.9525 13.5929) 0.3944 

        

2 
HFPS 11.91 2.9262 (10.6117 13.2065) 0.6239 

0.0241 
OSCE 10.32 0.7645 (9.9792 10.6571) 0.1630 

        

3 
HFPS 15.73 4.0141 (13.9475 17.5070) 0.8558 

<0.0001 
OSCE 21.98* 2.6881 (20.7855 23.1691) 0.5731 

        

4 
HFPS 6.86 2.3563 (5.8189 7.9083) 0.5224 

0.0001 
OSCE 9.52 1.3227 (8.9363 10.1091) 0.2820 

        

5 
HFPS 16.32 4.1333 (14.4856 18.1508) 0.8812 

<0.0001 
OSCE 30.16* 2.7141 (28.9557 31.3625) 0.5786 

        

6 
HFPS 11.64 2.9039 (10.3488 12.9239) 0.6191 

<0.0001 
OSCE 7.48 1.2000 (6.9452 9.0093) 0.2558 

        

7 
HFPS 16.55 3.5150 (14.9870 18.1039) 0.7494 

<0.0001 
OSCE 22.80* 2.4624 (21.7037 23.8872) 0.5250 

        

8 
HFPS 8.68 2.5706 (7.5421 9.8216) 0.5481 

0.0001 
OSCE 6.27 1.0990 (5.7855 6.7600) 0.2343 

        

9 
HFPS 12.95 2.6273 (11.7897 14.1194) 0.5601 

<0.0001 
OSCE 15.55 2.0523 (14.6355 16.4454) 0.4376 
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Noticing is also influenced by factors such as the nurse’s vision of their practice, 

values, and both the culture and complexity of the patient and working environment 

(Tanner, 2006). Nursing students are taught from day one that the first step in the 

nursing process is to assess, thus noticing falls within that first essential nursing task 

students are taught to perform. Understanding that students are familiar with the 

assessment step of the nursing process, it makes sense that participants would 

complete this aspect of their nursing care with ease and thoroughness.  

Indicator 1: Focused observation. The first indicator is concerned with the 

student’s ability to focus their assessment and patient observations appropriately 

(Lasater, 2007a). That is, students would regularly observe their patient, as well as the 

monitors, in order to gather both subjective and objective data and then identify and 

seek the most useful information for follow-up.  

The difference between the means for Indicator 1 was not statistically significant 

(p=0.1258); count means were 12.77 (adjusted OSCE) and 11.5 (HFPS AB) (Figure 9). 

There is not enough count evidence to reject the null hypothesis that the two methods 

are dissimilar to one another with regard to Indicator 1. The counts for this indicator 

coincided closely with that of Indicators 2 and 3 discussed below.  

Further research is needed to identify the comparisons between the two methods 

with regard to Indicator 1. Focused observations were counted when the participant 

used their basic nursing assessment skills to assess and monitor their patient which 

included obtaining an initial set of vital signs and performing a head-to-toe or focused 

assessment. Triggered by feedback or data from a previous observation or patient 

change, each new assessment was counted as a new focused observation count. 
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Figure 9. Indicator 1 boxplot: adjusted OSCE to combined HFPS; means marked by “x.” 

Indicator 2: Recognizing deviations from expected patterns. Indicator 2 

requires the student to have a baseline understanding of health or given conditions, as 

well as what is normal for the patient in their present state (Lasater, 2007a). The student 

should be able to identify the most subtle cues and patterns that indicate the patient is 

deviating from the expected pattern for their illness or present condition, such as the 

patient is improving or deteriorating. The recognition of a deviation from the expected 

allows the student to use that information to guide follow-up assessments or intervene 

as necessary. 

The difference between the means for Indicator 2 was statistically significant (p = 

0.0241) with means of 10.31 (OSCE) and 11.91 (HFPS) (Figure 10). In this case, there 

is a slightly higher occurrence in the HFPS experience, though the difference does not 

reach practical significance (count means difference <5). Recognizing deviations from 

expected patterns was noted when the participant stopped another activity or responded 

to a change in status from the patient. If the participant failed to stop the non-essential 

secondary activity, the opportunity count was still added, but if scoring were taking place 
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the participant would have received a lower score. The OSCE method appeared to 

provide a more consistent or clustered count of this indicator, while the HFPS method 

demonstrated a wider dispersion of counts for the measurement of Indicator 2. This 

wider dispersion could lead to more unpredictable numbers of opportunities for Indicator 

2 in the HFPS method, with true counts varying more greatly away from the reported 

mean. The significant relationship indicates that both methods provide a comparable 

number of opportunities to measure CJ in the area of noting deviations in their patient’s 

condition. 

 

Figure 10. Indicator 2 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 

Indicator 3: Information seeking. Information seeking is closely related to 

Indicators 1 and 2. The behavior measured with this indicator involves the student 

confidently and assertively seeking information to plan their intervention. Beyond the 

initial assessment, this requires the student to pull from their nursing knowledge and 

information based on previous assessments to recognize which findings should be 
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further investigated. The student must identify what is useful subjective data and 

combine that with useful objective data from the observation of and interaction with the 

patient and family (Lasater, 2007a).  

 

Figure 11. Indicator 3 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 

The difference between the means for Indicator 3 was statistically significant (p < 

0.0001), as well as reaching practical significance (> 5 difference in the count means) 

with means of 21.98 (OSCE) and 15.73 (HFPS). One reason for this difference could be 

that participants had an actual person (SP) to speak with and may have engaged in 

more conversation and discovered additional information. Consistently, participants 

would ask and explain more to the SP than to the HFPS mannequin operator. This 

indicates that some aspect of the OSCE experience, though very likely the SP aspect, 

creates an environment that caters to more observations of information seeking by the 

participant.  
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Phase 2: Interpreting. The area of interpreting is the second area identified on 

the TMCJ. This area deals with reasoning patterns including analytic, intuitive, and 

narrative. When the student or nurse is progressing through this phase, they use the 

knowledge possessed to develop an accurate understanding of the situation to prepare 

a response and make decisions (Tanner, 2006). Decisions made in this phase are then 

carried out in the responding phase. The simulated setting provides a safe place to 

make decisions and evaluate the outcomes when compared to a clinical setting. With the 

presence of a live patient, portrayed by the SP in the OSCE experience, students may 

sometimes feel an added pressure to think more carefully through their decisions and 

actions than they would when caring for a mannequin-based patient. This added 

pressure could mimic that of pressures in the clinical setting when actual patients are 

involved.  

Indicator 4: Prioritizing data. Prioritizing data requires students to identify the 

most relevant and important information that is useful in caring for, explaining, and 

planning to care for the patient’s condition (Lasater, 2007a). When implementing orders, 

students must identify which interventions are important to complete first, followed by 

those that a delay in action would not harm a patient. An example would be when a 

patient is deteriorating; the first step involved would be to apply oxygen before going to 

retrieve a respiratory medication. Students have learned priorities based on the ABC 

(airway, breathing, circulation) approach, and should apply that logic to many situations 

initially. Also, participants had other opportunities to prioritize such as when the need to 

prioritize and administer multiple medications through a single intravenous line arose.  

The difference between the means for Indicator 4 was statistically significant (p = 

0.0001) with means of 9.52 (OSCE) and 6.86 (HFPS). Since this difference in the count 

means is less than five, there is no practical significance, indicating the OSCE method 

provides a comparable number of opportunities to measure prioritization of data. This 
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finding was expected since both HFPS experiences were designed to measure student 

readiness for practice, and the HFPS experiences were used as a basis for types of 

skills in the OSCE experience. The OSCE method does not always provide an 

opportunity for a true prioritization of care. It is important to note that when the OSCE 

stations were designed they were based on the activities completed in the HFPS 

experiences. If OSCE stations are developed independent of one another, ensuring 

opportunities for prioritization is important as it could easily be overlooked if the 

developer of the station loses sight of the nursing process of CJ development, or is too 

prescriptive for the actions and order of activities within the station. This situation is 

another indicator where the variability between the two indicator mean counts by method 

was far greater with HFPS than in the OSCE, meaning the number of opportunities 

provided by the OSCE method was more consistent compared to that of the HFPS 

method. 

 

Figure 12. Indicator 4 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 
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Indicator 5: Making sense of data. Making sense of data is arguably one of the 

more important indicators to ensure students can perform. This indicator is essential in 

demonstrating that the student does not just know how to perform a skill or assessment 

but understands the underlying rationale behind it. Making sense of data requires the 

student, even in the most complex, confusing, and conflicting data situations, to notice 

and make sense of the patterns in the patient’s data, compare those to the known 

patterns (from multiple sources including: knowledge base, research, personal 

experience, and intuition) and develop a plan of care that can be justified regarding 

likelihood of success (Lasater, 2007a). 

 

Figure 13. Indicator 5 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 

The difference between the means for Indicator 5 was statistically significant (p < 

0.0001); practical significance was also found in favor of the OSCE method: OSCE 
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caring for real people. This interaction invites communication when compared to a 

mannequin-based simulation, which provides an opportunity for participants to express 

aloud their understanding and rationale for the actions taken. In fact, participants in this 

study explained far more about what they were doing and why in the OSCE experience 

when a live person was present than with the HFPS method. This open communication 

allows for participants to explain and provide health-related teaching concepts during 

casual conversations with the SP. Additionally, SPs were more likely to ask questions if 

the participant hesitated or had a perplexed look on their face (a nuance that is often 

missed by the simulation operator). Participants were further prompted, either by a 

desire to look competent or a fear of looking incompetent, to explain themselves when 

they were not sure they understood. Some initially would indicate they were unsure or 

did not know, but after a few moments many would explain what they did understand. 

Indicator 5 is an indicator that is arguably far better represented in the OSCE method by 

a number of opportunities because of the presence of real persons while maintaining the 

safety of a simulated setting. 

Phase 3: Responding. Responding deals with the actions carried out based on 

the decisions made in Phase 2. This intervention phase, combined with the interpretation 

phase, demonstrates the presence of a student’s CR (Tanner, 2006). CR must be 

present for CJ to exist; it incorporates deliberate cognitive processes of generating 

decisions, comparing them to alternative options, and selecting the most appropriate 

course of action. Responding is composed of 4 indicators dealing with the student’s 

ability to perform tasks and the manner in which they are performed.  

Indicator 6: Calm, confident matter. Indicator 6 reflects how the student 

interacts with the situation and unexpected events. Students’ abilities to assume 

responsibilities for the situation, delegate as necessary and assess the patient while 

both reassuring the patient and family members is measured (Lasater, 2007a). Students 
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can set the tone of their interaction with the patient when they first greet them. They 

have further opportunities when the patient’s condition changes, difficult questions are 

asked, or when the patient or family members become upset or concerned.  

The difference between means was statistically significant (p < 0.0001) for the 

two methods: 7.48 (OSCE) and 11.64 (HFPS). HFPS was slightly higher, though the 

difference of the count means was less than 5, denoting the difference lacked practical 

significance. Each participant had a different way they greeted their patient when they 

came in the door, some were bold and confident, some were disorganized and flustered, 

and some just seemed very unsure of themselves. It was noted that each time a 

participant had a chance to meet a new patient there was an opportunity for this 

indicator to be counted and measured. Furthermore, when participants encountered a 

change in patient status or the patient became worried, they had another opportunity to 

provide this calm, confident response. Participants, in general, had equivocal numbers of 

opportunities to demonstrate this skill in both experiences.  

 

Figure 14. Indicator 6 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 
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Indicator 7: Clear communication. Clear communication is concerned with the 

way a student communicates with the care team and patient. Effective communication is 

essential and students should be able to explain interventions in a calm and reassuring 

manner to patients and their families, effectively direct and involve team members, 

explain and give directions to all parties involved, as well as ensure understanding has 

taken place (Lasater, 2007a). 

 

Figure 15. Indicator 7 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 

The difference between the means for the two methods regarding communication 

was statistically significant (p < 0.0001); practical significance (difference in count means 

> 5) was also found in favor of the OSCE ( mean = 22.8) over the HFPS (mean = 16.55). 

This finding is unsurprising related to the results of Indicator 5 and the fact that with a 

live person to interact with participants were more likely to verbally express what they 

were doing and provide more teaching based on conversations had with the patient. This 

result indicates that when measuring communication, the OSCE method provides 
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additional opportunities for participants to demonstrate this skill relevant to nursing care 

being provided, most likely due to the SP presence and interaction. 

Indicator 8: Well-planned intervention/flexibility. Interventions need to be 

tailored for the specific patient and situation. Not only do interventions require careful 

monitoring of the patient’s condition but the student must remain flexible so that 

treatments can be adjusted based on the patient’s responses to the interventions or 

changes in patient’s status (Lasater, 2007a). This indicator was measured by 

participants encountering either something that required them to change what they were 

doing such as a change in patient status or an in-depth patient question, representing 

flexibility. Further, if the participant communicated a plan of action during the patient 

encounter or if the participant received or had orders to follow and developed a plan to 

complete those orders, this indicator was counted. 

 

Figure 16. Indicator 8 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 

The difference between the means for Indicator 8 was statistically significant (p = 

0.0001), and means were similar between the two (OSCE: 6.27 versus HFPS: 8.68). 
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The HFPS mean was slightly higher, though not reaching practical significance. This 

indicates that the OSCE method provides a comparable number of opportunities for the 

participant’s ability to be flexible and plan interventions to be measured in the OSCE 

compared to the HFPSmethod.  

Indicator 9: Being skillful. Skillfulness measures the ability of the student to 

identify and perform the necessary nursing skills with proficiency, speed, and accuracy. 

Thus, every time a participant had the opportunity to perform a nursing skill (such as 

administer a medication or perform an intervention), a count was made.  

 

Figure 17. Indicator 9 boxplot: adjusted OSCE to combined HFPS; means marked by 

“x.” 

The difference between the means for Indicator 9 was statistically significant (p < 

0.0001); with the OSCE slightly higher than the HFPS method (15.55 and12.95, 

respectively). With a difference of the means being less than five, practical significance 

was not found indicating these two methods provide comparable opportunity for 

skillfulness to be measured.  
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Phase 4: Reflecting. Reflecting is the final phase that the students progress 

through, but can also be the starting point for the whole process to begin again or allow 

for the review of any part of the process. Reflection deals with both reflecting-on-action 

and reflecting-in-action. Reflection-in-action refers to the student’s ability to understand 

what is happening during the situation with the patient and respond appropriately. 

Reflection-on-action is related to experiences that contribute to the student’s knowledge 

development which leads to an improvement of CJ in future situations. This area of CJ 

requires the student to consider what went on during the patient encounter in light of 

their interventions and actions, allowing them to determine if the patient responses were 

expected and desired (Tanner, 2006). Two indicators make up reflecting: 

Evaluation/self-analysis and commitment to improvement.  

Indicator 10: Evaluation/Self-analysis. Evaluation requires the student self-

evaluate and analyzes their personal clinical performance. During this reflection, 

students should note the decision points, elaborate on alternative choices, and 

accurately evaluate their choices against other possibilities.  

Indicator 11: Commitment to improvement. Commitment to improvement 

stems directly from the evaluation of self. Once the students have evaluated the situation 

and themselves, it is time to turn inward and specifically identify the personal strengths 

and weaknesses that influenced care provided. Students should further critically 

evaluate their nursing experiences and develop a specific plan to continue to expand on 

strengths and eliminate weaknesses.  

Typically, measurement of these indicators is handled in a live debriefing after 

participation in a simulated experience. In this study, debriefing was handled by the 

written debriefing at the end of each HFPS A and B experiences, and the end of the 

OSCE experience. It was noted during review of the data that written stations, including 

debriefing questionnaires, provided a preset number of potential observations that have 
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no variance. This finding means that there were a set number of opportunities to 

demonstrate indicators; participants either did or did not answer. Since a written 

environment creates a set number of times each indicator can be measured and 

debriefings were identical in the time allocated and types of questions used, no 

adjustment would be necessary to compare, but because there is no variance, no 

statistical tests were performed. Counts between the two methods differed by 11 

opportunities for Indicator 10 (in favor of the OSCE), and were similar for Indicator 11 

between the two methods (Table 12).  Debriefing questions were designed based on the 

written debriefing method by Nielson et al (2007), designed to work with the LCJR. 

Debriefing questions allowed the participants to demonstrate their ability to evaluate their 

performance on multiple levels, compare their performance with standards of care or 

other intervention options, and make judgments about those abilities. The debriefing 

questions also asked participants to consider how they may change their abilities in the 

future. Written debriefing is an area that warrants further research to identify optimum 

questions in order to encourage deeper thought and responses by the participants.  

Table 12. 

Debriefing Indicator Means  

Indicator OSCE HFPS HFPS A HFPS B 

10 25 14 7 7 

11 11 8 4 4 

5 - 4 2 2 

8 - 2 1 1 

 

For this research study the debriefing questionnaire allowed for 28 counts of 

indicators with the HFPS method and 36 counts with the OSCE method. The breakdown 

of specific indicator counts can be seen in Table 12. Interestingly, though debriefing 
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questionnaires were created to be as similar as possible, the way in which questions 

were formatted in relation to each experience allowed for the additional measurement of 

Indicators 5 and 8 with the HFPS debriefing experience, which did not occur with the 

OSCE experience. This is most likely due to the ability to draw deeper into single case 

versus relying on participants to recall details of various stations.  

Crossover Effect Analysis 

While the assumption of the study was that there would be no effects on 

outcomes with the crossover design, a linear regression analysis was completed to 

evaluate this assumption. For this regression, the influence of group and interactions 

between the method (HFPS or OSCE) and group (order of exposure) were tested. 

Overall, influences of group and group-by-setting interaction demonstrated inconsistent 

effects between indicators. A sample regression equation is provided below, where 

method = 1 if participation was in the HFPS and method = 0 if participation was with the 

OSCE; and group = 1 if in Group A and group = 0 if in Group B. 

Y = α + β1(method) + β2(group) + β3(method x group)  

For example, individuals in Group A had higher counts for Indicator 1 in both the OSCE 

and HFPS methods while group B had lower counts for Indicator 1 in both methods 

without a method-by-group interaction (Figure 18). Once the interaction was added to 

the regression, the OSCE count mean between the two groups was similar while those 

participating in the HFPS in Group A were higher than those in group B. In this study, 

participants in Group B and participating in HFPS was associated with a lower count, 

while being in Group A and participating in the HFPS was associated with a higher 

count. A similar influence of method-by-group was seen for Indicator 8 as well (Figure 

19).  
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Figure 18. Effect of group assignment (order of effect) for Indicator 1 with and without an 

interaction for method-by-group. 

 

Figure 19. Effect of group assignment (order of effect) for Indicator 8 with and without an 

interaction for method-by-group. 

Conversely, for Indicators 5 and 7 being in Group A and participating in HFPS 

was associated with fewer counts, while being in Group A and participating in the OSCE 

was associated with higher counts (Figures 20 and 21). Without assessing for the 

interaction of method-by-group, Indicator 5 counts were similar or the same from Group 

A and Group B, and slightly higher in Group A for both methods.  
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Figure 20. Effect of group assignment (order of effect) for Indicator 5 with and without an 

interaction for method-by-group. 

 

Figure 21. Effect of group assignment (order of effect) for Indicator 7 with and without an 

interaction for method-by-group. 
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expectation is that the influence be consistent (always higher or lower), or that the effect 
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the order. To fully explore these influences a larger study would be needed to determine 

if interactions remained significant, or became more consistent. 

Demographic Influences. There were no statistically significant interactions 

between groups, methods, and demographic variables. To address any interaction 

influences the following variables were analyzed as interactions in a linear regression in 

various combinations: group, method, healthcare work experience, and externship 

participation. There were no statistically significant interactions between healthcare 

experience (either work or externship related) and the groups, methods, or count 

outcomes. 

Results Summary 

All performance indicators, except Indicator 1, were statistically significant 

between the adjusted OSCE and combined HFPS experiences; Indicators 3, 5, and 7 

reached practical significance in favor of the OSCE method. These results support the 

hypotheses for Indicators 2-9 that the OSCE method provides a comparable experience 

to the HFPS method (p <0.05). Failure to find statistical significance for Indicator 1 does 

not allow statistical assumptions to be made, thus there is a failure to reject the null 

hypothesis. When adjusted OSCE means were compared to individual HFPS means, all 

performance indicators were found to be statistically significant with Indicators 1, 3-5, 7, 

& 9 and reached practical significance (difference of count means >5), favoring the 

OSCE method. Reflection indicators 10 and 11 were measured in debriefing but due to 

no variability, statistical comparisons were not performed. Overall, results indicate that 

the OSCE method would, at minimum, be a comparable method with the HFPS method 

for the number of opportunities afforded to measure LCJR indicators.   

Three indicators had higher mean counts in the HFPS method than with the 

OSCE method: Indicators 2, 6, and 8 (Figure 22). While none of these differences 
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reached practical significance (difference of count means <5), it is important to note that 

these specific indicators may be better measured in a HFPS method. The remaining 

performance indicators (Indicators 3, 4, 5, 7, and 9) were higher in favor of the OSCE 

method. Three of these Indicators reached practical significance with regard to 

favorability of the OSCE method to provide more opportunities for indicator 

measurement of CJ. 

 

Figure 22. Comparison of means by combined HFPS and adjusted OSCE. 

Overall the box plots of indicator counts allow for the central tendencies and 

variabilities of each indicator to be readily seen (Figures 23 and 24). When looking at the 

variability, the HFPS method had a wider variance per indicator than that of the OSCE 

method. This wide variability for the HFPS was a consistent finding when counts were 

plotted for each of the performance Indicators 1-9. However, the HFPS method had less 

varied central tendencies (specifically medians) compared to the OSCE method when 

looking across all indicators. A larger sample would be needed to investigate these 

variations further. Overall, participants had a much more consistent number of 

opportunities in the OSCE method, compared to the HFPS method. Participants’  
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  Figure 23. Comparison of central tendencies and variability for adjusted OSCE counts. 

 

  Figure 24. Comparison of central tendencies and variability for combined HFPS counts. 
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opportunities for indicator counts to be measured in the HFPS method were highly 

dependent on how and what the participant did in the scenario experience. Participants 

who spoke more with their patient or were more thorough in their assessments were 

afforded additional opportunities to demonstrate their CJ; while those who did not 

converse, or failed to be thorough completed the scenario experience did not create 

additional opportunities for themselves to demonstrate CJ. 

Chapter 4 Summary 

New and innovative methods to assess and evaluate CJ are part of the 

suggested ongoing steps in nursing education from the Carnegie Foundation. This 

research addressed the recommendations by the Carnegie Foundation by comparing 

two types of simulated assessment methods for measuring nursing student’s levels of 

CJ. This study sought to determine how individual LCJR indicators are represented by 

OSCE and HFPS experiences in senior BSN students. To answer this question for each 

indicator a variety of analyses were performed. Overall, while the sample size of the 

study is a limitation, a conclusion could be drawn using the comparison of adjusted 

OSCE means to the combined HFPSs means that the OSCE method appears to be an 

adequately comparable experience when using the LCJR to measure CJ indicators. 

  

 

 



112 

Chapter 5 

Discussion 

Nurses make up the largest portion of the healthcare workers in the acute care 

setting and as such play a critical role in influencing patient outcomes (Deborough & 

Prion, 2012). Unfortunately, novice nurses are failing to meet benchmarks for expected 

levels of performance after graduation in areas relating to CT, CR, and CJ. Novice 

nurses are often found to be inadequately prepared to take on independent practice 

roles, and between 49% and 53% of novice nurses are found to be involved with nursing 

care errors (Saintsing et al., 2011). Furthermore, the problem of lack of CJ can be found 

in nursing programs prior to graduation with students failing to demonstrate expected 

levels of CJ (Hallin et al., 2016).  

Presently, there is no national standard for evaluating and measuring CT, CR, or 

CJ prior to graduation from a nursing program. Adequate evaluations must be made to 

ensure novice nurses can contribute meaningfully to the nursing shortage problem by 

possessing and demonstrating clinical judgment attributes prior to or upon graduation 

(Saintsing et al., 2011). Because of the challenges with traditional methods to measure 

CJ with the HFPS method, identifying and evaluating alternative methods that mitigate 

the challenges and limitations associated with the traditional approaches are essential.  

To date, no studies have been published using the combination of the LCJR and 

the OSCE method to determine if a comparable number of opportunities to the HFPS 

method for indicator measurements exists. Results from this study confirmed that the 

OSCE method can provide an equivalent number of opportunities if not more 

opportunities to measure LCJR performance indicators 2-9. 
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Purpose 

The purpose of this study was to explore the use of the LCJR with the OSCE 

method and compare the elicitation of LCJR indicators between the OSCE and HFPS 

methods. More specifically, this research was conducted to determine differences in the 

number of opportunities to measure CJ of senior nursing students with the OSCE and 

HFPS methods to aid in the understanding of the use of the LCJR in senior BSN 

students prior to graduation. Results from this randomized, cross-over study indicate that 

the OSCE method may be a comparable alternative to the traditional HFPS method for 

measuring CJ levels per the LCJR.  

Discussion of Results 

The goal of this study was to explore the comparability of opportunities to 

measure CJ with the OSCE and HFPS methods using the LCJR in senior BSN students. 

Two research questions were used to address this; one comparing the OSCE to a single 

HFPS experience and one comparing the OSCE to multiple HFPS experiences (in this 

case two). Each comparison was used with the adjusted OSCE count (OSCE counts 

divided by 2).  

The first research question investigated the direct comparison of a single HFPS 

experience with independent participation to an OSCE method with independent 

participation. While multiple simulation experiences are traditionally used to increase the 

accuracy of the CJ score when students participate in a group, it was unknown how a 

single HFPS experience would provide opportunities to measure indicator counts with a 

single participant. Results of the analysis for this question demonstrated that the OSCE 

method provided not only a comparable number of opportunities to measure CJ but 

across many of the indicators this method provided a more favorable method resulting in 

more opportunities than provided in the HFPS method alone. This is important for two 

reasons: 1) if students are going to participate individually in a single HFPS experience, 
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the independence of the results are still grossly outweighed by the fact that the OSCE 

method provides many more opportunities for measurement of CJ; and 2) individual 

HFPS experience may not be a suitable substitute, even with independence of 

participation, compared to multiple HFPS experiences.  

The second research question provided a comparison that is more closely 

related to what may be seen in a nursing program or evaluation of students using the 

HFPS method. While students participated individually in the HFPS experiences rather 

than in groups, two simulations were used to expand the exposure of students to exhibit 

CJ. Due to time, space, and monetary constraints more HFPSs could not be used for 

comparison to the OSCE method. With this analysis, Indicators 2-9 were found to be 

statistically significant and LCJR Indicators 3, 5, and 7 reached practical significance 

(difference of count means > 5) in favor of the OSCE method. Indicators 6 and 8 were 

slightly higher for the HFPS method, but due to a difference between count means of 

less than 5, practical significance was not reached. Means for indicator 1 were not 

statistically significant; thus, it cannot be determined if the two methods are comparable 

for this indicator. Comparing the OSCE experience to two HFPS experiences 

demonstrated that the OSCE method, with regard to Indicators 2-9, provided a 

comparable, if not better, method for the measurement of CJ. This result provides a few 

important points: 1) the OSCE can act as a comparable evaluative method for the 

measurement of CJ with regard to Indicators 2-9, 2) the OSCE method provides more 

measurement opportunities of Indicators 3, 5, and 7, 3) not all indicators are higher with 

the OSCE method (Indicators 6 and 8), and 4) the OSCE may provide similar 

opportunities for measurement of CJ as with multiple independent HFPS experiences for 

some indicators. All of this supplicates further research regarding how many HFPS 

experiences would be equivalent in the number of counts to a single OSCE experience 

and even a single unadjusted OSCE experience. These results support the overall 
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hypothesis that the OSCE can provide a comparable method with which to measure CJ 

with the LCJR.  

Presently, there is not a national standard for the measurement of CJ or other 

practice benchmarks prior to graduation, release to board examination, or a required 

performance assessment during board examination. While nursing programs could 

establish benchmarks on their own, there are many barriers that prevent this from 

occurring. One is the challenge of what to measure. With a multitude of terms 

interchanged regarding “readiness for practice,” including CT, CR, clinical competence, 

and CJ, nursing programs may select multiple concepts or may try to assess any one of 

these by using a “proxy” measure (such as a written examination of clinical skills). 

Nursing programs need to adopt the most developed concept of those measurements 

available and use supported and proven tools and methods to measure the selected 

concept. In this case, CJ is the highest fully-developed concept that encompasses both 

CT and CR within a theoretical framework. The expanded use of a validated tool not only 

acts to bring more attention to the concept and rubric but also validates its use with 

multiple assessment methods. 

A second barrier is a limited body of research on the use of alternative simulation 

methods for measurement of student CJ levels. The HFPS method is well used in 

nursing education, but alternative methods such as the OSCE have not been well 

explored in the literature. Combining nursing specific evaluations to new methodologies 

can broaden the scope of available simulated clinical activities in which students can be 

measured. This research seeks to reduce the barriers of the unknown alternative 

methods by exploring them in comparison to known evaluative methods and validated 

tools. While this research does not provide answers to address all of the barriers that 

exist for programs adopting new methods, it does address some of the very basic 
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underlying barriers for what to measure and alternative methods in which to measure 

essential attributes during a nursing program.  

Equipped with this information, nursing programs can adopt CJ criteria at each 

level of the nursing program, or at least evaluate students’ CJ by program completion. 

From this research, it was determined that the OSCE method could serve as a more 

“time efficient” alternative to the HFPS method when measuring independent 

performance. That is, independent participation in an OSCE experience takes less time 

in a day than the independent participation of students in HFPS experience(s). The 

OSCE method not only permits multiple students’ independent levels of CJ to be 

measured at the same time, but also provides a comparable number of opportunities as 

the HFPS method for the measurement of CJ performance Indicators 2-9. Nursing 

programs could potentially schedule large groups of students to complete an OSCE 

experience in a single day and identify levels of CJ rather than taking potentially days-to-

weeks with students completing individual HFPS experience(s). Identification of CJ 

levels in a prompt manner can allow adequate time for identification of at risk students 

and allow remediation to occur.  

The Carnegie Foundation’s recommendations for nursing education support the 

trajectory and implications of the results of this research. The Carnegie Foundation’s 

study provided recommendations focusing on the shortcomings in the areas of nursing 

education concerning learning theory and science, mastery of skillful practice, and 

formation of professional identity and agency (Benner et al., 2010). While there are 26 

total recommendations, three were addressed, at least in part, by this research. The first 

recommendation, come to an agreement about a set of clinically relevant prerequisites, 

arose regarding the concerns with the immense variation for programs; both quality and 

content and requirements for entry to practice. Determining CJ level as a way to set a 

standard for practice and release for graduation could help standardize the expectations 
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for the completion of a nursing program. Substantiating that CJ must be at a certain level 

or within a certain range prior to graduation could begin to narrow the wide range of 

student skills and abilities at graduation. Identification of CJ levels prior to graduation or 

at earlier points within a program affords those programs the opportunity to intervene for 

at risk or low performing students prior to allowing them to graduate, take the board 

examination, and enter into independent practice. Identification and intervention during a 

nursing program can also increase the competence of the student in the clinical setting, 

as higher levels of CJ can help reduce avoidable errors or patient safety risks.  

The second Carnegie Foundation recommendation driving this research, vary the 

means of assessing student performance, addresses the concerns not only regarding 

the written NCLEX examination, but also the fact that many nursing program evaluations 

are performed using multiple choice exams and clinical assessments are based on 

written paperwork, such as care plans (Benner et al, 2010). Unfortunately, care plans 

and other written work that are used to measure clinical performance are poor proxies of 

actual levels of student skill in areas such as clinical judgment. The Carnegie Foundation 

recommended multiple modes of evaluation in a variety of clinical and non-clinical 

settings. A wide variety of simulated clinical experiences can be combined into a single 

evaluative encounter with the OSCE method, making it an ideal evaluation strategy by 

incorporating a variety of measurements into a single encounter. In this study, OSCE 

stations included multiple-choice questions, written long-answer questions, task trainers, 

high fidelity mannequins, and standardized patients. The combination of a variety of 

methods can be useful in addressing the concerns of single evaluation strategies in 

nursing programs, while still being an efficient and comparable method for the 

measurement of CJ. 

The Carnegie Foundation further indicated that evaluations should address 

student skills related to CJ and student abilities to problem solve, including items such 
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as setting clinical priorities, developing rationales for patient care, and responding to 

changes in patient status (Benner et al, 2010). These items identified by the Carnegie 

Foundation align with those identified within the TMCJ and LCJR and are readily 

explored when using the LCJR to evaluate student’s readiness for practice. A key 

concept to keep in mind when considering these results is the basis of how CJ can be 

effectively measured: to be most accurate multiple iterations of behaviors and student 

performances are necessary (Stuedemman-Fedko & Dreifuerst, 2017). A single point in 

time cannot fully or accurately report on the level of CJ a student may possess. The 

concern with multiple evaluations of individual students lies in the time and adequacy of 

the experience. In this study, two HFPS experiences were used, more may be beneficial 

for comparisons in the future, but due to time and resource restrictions (a problem 

shared by nursing programs), only two experiences could be used. It is also important to 

realize OSCE stations can vary on what indicators can be measured (if at all) based on 

the specific focus on the station’s scenario. A final consideration to keep in mind is what 

activities students are regularly exposed to; while this study focused on the ability of the 

OSCE method to provide comparable opportunities to that of the HFPS, when actual 

measurement of CJ scores are being measured, consideration should be made for the 

experiences and familiarity with various evaluative methods.  

The Carnegie Foundations recommendation entitled require performance 

assessments for licensure, is the final recommendation that supports this research. 

Identifying a method to measure large numbers of nursing students in a simulated 

clinical setting with independent performances and varying types of assessments within 

the different stations could be accomplished by the use of the OSCE. The OSCE 

provides a unique method that allows the measurement of CJ indicators to take place 

comparably (or in some cases providing more opportunity) to that of the HFPS method. 

Furthermore, the OSCE provides the desired variation in evaluative methods from the 
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previous Carnegie recommendation that would be essential for a licensing performance 

evaluation. If the OSCE method or a specific series of stations within an OSCE could be 

developed to address this concern, entry-to-practice would have an additional step to 

ensure competencies of new nurses. This evaluation process would bring nursing 

education into alignment with other practicing licensure qualifications that require 

demonstration of certain clinical skills and attributes in addition to the written board 

examination before release to independent practice. 

Limitations of the Study 

A few limitations existed with this study. The most notable limitation of this study 

was the missing data. Missing data occurred across all areas of the study at random due 

to the unpredictability and nature of the root sources. Missing data were handled by 

imputing datasets. While modal imputation yielded a dataset of both maximum and 

minimum imputed modes, a sensitivity test confirmed the results were not changed 

between the datasets. No differences existed between outcome means or levels of 

significance between the two imputed datasets.  

 Another limitation was sample size. For several reasons the study was unable to 

be larger, mostly logistical and availability of the target population. The small sample 

size can create limitations for the generalizability of the data when considering other 

types of nursing students, demographics, or other levels of students.  

Despite the fact that this researcher attempted to measure as equally as possible 

by creating guidelines for indicators to be counted, it is possible that other raters may 

identify different behaviors. One solution to this in future studies would be to have 

multiple assessors come to an agreement, for each behavior, which indicators should be 

counted. Additionally, the use of two reviewers or raters for each student performance 

would assist in determining the reliability of opportunities (counts) between the two 
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methods. In this case, a thorough review by the researcher was made of each 

performance using a variety of cross check methods as described in chapter 3.  

Other limitations include convenience sampling, volunteers, and “senioritis.” 

Students were able to volunteer to participate and received clinical credit for participation 

whether they engaged or not. There is potential for volunteer students to be more 

prepared or more confident than non-volunteer peers, but there is also an equal chance 

in this study that volunteers were in need of additional clinical hours due to any number 

of reasons. On that note, many students were noted not to take the participation 

seriously and verbally acknowledged the desire to be done with school and that they all 

had a terrible case of “senioritis.” This limitation had the potential to produce fewer 

opportunities across both methods at random, which was likely to equally impact counts 

in both groups. Using a convenience sample could also produce some limitations with 

regard the applicability to other populations of nursing students as well as the source 

population for this study. 

Implications for Nursing Education 

The findings of this study provide an initial step to identify additional varied 

educational evaluation methods for nursing students’ readiness-for-practice. 

Identification of evaluation methods that prove to be both accurate and efficient can 

increase awareness and accessibility for programs to evaluate the curriculum and 

identify weaknesses and failures to develop CJ. Identifying an alternative or comparable 

substitute for mannequin-based simulation that is both accurate and time efficient could 

become an adopted post-program or end of program evaluative method that 

incorporates a variety of methods, provides ample opportunity for measuring CJ 

indicators, and is easy to use.  

One concern with interpretation of the results is practical significance. Due to the 

lack of literature regarding similar studies, and no studies identifying the number of 
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measurement opportunities to equate to an accurate score, this number (5 or greater) 

may not be the most relevant cut-off.  Further research is needed comparing the number 

of opportunities to the actual CJ scores when using the LCJR. 

Despite limitations, this research provides useful early steps in exploring non-

traditional nursing assessment methods using nursing specific CJ measurement 

methods. The results of this study demonstrate that not all evaluative methods are 

equal, nor should a single method be used to gain an understanding of a student’s CJ 

levels. The OSCE method can use a combination of HFPS, written, and SP stations to 

vary evaluation methods, and with careful design, could provide a more accurate 

measurement of student levels of CJ when compared to HFPS method alone. 

While beyond the scope of this research, an alarming trend was noticed with 

debriefing, potentially due to anonymity. Participants were openly expressed their 

feelings of their abilities, or appeared to be unaware as to how to critically reflect on their 

skills. One participant wrote “I seriously think I am unprepared to be a nurse.” Other 

participants simply could not identify decision points and evaluate how they had 

performed nor were they able to indicate they had any areas on which to improve. 

Some, rather than self-reflect, wrote about how they felt about the experience. As a 

nursing faculty member, this researcher has observed a trend in students’ self-

evaluation of clinical and simulation performances as an instructor, with students 

evaluating everything but themselves. This finding confirms a concerning gap that 

students’ lack the ability to reflect on nursing skills and knowledge and compare their 

actions and assessments, a concern that warrants further exploration. Several 

participants indicated no specific areas of weakness, but just a general eye-opening 

feeling of lack of knowledge and skill. Multiple participants indicated that performing 

alone was a challenge despite completing almost an entire semester of practicum 

designed to prepare students for independent practice. Individual participation both 
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terrified and excited students depending on whether they could or could not figure out 

what to do. In the end, nearly all participants verbalized the feeling that the experience 

was useful in preparing them further for the clinical setting.  

Recommendations for Further Research 

There are many implications and recommendations to be made about future 

research. One is to replicate this study with not only a larger sample size, but to include 

a varying number of HFPS experiences. This replication would assist to validate and 

clarify relationships between counts of measurement opportunities of various indicators. 

The number of HFPS scenarios that would be necessary to measure a single student 

participating in a group-simulation is unknown, and exploration of multiple group-

participation HFPS experiences should be explored compared to a single OSCE 

experience. In addition to replicating the study, a recommendation to utilize multiple 

locations and different student levels and types would provide confirmatory information 

regarding these results. Understanding whether the types of methods and settings work 

similarly across different populations of nursing students would be beneficial in efforts to 

create national benchmarks and recommendations to cultivate and measure student 

readiness for practice. 

Students’ CJ scores must also be measured between the two methods to 

determine whether the novelty of the OSCE or the independent performance in the 

HFPS influence actual levels of CJ. While the two methods have potential to be 

comparable evaluation methods with regard to number of opportunities provided, this 

does not denote that the quality of performance is comparable. Thus, a student may 

have equal or more opportunity in the OSCE, but the method may be such that they 

perform differently than with the traditional HFPS approach due to the novelty or 

unfamiliarity of the OSCE method. Studies correlating the number of opportunities along 
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with the actual CJ score could aid in the determination of the most accurate method and 

identify number of opportunities needed to achieve an accurate score.  

Another area related to student scoring that would need to be studied is the 

scoring process by faculty. While the OSCE method provides a comparable number of 

opportunities and is more time efficient by measuring groups at a time, how faculty score 

the students needs to be investigated. While the recording of all participation is possible 

and faculty could review after the fact, it may be useful to explore the use of the OSCE 

checklists in relation to the LCJR. If clinical experts, faculty, and OSCE experts could 

collaborate to develop a checklist format that would allow SPs to tentatively score 

students, this could provide a rapid turnaround for student feedback and solve some of 

the barriers regarding faculty grading time.  

Considering the results and actions of participants in this study and after a review 

of available literature, further research is needed regarding the following: 1) feasibility of 

the OSCE method in prelicensure programs, 2) comparisons of student’s self-assessed 

levels of CJ to their performance, 3) student’s opinions of the various types of simulated 

experiences, and 4) written debriefings and students’ abilities to self-evaluate and 

reflect. A longitudinal study to follow students of varying levels of CJ at graduation with 

regard to passing NCLEX and job performance for the first year would be beneficial in 

providing real world implications of students’ CJ levels, transferability of CJ scores from 

the simulated environment, and the influence of those CJ scores on post-graduation 

performance. 

Conclusion 

The literature has shown that HFPS and OSCE methods, in their respective 

fields, are useful in identifying clinical proficiencies of healthcare students, however no 

published studies that compare the two methods in such a way. Overall, the use of 

OSCE method in this study proved to be a promising strategy in which the LCJR could 
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be comparably used to measure CJ in senior prelicensure BSN students. Faculty and 

clinical experts should be used to identify areas of CJ Indicator measurement within a 

chosen scenario to ensure agreement. Methods and settings should be chosen based 

on the overall goal of the simulated experience more than the novelty of any given 

evaluative method.   

Those looking to measure CJ Indicators 3 (information seeking), 5 (making sense 

of data), and 7 (clear communication), may find the OSCE method more favorable to the 

extent that the score would be more accurately representative of the students true CJ 

level. When comparing outcomes to the entire, unadjusted OSCE experience, all CJ 

Indicators except for 6 (calm, confident manner) and 8 (well-planned 

intervention/flexibility) were practically significant (difference in count means > 5) in favor 

of the OSCE method, implying that a single OSCE may be equivalent to multiple HFPS 

experiences for the measurement of some CJ Indicators. The implications of these 

results suggest that the OSCE method could be used with the LCJR to measure CJ and 

provide ample opportunity to get an accurate measure of CJ within this population. The 

number of HFPS experiences that must be completed as a group to gain accurate CJ 

measurement is unknown, thus comparisons between the OSCE and HFPS methods 

need to be further explored. The cost and feasibility of an OSCE is also important to 

understand for programs considering adoption of this alternative evaluative method. 

Further research is needed to evaluate the influence of the two methods on CJ scores 

and assess the feasibility of the use of the OSCE method compared to the HFPS 

method in nursing programs.  

The findings in this study provide foundational evidence of the potential for varied 

evaluation methods that can be measured within the framework of TMCJ using the 

LCJR. Providing information regarding how a validated nursing measurement tool for CJ 

may be used in other simulated clinical settings may encourage nursing schools to adopt 
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validated methods to measure CJ of nursing students prior to graduation. This 

information regarding the flexibility of using of a validated rubric creates an opportunity to 

increase ease of adoption and provides nursing programs to align with the 

recommendations for nursing education practices as presented by the Carnegie 

Foundation. With ease of measurement and method, programs may adopt the 

measurement of CJ in nursing students prior to graduation or release to board 

examination.  
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Appendix B 

Demographic Questionnaire 

Identification Number _______________       

Directions: Check the circle that most closely describes you. 

 

1. Gender (gender) 

o Male (1) 

o Female (2) 

2. Your age (age) 

o Less than 21 years (1) 

o 21-30 years (2) 

o 31-40 years (3) 

o 41-50 years (4) 

o 51-60 years (5) 

o 61-70 years (6) 

o Over 70 years (7) 

3. Race (race) 

o African American (1) 

o Asian (2) 

o Caucasian (3) 

o Hispanic/Latino (4) 

o Pacific Islander (5) 

o Native American/Alaskan Native (6) 

o Multiracial (7) 

o Prefer not to specify (8) 

4. Have you previously worked in the healthcare field? (exp) 

o Yes (1) 

o No (2) 

o If yes please specify___________________ 

5. What is your current GPA? (gpa) 

o 3.8-4.0 (1) 

o 3.5-3.79(2) 

o 3.0-3.49(3) 

o 2.5-2.99(4) 

o Less than 2.5 (5) 

6. Did you participate in a nursing externship program over the summer? (extern)  

o Yes (1) 

o No (2) 

7. What is the highest level of education you have completed? (type) 

o High School Diploma (1) 

o Associates Degree (2) 

o Technical Certificate (3) 

o Master’s Degree (4) 

o Doctorate Degree (5) 

o Bachelor’s Degree (6) 
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Appendix C 

 This appendix contains the HFPS A algorithm (i.e., step-by-step approach) used 

for the relevant changes occurring during the simulation experience, a detailed narrative 

that was provided to the simulation operator, patient report for hands-off communication 

in the PAMPER format, and the directions for setting up the HFPS A scenario.  

 

HFPS A Algorithm

 

  



147 

HFPS A Scenario Narrative 

HFPS Scenario A focuses on a patient post exploratory surgery for pancreatitis 

and suspected pseudocyst, and requires that the student complete a wound dressing 

change for a wound with a drain. Patient A has a morphine PCA pump and has been 

complaining of a large amount of pain.  

Students participating in this simulation will need to have a grasp on the following 

skills: Head to toe assessment, ability to take vital signs, identify environmental 

anomalies, recognize deviations in assessment and vital signs from expected, provide 

comfort and prn medications as needed, perform a non-sterile dressing change, 

familiarity with how patient-controlled analgesia is used, ability to communicate with 

patient and healthcare providers, recognize symptoms of opioid overdose, apply oxygen 

via non rebreather mask, provide interventions as appropriate to resolve patient issues, 

and perform appropriate reassessments.  

During the simulation, students will initially need to identify environmental 

concerns: bed rails down, bed in highest position, and incorrect fluids running. 

Throughout the simulation, these things will remain unchanged if the student does not 

correct them. Drainage from the JP drain will remain at approximately 50ml/hr during the 

scenario.  

In Phase 1 the patient is alert, with a slightly distended abdomen that is tender to 

the touch. Bowel sounds are hypoactive. Crackles will be heard in all lung fields, and a 

pan-systolic murmur will be present. The students will need to address the patient’s pain 

concerns before the patient will be willing to deep breathe. The student will need to 

reorient the patient to the patient controlled analgesia button to address pain. The 

patient will request that the nursing student press the patient’s button as well. Once the 

student or patient has pressed the PCA button the patient will allow the student to 

precede with the dressing change. The first phase will last approximately 10 minutes, or 
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until the students begins the dressing change. Phase 2 begins with the initiation of the 

dressing change, or after the first 10 minutes has passed. During this time the patient 

begins to experience symptoms of an opioid overdose. The patient will demonstrate 

symptoms of respiratory depression with a lowered respiratory rate, decreasing O2 

saturation, as well as a slight drop in both the heart rate and blood pressure. The patient 

will also become slightly confused, which will progress to somnolence and falling asleep. 

If no intervention occurs this will continue until the patient cannot be aroused. The 

student will also be able to hear wheezes when they perform a focused reassessment at 

this point. The student must recognize the patient’s distress and intervene by 

administering oxygen, taking vital signs, and calling the healthcare provider (HCP). The 

HCP will give an order for 100% non-rebreather mask and to administer 0.5mg of 

Narcan IV push now, may repeat as needed x 1. Phase 3 begins with administration of 

Narcan. Once Narcan has been administered the patient will begin to return to baseline 

vital signs and mental status. If given too fast, the patient will become alert while 

screaming and complain of pain. The student should perform a reassessment and 

complete a new set of vital signs prior to exiting the simulation.  

This simulation provides the student with an opportunity to begin providing 

routine care, then identify a declining patient situation, and intervene to return the patient 

to baseline. This tests the student’s ability to initiate standard care, react to changing 

patient situations, intervene appropriately, respond in a calm manner, communicate with 

the healthcare provider, as well as perform multiple assessments, and reassessments 

until the patient is stabilized.   
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HFPS A PAMPER Tool 

Gertrude Isaacson – Patient Hand-off Communication Tool 

Time: 0745  Location: General Care Unit 

P 

Patient clinical status- diagnosis, demographics, vital signs, DNR status, social issues, religious/care issues 

71 year old female, came to ED because of acute onset of abdominal pain unrelieved at home that began radiating to her back with associated nausea 
and vomiting. 2 weeks ago she had lumbar disc fusion, and had been recovering will until the onset of pain 2-3 days ago. Diagnostic workup indicated 
possible acute pancreatitis with pseudocysts. She underwent open exploratory abdominal surgery, during which multiple pseudocysts were drained. 
Tolerated surgery well with stable VS during and in PACU.  

History of diabetes, hypertension, coronary artery disease, and high cholesterol, which are all controlled via medication.  

6am VS were HR 96, BP 158/96, RR 24, and O2 93% on Venturi mask, pain 6-9, particularly with dressing changes 

Husband is coming later this morning and has been updated to patient status 

A 
Allergies- medication and other type of allergies 

Latex and Aspirin: Wheezing, itching, rash, hives 

M 
Medications- current medications, last given, precautions needed prior to next dose 

Flagyl due at 0800 

Sliding scale insulin with blood glucose checks Q2h, last at 6am with a blood glucose of 152, 3 units of insulin were administered 

P 

Precautions/Safety- isolation status, fall status, risk of skin breakdown 

Procedures/Surgery- NPO status, consents signed, preop checklist completed, blood availability 

Labs drawn this am – no new orders per lab results 

TED hose and STDs in place 

NPO 

Midline abdominal dressing with Montgomery straps for wet to dry dressing changes Q4H (due next 8am), saturated Q4hr when due to be changed. 
(complains of pain when performing changes, remind to use PCA)  

E 

Equipment and special needs- oxygen, bariatric equipment, pacemaker, drains, lines, tractions, blood administration 

PIV in R forearm infusing D5 NS + 20kcl at 100ml/hr  

O2 via venturi mask 28%, titrate to keep above 92% 

PCA pump with morphine: basal rate of 2mg/hr, PCA dose of 1mg Q10min, with a 20mg in 4 hour lockout.  

R Response- from care provider taking over care of the patient (question & answer time) 
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HFPS A Simulation Set-up 

HFPS A: 

1. Clock set for 0800 

2. NPO sign; I&O sign 

3. Bed in a high position and all side rails down 

4. ID Band, Allergy Band (ASA and Latex), Fenwal Blood Band:  left wrist 

5. Right IV catheter with D5 0.45 NS with 20 mEq KCL infusing at 100 cc/hr (wrong 

fluid); at switch just place label on bag 

6. IV bag in drawer of D5 NS with 20 mEq KCL (correct fluid) 

7. Foley catheter with ~ 200 cc dark yellow urine 

8. Knee high TED hose and SCDs 

9. Midline abdominal wound with gauze held in place with Montgomery Straps  

10. Dressing supplies (sterile gloves, regular gloves, 4 x 4 gauze, ABD pads, and bottle 

of sale solution) 

11. IV tubing connected to chest tube system through Rack so IV pump in control room 

to pump serous abdominal drainage into wound) 

12. Incentive spirometer 

13. Meds:  Coreg, Norvasc, Plavix, Crestor, Nexium, Glucovance, Combivent inhaler, 

Cipro, Flagyl, Reglan, regular insulin (replace IV piggy back Flagyl with each switch).  

14. PCA Pump Morphine 

15. Venturi mask with green adapter (35%) and flowmeter turned to 8 lpm 

16. Normal Saline 500 ml bolus 

17. IV arm in room 

18. Bedpan 

19. Emesis basin placed in bed with patient 
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Appendix D 

This appendix contains the HFPS B algorithm (i.e., step-by-step approach) used 

for the relevant changes occurring during the simulation experience, a detailed narrative 

that was provided to the simulation operator, patient report for hands-off communication 

in the PAMPER format, and the directions for setting up the HFPS B scenario. 

 

HFPS B Algorithm 
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HFPS B Scenario Narrative 

HFPS Scenario B focuses on a patient post-operative following a motor vehicle 

crash with blunt trauma to the abdomen, requiring liver laceration repair and a 

splenectomy. The patient has a JP drain with minimal output thus far after surgery. 

Students participating in this simulation will need to have a grasp on the following 

skills: Head to toe assessment, ability to take vital signs, identify environmental 

anomalies, recognize deviations in assessment and vital signs from expected, provide 

comfort and prn medications as needed, perform a non-sterile dressing change, have a 

familiarity with JP drains function and purpose, ability to communicate with patient and 

healthcare providers, recognize symptoms of blood loss, administer a fluid bolus, 

appropriately draw an hemoglobin/hematocrit lab, provide interventions as appropriate to 

resolve patient issues, and perform appropriate reassessments.  

During the simulation, students will initially need to identify environmental 

concerns: bed rails down and incorrect fluids running. Throughout the simulation, these 

things will remain unchanged if the student does not correct them. Drainage from the JP 

drain initially begins at 20ml/hr. The nurse hand off report also indicates that a CBC 

needs to be drawn.  

In Phase 1 the patient is drowsy, but alert and verbally combative. The patient’s 

abdomen is tender to touch, semi-soft with hypoactive bowel sounds. The patient’s 

breath sounds will be set to diminished throughout and the patient will be refusing to 

deep breathe because of pain. The student will need to provide pain medication prior to 

convincing the patient to deep breathe. Once pain medication has been given or the first 

10 minutes has passed, the scenario will advance to phase 2. During phase 2 the patient 

will begin to demonstrate symptoms of a hypovolemic state and the wound drain will be 

set to drain 750ml/hr. The patient will become increasingly drowsy and difficult to arouse, 

and additionally will begin complaining of dizziness and lightheadedness. The patient’s 
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blood pressure will drop significantly with systolic around 70-80 and diastolic in the 50s. 

The heart rate and respiratory rate will increase, and the oxygen saturation will begin to 

decrease to around 90-91%. The student should note these changes, complete a brief 

assessment to note increased drain output, change in mental status, and vital signs prior 

to calling the HCP.  Once the student has called the HCP they will receive an order to 

draw a hemoglobin and hematocrit and administer 500ml NS bolus stat. Upon initiation 

of the bolus phase 3 will begin. With the successful administration of the bolus the 

patient will begin to return to baseline vital signs and mental status, with the exception of 

the oxygen saturation which will only rise to 92% on room air. The JP drain will also 

decrease in output at this time.  

This simulation provides the student with an opportunity to begin providing 

routine care, then identify a declining patient situation, and intervene to return the patient 

to baseline. This tests the student’s ability to initiate standard care, react to changing 

patient situations, intervene appropriately, respond in a calm manner, communicate with 

the healthcare provider, as well as perform multiple assessments and reassessments 

until the patient is stabilized.   



154 

HFPS B PAMPER Tool 

George Benton – Patient Hand-off Communication Tool 

Time: 1545  Location: General Care Unit 

P 

Patient clinical status- diagnosis, demographics, vital signs, DNR status, social issues, religious/care issues 

43 year old male, involved in motor vehicle accident – sustained blunt abdominal injuries – for which he underwent abdominal surgery for repair of grade 
5 liver laceration and spleen removal. Stable VS during surgery and in PACU. Arrived at 3pm from PACU.  

Wife visited in PACU, is home with children, but will return later this evening.  

History of substance abuse, currently smokes 1-2 packs a day 

Last VS: HR 100; BP 110/60; RR 20, O2 94% on RA 

Currently, quietly resting and dosing off 

A 
Allergies- medication and other type of allergies 

Sulfa drugs – itching, hives, wheezing 

M 
Medications- current medications, last given, precautions needed prior to next dose 

Ancef due at 4pm 

Last morphine was given at 2pm at a dose of 2mg 

P 

Precautions/Safety- isolation status, fall status, risk of skin breakdown 

Procedures/Surgery- NPO status, consents signed, preop checklist completed, blood availability 

CBC lab draw is due 

TED hose and STDs in place 

NPO 

Midline abdominal dressing with small amount of drainage, intact. 

E 

Equipment and special needs- oxygen, bariatric equipment, pacemaker, drains, lines, tractions, blood administration 

PIV in R forearm infusing D5 ½ NS + 20kcl at 100ml/hr  

Foley catheter draining amber/clear urine 

JP drain in place to bulb suction with small amount of serosanguinous drainage 

NG tube in R nare, to low intermittent suction draining greenish liquid, flushed with 30ml normal saline at 3:30 

R Response- from care provider taking over care of the patient (question & answer time) 
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HFPS B Simulation Set-up 

HFPS B: 

1. Clock set for 1600 

2. NPO sign 

3. Bed in a high position and all side rails down 

4. ID Band, Allergy Band, Fenwal Blood Band:  left wrist 

5. Right IV catheter with NS with 20 mEq KCL infusing at 100 cc/hr (wrong fluid); at 

switch just place label on bag 

6. IV bag in drawer of D5 .45 NS with 20 mEq KCL (correct fluid) 

7. Foley catheter with ~ 600 cc yellow urine 

8. Knee high TED hose and SCDs 

9. Midline abdominal dressing with bloody drainage 

10. NG tube (does not need to have a reservoir bag- will not be functional, just a prop); 

do NOT place a irrigation set in the room 

11. NG tube hooked to LIS, wall canister to contain 200-300 ml dark green fluid)  

12. JP drain connected to chest tube system through Rack so IV pump in control room to 

pump blood/drainage) 

13. Incentive spirometer 

14. Graduated cylinder/cup 

15. Meds:  Prevacid, Ancef, Claforn, morphine, Ativan, Tylenol suppository, Zofran 

(replace IV piggy back bundle and morphine and Ativan syringes with each switch).  

Note:  IV piggybacks should be stacked so Cefotaxime is on top 

16. Nasal cannula applied to patient but turned off 

17. Clear liquid diet tray on bedside table:  jello and juice 

18. Normal Saline 500 ml bolus 

19. Extra blankets/bedspread in room 

20. IV arm in room 

21. Bedpan 

22. Emesis basin placed in bed with patient  
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Appendix E 

HFPS Debriefing Questions Scenario A  

1. What went well? What didn’t go as smoothly as you planned? Why or why not?  

2. What would you do differently if you had the opportunity?  

3. What do you think was the patient’s main problem during this scenario was and 

why? What did you do in response to your patient’s problem? How did the patient 

respond? What would you plan to do next if you were still caring for this patient?  

4. How did your skill compare to nursing standards of care?  

 

 

HFPS Debriefing Questions Scenario B 

1. What went well? What didn’t go as smoothly as you planned? Why or why not?  

2. What would you do differently if you had the opportunity?  

3. What do you think was the patient’s main problem during this scenario was and 

why? What did you do in response to your patient’s problem? How did the patient 

respond? What would you plan to do next if you were still caring for this patient?  

4. How did your skill compare to nursing standards of care?  
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Appendix F 

This appendix contains the door cards that were posted on each door and inside 

the OSCE room, station overviews that were available for SPs at each station, checklists 

that were available for all but the written stations for the SPs to complete, and additional 

documents for the students and facilitators at each station of the Objective Structured 

Clinical Examination (OSCE) experience.  

 

Station 1 Door Card 

Door Card 
Station 

1 
Time 8am Location General Care Unit   

Name 
Casey 
Harper 

Age 50 DOB 7/31/65 Gender M/F 

Diagnosis Cardiovascular Disease, hypertension, arthritis 

History 

Admitted 3 days ago for hypertensive episode with dizziness and 
fainting.  
Poor compliance with health related care including taking medications, 
adhering to appropriate diet, and exercise  
Arthritic knee joints 

Current 
Medications 

Metoprolol 25mg PO QD 0800 
Furosemide 40mg PO BID 0800, 2000 
Celecoxib 200mg PO QD 2000  
Tylenol 325mg PO Q4h PRN pain 

Other  
Occasionally complains of knee pain. Has not required anything for pain 
since last night at 9pm. 

Task 
You are just coming on to your shift to provide AM medications and 
morning assessment.    
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Station 1 Narrative 

Station 1 will take place on general care unit at 8am. The standardized patient present 

will require morning medications provided on the door card and have a diagnosis of 

cardiovascular disease and high blood pressure. Students will be required to check the 

patient’s vital signs prior to administration of the medication, noting apical pulse rate is 

required to be counted for 60 seconds prior to administration. The patient will be 

portrayed by a standardized patient. The patient will also be complaining of pain of the 

knee joints. The student must adequately assess the patient’s pain and fill in the 

assessment card for describing the patient’s pain at the end of the station. Tylenol will be 

available for the student to administer.  

 

Station 1 - Patient Responses  

General 

• Name: Casey Harper 

• Birthday/Age: 7/31/1965 / 50 

• Illness: cardiovascular disease, hypertension, and arthritis  

• Admitted 3 days ago for dizziness and passed out (from 
hypertension)- may have forgotten to take the blood pressure 
medicine 

• Allergy: none 

• Awake, alert and oriented 

• Answers questions appropriately 

• Medications: Sometimes forgets to take blood pressure medicine or 
skips that “water pill” because it makes me go to the bathroom a lot 

Pain 
• Pain – Knee pain 6/10  

• If students do not ask, start rubbing knees; grimacing  

Past History 

• Habits: Eats out, 1 beer every night, doesn’t smoke (quit 10 yrs ago) 

• Social: Married; Spouse is (Charlotte OR Marty) 

• Occupation: Electrician 

Nutrition 

• Poor dietary habits – does not adhere to low sodium, low fat diet, 
likes to eat out especially fast food  

• Exercise: Doesn’t like to exercise because it hurts the knees 
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Station 1 Checklist  

Station 1 Student ID Number  

 Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems:      

5 Assessment of Vital Signs     

6 
Apical Pulse for 1 full minute prior to administration 
of metoprolol 

    

7 
Addresses 5 Rights: Right patient, medication, 
dose, route, time 

    

8 Pain assessment in detail once pain is noted     

9 Administer: Metoprolol     

10 Administer: furosemide      

11 Administer: Tylenol for pain     

12 
Able to identify type of medication and purpose if 
asked 

    

13 Address patient’s concern of knee pain     

14      

15      

16      

17      

18      

19      

20      

Comments 
  
  

 

  



   

160 

Station 2 Door Card 

Door Card Station 2  Time  1200  Location  General Care Unit   

Name Jamie Howell Age 40 DOB 9/20/75 Gender M/F 

Diagnosis Diabetic Foot Ulcer – Poor wound healing 

History 

Patient has a history of type 2 diabetes and slow healing wounds. Patient 
is currently here for IV antibiotics for the most recent wound infection on 
the right foot.  
Allergy: Latex 

Current 
Medications 

Tylenol 650mg PO Q6H Prn Pain (last given 0500) 
Rocephin 1.5G IV QD  2100 
Clindamycin 600mg IV Q8H 0800, 1600, 0000 
Metformin 1000mg Q12H 0800, 2000 
Levemir 20 units SC QD  2000 

Other  
Patient will need additional teaching about wound care for when 
discharged tomorrow 

Task 

Complete noon vital signs.  
Complete a wound dressing change for your patient’s non-sterile wound. 
Orders indicate: Perform moist to dry dressing QD 
Address issues and concerns that arise.  

 

 

Station 2 Narrative 

Station 2 will take place at noon on the general care unit. The student will be given the 

task to complete: a wet-to-dry wound dressing change for a diabetic foot ulcer. The 

patient however, will not allow the student to perform the dressing change without first 

providing an explanation and rationale for dressing change as well as pain medication 

prior to beginning the task. Once these issues are addressed the student may continue 

with the dressing change.  
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Station 2 – Patient Responses   

General • Name: Jamie Howell 

• Birthday/Age: 9/20/1975 / 40 

• Illness: Foot ulcer, always slow to heal – diagnosed with type 
2 diabetes a few years ago 

• Allergy: Latex, itching/hives 

• Awake, alert and oriented; Answers questions appropriately 

• On feet a lot at work 

• Medications: Metformin at night and in the morning 1000mg; 
levemir 20 units at night 

Pain • Pain – foot ulcer hurts when messed with.  

• Don’t let students change dressing until you’ve received 
pain medication 

• Doesn’t understand reason that the dressing has to be 
changed – ask questions like: Why can’t this dressing just stay 
on until it’s all healed? Or “I read on the internet that open air 
is good for wounds…”  

Past History • Habits: Probably could eat better, does not adhere strictly to 
appropriate diabetic diet 

• Social: Single 

• Occupation: Walmart Manager 

Nutrition • Poor dietary habits: Lean cuisines for dinner, usually 
McDonalds for lunch (with diet coke).  

During Dressing 

Change 

• Once old dressing is off; ask how it looks. 

 

Station 2 Wet-to-Dry Dressing Orders 

Wet-to-Dry Dressing Change 

Orders:  

Perform wet-to-dry dressing change BID. 

Remove old dressing, if sticking may wet with warm water to loosen.  

Clean wound gently with saline or water. May use a soft cloth or gauze, and soap if 
desired. 

Pat dry with clean towel, gauze, or soft cloth.  

Soak new gauze in saline.  Wring out excess moisture. 

Cover wound areas with moist gauze. Cover with large dry dressing pad. 

Secure with gauze wrap or tape. 
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Station 2 Checklist 

Station 2 
Student ID 
Number 

 

   Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems:      

5 Assessment of Vital Signs     

6 Assesses pain prior to beginning dressing change     

7 
Addresses questions about dressing change (why it 
is needed) 

    

8 
Offers pain medicine prior to attempting dressing 
change 

    

9 
Completes 5 rights: patient, route, medication, time, 
dose 

    

10 Removes old dressing with clean gloves     

11 
Removes soiled gloves prior to touching new 
dressing materials/applies new gloves 

    

12 Gently rinse wound     

13 
Assesses wound (should be able to report to you how 
it looks) 

    

14 Pats dry     

15 Soak new gauze in saline; squeeze excess     

16 
Places the moist dressing only on wound, not healed 
skin 

    

17 Applies rolled gauze over wound     

18 Answers questions regarding wound care     

19      

20      

Comments 
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Station 3 Door Card 

Door Card Station 3  Time 4pm  Location  General Care Unit   

Name Jesse Tuggle Age 61 DOB 5/2/54 Gender M 

Diagnosis Post-op left arthroscopic knee surgery; Pneumonia 

History 
Previous pneumonia with hospitalization, asthma, arthritic knee joints. 
Had surgery last night for the left knee joint.  

Current 
Medications 

Albuterol 0.083% 2.5mg  Q4H PRN Wheezing 
Morphine 1-2mg Q2H PRN Severe pain 
O2 Keep Sats >92% 

Other  

Patient has refused incentive 
spirometer since surgery.  
 
 
Last vital signs (12n):  
RR: 18 
HR: 82 
O2 saturation: 96% RA 
BP: Normal 
T: 37.9 
Pain: 3/10 Numeric, left knee 
(no medication given)  

Last Assessment (12n):  
Resp: Clear upper, slight crackles 
lower lung fields, regular rate/rhythm 
CardioVasc: No murmur, S1/S2, 
regular rate/rhythm 
GI: Normoactive, BM last night 
GU: No complaints. Clear/Yellow urine 
HEENT: Within Normal Limits 
Skin: 4 incisions steri-stripped on left 
knee. No redness, swelling, drainage 
MusculoSkele: Full ROM all 
extremities, passive ROM left knee, 
painful upon movement 
Neuro: Alert/Oriented x 3 

Task 
  

Complete 4pm VS and assessment. 
Address issues that arise. 

 

Station 3 Narrative 

Station 3 will take place at 4 pm on the general care unit. The patient has pneumonia 

and has a history of asthma, and is post-operative from arthroscopic knee surgery. This 

patient will be portrayed by a high-fidelity simulator. Per nursing report found on the door 

card, the patient has been neglectful of using the incentive spirometer and it is requested 

that the student spend some time trying to get the patient to do some breathing 

exercises during their shift. Upon assessment the student should note that the vital signs 

have changed since report was given (vital signs and most recent assessment will be 

provided on the door card): respiratory rate will increase, oxygen saturation will begin 

decreasing, and HR increase. Once student has gathered initial VS for the patient the 

O2 saturation will continue to drop, without intervention, and wheezing will begin. The 
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student should initiate O2 and give PRN dose of albuterol. Once O2 and albuterol are 

administered the patient will begin to return to baseline vital signs. If the student 

attempts to call the HCP they may be met with the response that they should have 

orders available and the HCP is unavailable. 

 

Station 3 – Patient Responses  

General • Name: Jesse Tuggle 

• Birthday/Age: 5/2/1954 / 61 

• Illness: Came in for knee surgery but had a cold – now has 
pneumonia 

• Allergy: none 

• Awake, alert and oriented 

• Answers questions appropriately 

• Medications: At home you take something for pain in your 
knees and vitamins 

Pain • Pain – left knee hurts, 3/10 unless being moved 6/10 (don’t 
want medication unless need to move knee a lot)  

• Don’t understand incentive spirometer – looks silly 

Past History • Social: married over 40 years  

• Occupation: Retired teacher  

Nutrition • Tries to eat healthy  

• Works in the garden for exercise 

MISC • When oxygen begins to drop – indicate it feels harder to 
breathe/coughing 

• Somewhat breath-less responses to questions  

• Can question what albuterol is for 
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Station 3 Checklist  

Station 3 Student ID Number  

   Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems:      

5 Assessment of Vital Signs     

6 
Note changes in vital signs (decreasing O2, 
increasing RR) 

    

7 Note wheezing     

8 Initiate oxygen     

9 Check 5 rights: patient, drug, dose, route, time     

10 Administer albuterol     

11 Reassess lung sounds     

12 Reassess VS      

13 Remains calm     

14 
Answers patient’s questions about what is 
happening 

    

15 Discusses use of incentive spirometer     

16      

17      

18      

19      

20      

Comments 
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Station 4 Door Card 

Door Card Station 4  Time  7am  Location 
Emergency 
Department 

  

Name Kendall Smith Age 78 DOB 12/25/37 Gender M 

Diagnosis  New onset confusion, fever 

History 

Overnight daughter reports patient became increasingly confused and 
has been running a fever. Patient has had poor PO intake since 
yesterday at noon, and has only voided once since 2pm yesterday. No 
history of dementia, confusion, or Alzheimer’s.  

You are a nurse working in the emergency department. It is 7am and you are assigned 
to a new patient. When you enter the room you note the following:  
The elderly patient is attempting to climb over the bed rails stating he needs to “go get 
the cows out of the garden.” The family member accompanying the patient tells you this 
has never happened before and she is very worried. Your assessment findings and 
vital signs are below.  

Current 
Medications 

Daughter indicated that patient is on: 
A baby aspirin 
A multivitamin 
Something for blood pressure 
And “one of those statins”  

Other  

Vital Signs: 
HR: 114 
RR: 28 
BP: 148/86 
O2: 94% 
T: 101.5 oral 
Pain: 0 

Assessment: 
Resp: Clear all fields 
CardioVasc: no murmur, cap refill 
~3seconds, S1/S2 present 
GI: decreased appetite since 
yesterday, normoactive bowel 
sounds 
GU: Decreased UOP, dark color, 
small amounts when voiding. Has 
not voided since yesterday 
afternoon 
HEENT: WNL 
Skin: Fragile skin, WNL for race 
MusculoSkel: Full ROM 
Neuro: Not oriented to time or 
place 

Task 
  

After reviewing the scenario, please use the provided sheet and place a 
checkmark next to the patient symptoms that are normal and abnormal.  
Respond to the questions on the answer sheet  
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Station 4 Narrative 

Station 4 will require the student to read and respond to a written scenario. The patient 

scenario presented places the student in the ED at 7am assigned to an elderly patient 

with a family member. The case information will provide the student with the patient’s 

head to toe, family interaction, history, and present vital signs. The patient is confused 

and feverish, presenting with a yet to be diagnosed UTI. The patient is attempting to 

climb over bed railings and is not oriented to place or time. The student will be asked to 

identify assessment findings that are abnormal in response to the first question for this 

station, and then will be asked to identify which findings would require further 

assessment or history taking and what those would be. The final question will ask the 

student what they suspect is the patient’s problem and based on that, what they would 

want to do next.  

 

Station 4 Student Answer Sheet 

  Normal Abnormal 

Respiratory    

 Respiratory Rate Even   

 Respiratory Rate 28   

 Lung sounds clear all fields   

Cardiovascular    

 S1S2   

 Heart Rate Regular   

 Heart Rate 114   

 No murmur   

 Cap Refill about 3 seconds   

Gastro intestinal    

 Decreased appetite since yesterday   

 Normoactive bowel sounds, 4 quadrants   

 No constipation/diarrhea noted   

Genito-urinary    

 Last urine output yesterday afternoon   

 Urine dark yellow/amber   

 Urine clear to slightly cloudy   

 Small amount of urine noted when voiding   
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Skin    

 Thin skin   

 Occasional bruise on hand or arm noted   

HEENT    

 WNL   

Musculo-Skeletal    

 Full ROM   

 Slightly unsteady gait   

Neurological    

 Can tell you name and date of birth   

 Identifies current location as home   

 Identifies current time as 10 years ago   

 General confusion   

Other    

 Temperature of 101.5   

 

1.  What follow up assessments would you perform based on your findings from 

above?  

List 2 and why you would perform these.  

1 

 
 
 
 

 

 
 
Why? 
 
 

2 

 
 
 
 

 

 
 
Why? 
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2. What do you think is the problem with this patient? Mark your answer. 

 Acute Myocardial Infarction 

 Stroke 

 Urinary Tract Infection 

 Dementia or Alzheimer’s 

 Neurogenic bladder with urinary retention 

 Other (specify) 

 

3. Based on your suspicion, what do you think you should do next? Place a mark 

in the box next to your response. 

 

 Prepare for orders for a urine sample 

 Get restraints so the patient will stay in bed 

 Prepare for place a Foley catheter 

 Prepare to discuss dementia and Alzheimer’s care with the patient’s daughter 

 Prepare to initiate care for a potential stroke 

 Prepare to initiate care for an acute myocardial infarction 
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Station 5 Door Card 

Door Card Station 5  Time  6pm  Location General Care Unit 
  

Name 
Mason 
Johansson 

Age 20 DOB 9/23/95 Gender M/F 

Diagnosis 
Post-op splenectomy, pain, anxiety 

History 

Had surgery this afternoon to remove spleen. Has been having a lot of 
abdominal pain and anxiety related to deep breathing and incentive 
spirometer use.  

Current 
Medications 

Percocet 5/325 Q4H moderate pain (last given 1400) 

Other  

Your assessment indicates: 
Resp: Crackles in all fields, slightly diminished breath sounds in lower 
lung fields 
CardioVasc: WNL, cap refill < 2sec, S1S2 regular rate/rhythm  
GI: Hypoactive bowel sounds 
GU: WNL passing clear yellow urine 
HEENT: WNL 
Skin: WNL exception of 4 laparoscopic incisions, steri-stripped on 
abdomen, no redness/drainage 
MusculoSkel: WNL full range of motion 
Neuro: WNL, alert oriented X 3 

Task 
  

Complete the vital signs to go with your assessment. 
Instruct the patient how to use the incentive spirometer (IS) and discuss 
the rationale for this type of exercise. 
Provide other methods to accomplish the goals of IS use 
Address issues that may arise. 

 

Station 5 Narrative 

Station 5 will take place on the general care unit at 6pm. The standardized patient is 

post-op for a splenectomy and having a lot of abdominal pain and anxiety related to the 

idea of using an incentive spirometer (IS) and deep breathing and there for has not used 

the IS yet. The assessment report card will indicate crackles can be heard in the lungs. 

Student’s primary goal is to orient to incentive spirometer and importance, how to cough, 

turn, and deep breathe, and staying on top of pain medication as well as adnominal 

bracing with this condition.  
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Station 5 – Patient Responses 

General • Name: Mason Johansson 

• Birthday/Age: 9/23/1995 / 20 

• Illness: Had damage to the spleen from a bike riding accident 
so just had surgery to remove it (currently having pain and 
anxiety) 

• Allergy: none 

• Awake, alert and oriented 

• Answers questions appropriately 

• Medications: No home medications 

Pain • Pain – abdomen hurts 5/10, but if you have to deep breathe 
or cough 10/10  

• Don’t understand incentive spirometer – and how it could 
help – also it hurts to use it 

• Refuse to use incentive spirometer until it is explained 
and pain medicine is given.  

• Student should show you how to brace your abdomen to 
cough as well to help with pain. 

Past History • Habits: Active in outdoor activities, biking, hiking, rock 
climbing 

• Social: single  

• Occupation: computer networking 

Nutrition • Try to eat healthy  
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Station 5 Checklist 

Station 5 Student ID Number  

   Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems: from written card     

5 Assessment of Vital Signs     

6 
Ask the patient about use of incentive spirometer 
(IS) 

    

7 Instruct patient how to properly use IS     

8 
Provide rationale for why the use of the IS is 
important 

    

9 
Educate alternative methods to achieve lung 
expansion: deep breathing 

    

10 
Educate alternative methods to achieve lung 
expansion: braced coughing 

    

11 
Educate alternative methods to achieve lung 
expansion: turning frequently 

    

12 Address concerns of pain (offer medication)     

13      

14      

15      

16      

17      

18      

19      

20      

Comments 
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Station 6 Written Questions 

Station 6 was a written station. There are 9 multiple choice questions available for the 

student. Three questions are for delegation, three for patient prioritization, and three for 

communication.  

 

1. You are caring for several patients. You want to assign a certified nursing assistant 

(CNA) to help with one of your patients. Which of the following would be an 

appropriate job to give the CNA?  

a. Teaching a heart failure patient about low salt diet 

b. Helping the patient with an acute MI to bathe 

c. Assessing a sickle cell patient’s pain 

d. None of these tasks or patients are appropriate for a CNA. 

2. You are assigning a certified nursing assistant (CNA) to assist with your patients. 

Which assignment is appropriate for the CNA?  

a. A new admission patient with sudden unexplained bleeding 

b. A teenaged patient with unresolved pain over the past 8 hour shift 

c. An elderly patient scheduled to have a chest x-ray done 

d. An infant admitted for multiple febrile seizures 

3. A 16 year old patient with cystic fibrosis is admitted with increased shortness of 

breath and possible pneumonia. Which nursing activity is most important to include 

in the patient’s care?  

a. Perform postural drainage and chest physiotherapy (CPT) every 4 hours 

b. Allow the patient to decide whether she needs aerosolized medications 

c. Place the patient in a private room to decrease risk of further infection 

d. Plan activities to allow at least 8 hours of uninterrupted sleep 
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4. After change of shift, you are assigned to care for the following patients. Which 

patient should you assess first?  

a. A 60 year old patient on a ventilator for whom a sterile sputum specimen 

must be sent to the lab 

b. A 55-year old with chronic obstructive pulmonary disease (COPD) and a 

pulse oximetry reading from the previous shift of 90% 

c. A 70 year old with pneumonia who needs to be started on intravenous 

antibiotics 

d. A 50 year old with asthma who complains of shortness of breath after using a 

bronchodilator 

5. Following suctioning by the respiratory therapist on a patient who is intubated, the 

nursing assistance measures assesses and brings you the following vital signs. 

Which vital sign value are you most concerned about for this patient? 

a. Heart rate of 98 beats/min 

b. Respiratory rate of 24 breaths/min 

c. Blood pressure of 168/90 mg HG 

d. Tympanic temperature of 101.4F (38.6C) 

6. An experienced licensed practical nurse (LPN), under the supervision of the team 

leader registered nurse (RN), is providing nursing care for a patient with a respiratory 

problem. Which actions are appropriate to the scope of practice of an experienced 

LPN? Select all that apply.  

a. Auscultate breath sounds 

b. Administer medications via metered-dose inhaler (MDI) 

c. Complete in depth admissions assessment 

d. Initiate the nursing care plan 

e. Evaluate the patient’s technique with metered-dose inhalers (MDIs) 
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7. When a patient with tuberculosis (TB) is being prepared for discharge, which 

statement by the patient indicates the need for further teaching?  

a. “Everyone in my family needs to go and see the doctor for TB testing.” 

b. “I will continue to take my isoniazid until I am feeling completely well” 

c. “I will cover my mouth and nose when I sneeze or cough, and put my used 

tissues in a plastic bag.” 

d. “I will change my diet to include more foods rich in iron, protein, and vitamin 

C.” 

8. Which of these medications orders for the patient with a pulmonary embolism is 

more important to clarify with the prescribing physician before administration?  

a. Warfarin (Coumadin) 1.0mg PO QD 

b. Morphine sulfate 2-4 mg IV Q3H prn severe pain 

c. Cephalex (Keflex) 250mg PO BID 

d. Heparin infusion at 900units/hour IV continuous 

9. You are a team leader RN working with a student nurse. The student nurse is to 

teach a patient how to use an metered-dose inhaler (MDI) without a spacer. Put in 

the correct order the steps that the student nurse should teach the patient.  

A. Remove the inhaler cap and shake the inhaler 

B. Open your mouth and place the mouthpiece 1 to 2 inches away 

C. Tilt your head back and breathe out fully 

D. Hold your breath for at least 10 seconds 

E. Press down firmly on the canister and breathe deeply through your mouth 

F. Wait at least 1 minute between puffs 

a. A,C,B,D,E,F 

b. A,C,B,E,D,F 

c. C,A,B,E,D,F 

d. C,A,B,D,E,F 



   

176 

Station 7 Door Card 

Door Card Station 7  Time 0800  Location  General Care Unit   

Name Timothy Grant Age 66 DOB 6/4/49 Gender M 

Diagnosis 
Type 1 Diabetes Mellitus admitted for severe Peripheral Vascular Disease, left 
Below Knee Amputation 

History 

History of poorly controlled type 1 DM, severe PVD required admission for left 
BKA 2 days ago. Also with a history of poorly controlled HTN, heart failure, 
mitral valve replacement (mechanical 5 years ago), and chronic renal 
insufficiency.  
Allergic to codeine – itching/rash 

Diet Orders: 2G Na, low fat, low carb, high protein diet, 2000ml fluid limit 
Poor adherence to incentive spirometer use since surgery 2 days ago. 
Last vital signs were 0600: HR 76, BP 130/80, RR 16, SpO2 94% RA, T 37.6 Oral 
Stump dressing change completed at 0530: intact sutures, healing, no redness or drainage, 
elastic bandage intact. 
Your assessment findings are below. When completing your assessment the patient states he 
does not want to cough or deep breathe, his chest hurts when he coughs and he knows he is 
getting a little congested. You also note the IV fluid that is hanging is D5NS @ 50ml/hr. You 
correct this issue during your assessment and check his blood glucose level. 

Current 
Medications 

Normal Saline currently infusing at 20ml/hr in left hand PIV.  
Oxycodone/acetaminophen 5/325 2 tablets Q6hr prn Pain (last dose 0230) 
Lantus 47 unit QD SC 2000 
Regular insulin Low dose sliding scale 
Metoprolol 100mg QD PO 0800 
Candesartan 8mg QD PO 0800 
Furosemide 80mg QD PO 0800 
Slow K 40mEq QD PO 0800 
Sevelamer 400mg QD PO 0800 
Sodium Bicarbonate 325 QD PO 0800 

Other  

Current Vital Signs: 
HR: 108 
RR: 22 
BP: 132/92 
O2: 91% RA 
T: 38 
Pain: Chest hurts when coughing 

Assessment 
Resp: Crackles all lung fields, 
nonproductive cough 
CardioVasc: WNL, S1/S2 
GI: mildly nauseated, normoactive 
bowelsounds 
GU: Urinal at the bedside has 100ml of 
dark yellow urine 
HEENT: Breath smells like juicy fruit, c/o 
mild blurriness of vision 
Skin: WNL, stump wrapped with elastic 
bandage 
MusculoSkel: WNL, ROM present all 
extremities, appropriate strength 
Neuro: Alert & oriented x 3 
Fingerstick blood glucose: 428mg/dL 

Task 
  

After your assessment, you determine you need to call the healthcare provider 
to communicate your concerning assessment findings. Take a moment to 
formulate your SBAR communication and then call the HCP. Be sure to indicate 
what you believe to be the problem and your recommendation per step 4 of the 
SBAR. 
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Station 7 Narrative 

Station 7 is a communication station. The student will be provided with a brief written 

scenario which requires an order from the healthcare provider to proceed with care. The 

written scenario will contain assessment information, current medications, actions by the 

nurse, and recent vital signs. The student will need to identify the problem, call the 

healthcare provider with an SBAR style report including what the student believes is the 

problem and what immediate next action the student thinks the patient requires. The 

patient in the provided scenario is a 68 y/o male admitted with type I diabetes for severe 

PVD requiring a left BKA 2 days ago. The patient has complex history related to poor 

compliance with medical self-care. The assessment findings will indicate the patient is in 

DKA, has not been using his incentive spirometer and therefore has crackles in his 

lungs, and has a blood glucose of 428. After reading the scenario the student will 

respond to the following: Based on these assessment findings, you determine you need 

to call the HCP. Using the SBAR (situation, background, assessment, recommendation) 

method, please call the HCP and discuss the plan of care with them. The student will be 

provided with an orders sheet to take down orders they receive.  
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Station 7 SBAR Report 

SBAR Report to Physician about a Problematic Situation 

S 

Situation 

I am calling about <patient name and location>. 
The patient's code status is <code status>  

The problem I am calling about is 

I am afraid the patient is going to arrest. *Activate Rapid Response Team (RRT) 

 
I have just assessed the patient personally: 

Vital signs are: Blood pressure / , HR , Respiration and 

temperature    

 
I am concerned about the: 

 Blood pressure because it is < 100 or 30 mmHg below usual or > 200 

 HR because it is < 50 or > 140 

 Respiration because it is < 5 or > 40 

 Temperature because it is < 96 or > 104 

B 

Background 

The patient's mental status is: 

 Alert and oriented to person place and time 

 Confused and cooperative or non-cooperative 

 Agitated or combative 

 Lethargic but conversant and able to swallow 

 Stuporous and not talking clearly and possibly not able to swallow 

 Comatose. Eyes closed. Not responding to stimulation 
The skin is: 

 Warm and dry 

 Pale 

 Mottled 

 Diaphoretic 

 Extremities are cold 

 Extremities are warm 
The patient is or is not oxygen. 

 The patient has been on (l/min) or (%) oxygen 
for_________minutes (hours) 

 The oximeter is reading % 

 The oximeter does not detect a good pulse and is giving erratic readings 

A 

Assessment 

This is what I think the problem is: <say what you think is the problem> 

The problem seems to be: cardiac infection neurologic respiratory 

I am not sure what the problem is but the patient is deteriorating 

The patient seems to be unstable and may get worse, we need to do 

something 

R 

Recommendation 

I suggest or request that you <say what you would like to see done>. 

 Transfer the patient to critical care 

 Come to see the patient at this time 

 Talk to the patient or family about code status 

 Ask the on-call family practice resident to see the patient now 

 Ask for a consultant to see the patient now 
Are any tests needed: 

 Do you need any tests like CXR, ABG, EKG, CBC, or BMP? 

 Others? 
If a change in treatment is ordered then ask: 

 How often do you want vital signs? 

 How long to you expect this problem will last? 

 If the patient does not get better when would you want us to call again? 
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Station 8 Door Card 

Door Card Station 8  Time  3pm  Location 
Emergency 
Department 

  

Name Morgann Marshall Age 33 DOB 4/21/82 
Gende
r 

 M/F 

Diagnosis Type 1 Diabetes; here for nausea, abdominal pain, blurred vision 

History  Patient has a history of non-adherence with diabetic medications. 

You are assigned this patient in the emergency department. Upon initial assessment 
the patient complains of blurred vision, nausea, and abdominal pain. Your assessment 
and vital signs are found below. You decide to take a blood glucose level during your 
assessment as well.  

Current 
Medication
s 

Patient unable to clearly identify home medications due to some mild 
confusion at the time of the admission data base. Indicates taking some 
type of insulin. 

Other  

Vital Signs: 
HR: 109 
RR: 22 
BP: 128/78 
O2: 96% RA 
T: 37.7 
Pain: 4, upper abdomen, achy 

Assessment Findings: 
Resp: clear lung fields 
CardioVasc: S1/S2, cap refill< 2sec 
GI: nauseated, abdominal pain, 
normoactive bowel sounds 
GU: complaints of increased UOP 
HEENT: Fruity smelling breath, 
otherwise WNL 
Skin: WNL 
MusculoSkel: WNL 
Neuro: Alert & oriented x 3 
Finger stick blood glucose: 367 mg/dL 

Task 
  

Based on these findings you determine the patient is in experiencing 
diabetic ketoacidosis. The healthcare provider indicates you should 
initiate the DKA protocol, which can be found in your patient’s room. 
Use the mild hypotensive, potassium > 3.3mEq/L, SC/IM treatment 
route.  

 

Station 8 Narrative 

Station 8 will take place in the ED at 3pm using a standardized patient. The patient has a 

history of noncompliance and diabetes and has come in complaining of nausea, 

abdominal pain, and feeling confused. Assessment findings, vital signs, patient 

diagnosis, and history are provided on the door card. The student will also receive the 

patient’s current blood glucose which is 367 and it will be indicated on the door card that 

the student is to initiate DKA protocol. Weight based protocol will be based on 

approximate weight of available standardized patient.  
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Station 8 – Patient Responses  

General 

• Name: Morgann Marshall 

• Birthday/Age: 4/21/1982 / 33 

• Illness: Type 1 Diabetes 

• Here because feeling nauseated, stomach hurts, and having 
blurred vision (and mild confusion) Demonstrate confusion by 
sometimes giving conflicting answers (You have diabetic 
ketoacidosis – with a blood glucose of 367 – you last 
checked your blood glucose “probably yesterday at lunch”)  

• Allergy: none 

• Awake, alert and oriented, but can occasionally forget what 
you have just told them 

• Weight: Give approximate weight for students. 

• Medications: “Some type of insulin, can’t remember right 
now” 

Pain 
• Pain – stomach hurts, can be vague about type of pain 4/10  

Past History 

• Habits: Sometimes forget to take insulin when going to be 
out and about, so will skip doses; inconsistent with blood 
glucose checks (maybe 2 a day rather than 4) 

• Could be more active…  

• Social: single  

• Occupation: computer networking 

Nutrition • Try not to let diabetes rule your life – so you eat what you 
want.  

MISC 
Inquisitive about interventions  
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Station 8 DKA Protocol 
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Station 8 Checklist 

Station 8 Student ID Number  

   Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems:  on door card     

5 Assessment of Vital Signs: on door card     

6 Initiation of DKA protocol – reviews protocol     

7 Check 5 rights: patient, drug, dose, route, time     

8 
Starts with IVF calculation: 15-20ml/kg/hr to infuse 
1L  

    

9 Initiates fluid     

10 
Calculates Insulin dose: 0.3unit/kg divided into two 
doses 

    

11 Check 5 rights: patient, drug, dose, route, time     

12 Gives half of insulin dose via IV     

13 Gives second half of insulin dose via SC injection     

14 Continues to assess level of consciousness     

15 Explains interventions performed to patient     

16      

17      

18      

19      

20      

Comments 
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Station 9 Door Card 

Door Card Station 9  Time  10am  Location General Care Unit 
  

Name Taylor Duke Age 36 DOB 10/5/79 Gender  M/F 

Diagnosis Observation for seizure of unknown origin 

History 
Patient is a previously health individual with seizure like activity last night 
and was admitted this morning for observation. Previous medical history is 
unremarkable, history of MVA 2 years ago with moderate head injury.  

Current 
Medications 

Diastat 10mg PR prn seizure lasting for longer than 5 minutes 
 

Other  
Patient’s family member is present and the family has a lot of questions 
regarding seizures and seizure care.  

Task 
  

Since the patient has just arrived on the floor you will need to complete 
vital signs and an assessment.  
Address issues that may arise- document.  
Provide patient teaching regarding seizures as appropriate. 

 

Station 9 Narrative 

Station 9 general care unit at 10am. Patient was admitted last night for having a seizure 

like episode and was admitted for observation. When student begins vital signs or 

assessment standardized patient will begin having a seizure. The student must turn the 

patient to the side, ensuring safety precautions are met, and time the seizure. The 

seizure will be short but give the student enough time to ensure a safe environment and 

begin interventions. A family member present will be asking what is happening and what 

the student is doing during this time. After the seizure is over the patient will be slightly 

confused but also asking what happened and what was done.  May page HCP but will 

not receive a call back during the station time. Student will need to provide 

documentation on seizure record.  
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Station 9 – Patient Responses  

General • Name: Taylor Duke 

• Birthday/Age: 10/5/1979 / 36 

• Illness: seizure of unknown origin 

• Last night, before dinner all of a sudden you were on the floor 
and don’t remember what happened. Your spouse saw you 
get a far away look and then fall on the floor and look shakey 
for a while, but only for about a minute. Never happened 
before. You are concerned.  

• Allergy: None 

• Awake, alert and oriented 

• Answers questions appropriately 

• Medications: Daily vitamin 

Pain • Pain – no pain  

Past History • Habits: Did have a motor vehicle crash 2 years ago, spent a 
week in the hospital following a head injury 

• Social: Married 5 years,   2 kids  ages 2 and 4 

• Occupation: Salesmen Best Buy 

Nutrition • Eat reasonably so, use moderation, probably average ‘diet’ 

• Occasionally goes to the gym, tries to be active on weekends 

 

  



   

185 

Station 9 Seizure Documentation 

SEIZURE CHART / RECORD OF SEIZURES 

 

Client Name: 

_______________________________________________________________ 

Observations should include: time of day, duration of seizure, description of pre-

seizure behavior, description of seizure behavior, description of post-seizure behavior 

DATE TIME DURATION DESCRIPTION INITIAL 
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Station 9 Checklist 

Station 9 Student ID Number  

 Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems:      

5 Assessment of Vital Signs     

6 
Stops assessment and/or vital signs when seizure 
occurs 

    

7 
Institutes seizure precautions: Maintain airway, 
ensure O2 status ok 

    

8 Institutes seizure precautions: Clear area     

9 Institutes seizure precautions: Turn to side     

10 Institutes seizure precautions: Time the seizure     

11 
Institutes seizure precautions: Communicate with 
family 

    

12 Remain calm during seizure     

13 Assess vital signs after seizure     

14 Performs neuro check after seizure     

15 Answers questions about actions performed     

16 Charts seizure activity in seizure log     

17      

18      

19      

20      

Comments 
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Station 10 Door Card 

Door Card Station 10  Time  7pm  Location 
Emergency 
Department 

  

Name Emily Brown Age 7 yr/old DOB 12/7/2008 Gender F 

Diagnosis Injury to left forearm, potential fracture (awaiting xray) 

History 
Per hospital records: Patient has a history of multiple emergency room 
visits for various injuries.  

You are an emergency room nurse assigned to this patient. You enter the assessment 
room and note the following: 7 year old girl sitting quietly holding her left arm and looking 
down at the floor. Patient’s caregiver sitting in the chair to the side on her phone. When 
you ask what brought the girl in she refuses to look at you and continues to stare at the 
floor. The caregiver interjects quickly that Emily has fallen again because she is a 
clumsy child.  
Your assessment findings and vital signs are listed below. 

Current 
Medications 

No home medications 

Other  

Vital Signs:  
HR: 116 
RR: 28 
BP: 126/80 
O2: 96% RA 
T: 37 
Pain: 8, FACES scale, left forearm, 
sharp achy in nature 

Assessment:  
Resp: Clear all fields, regular 
rate/rhythm 
CardioVasc: S1/S2, no murmur, cap 
refill <2sec 
GI: Normoactive, no complaints 
GU: No reported concerns 
HEENT: Mild nasal congestion, WNL 
Skin: Various bruises, cuts, scars, 
markings of different sizes, shapes, 
and colors– see answer sheet for 
complete list. 
MusculoSkel: Full ROM, refuses to 
move left arm.  
Neuro: Alert & oriented x 3; reluctant 
to answer questions, slightly 
withdrawn and anxious 

Task 
  

Identify the abnormal findings by placing a checkmark next to them on 
your answer sheet.  
Identify which exam findings will require follow-up or further assessment 
and what that follow-up will be.  
What is your biggest concern with this patient? 
What is your priority next action? 
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Station 10 Narrative 

Station 10 will require the student to read and respond to a written scenario. The 

scenario presented places the student in the emergency department at 7pm assigned to 

a pediatric patient and her mother. The scenario presents a case of suspected abuse 

that the student must identify by reading the provided history, assessment findings, 

patient-parent interaction, and vital signs. The student will be asked to place checkmarks 

in the boxes next to the assessment findings that are abnormal for a 7-year old child, 

and then identify which assessment findings require follow-up or further assessment, 

and what that follow-up would be. The student will need to respond to remaining 

questions on the answer sheet 

 

Station 10 Student Answer Sheet 

Station 10 Answer Sheet 

Systems Finding Normal Abnormal 
Follow-up 
required 

Respiratory     

 Respiratory Rate Even    

 Respiratory Rate 28    

 Lung sounds clear all fields    

Cardiovascular     

 S1S2    

 Heart Rate Regular    

 Heart Rate 116    

 No murmur    

 Cap Refill < 2 seconds    

Gastro intestinal     

 Normoactive bowel sounds, 4 
quadrants 

   

 No constipation/diarrhea noted    

Genito-urinary     

 No noted concerns    

     

Skin     

 Scabs noted on both knees, 
appear mostly healed 
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 Green/yellow bruise noted on right 
shin 

   

 Squarish bruise noted on upper 
back of left arm, deep blue 

   

 Several small circular scars noted 
on  back of right upper arm 

   

 Small scar on right elbow    

 Thin reddish mark on left back/ribs    

 Bruise noted across back of neck, 
roughly from ear to ear, hidden by 
hair 

   

 A few cuts and scratches noted on 
hands 

   

HEENT     

 Mild nasal congestion    

 Other WNL    

Musculo-
Skeletal 

    

 Full ROM    

 Refuses to move left arm; left arm 
slightly swollen, held close to the 
body 

   

Neurological     

 Alert     

 Oriented to self, place, time    

 Reluctant to answer questions    

 Slightly withdrawn    

 anxious    

Other     

 Temperature of 37C    

 Pain 8, FACES scale, left forearm, 
sharp and achy in nature, does not 
cry when you attempt to look at or 
move the arm.  

   

 

1. According to the items marked above, what follow-up assessment would you 

perform?  

List abnormal findings of two systems to go along with your follow-up. 

1 
 
 
 

2 
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2.  What is your biggest concern with this patient? Mark your response. 

 She has a broken arm 

 She clearly is clumsy 

 She is likely neglected and hurts herself a lot 

 She might be being abused 

 

3. Based on this, what is your priority next action? Mark your response. 

 Get the doctor to come cast the arm 

 Tell the mother she should go home 

 Notify the charge nurse and social worker of your abuse concern 

 Call the police and report abuse 

 Call security and have them escort the mother away 

 Suggest to the mother that she should watch the child more closely so she doesn’t 
injure herself as much 

 Suggest working with the child on coordination and teaching her safety so she won’t 
be injured so often 
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Station 11 Door Card 

Door Card Station 11 Time  9am  Location 
Emergency 
Department 

  

Name 
Shawn 
Burroughs 

Age 42 DOB 7/4/73 Gender M/F 

Diagnosis Chest Pain 

History 
High cholesterol 
MI 2 years ago 

You are the nurse assigned to a patient who has just come into the emergency 
department complaining of indigestion and chest pain. 

Current 
Medications 

Lipitor 30mg PO QD 0800 
Aspirin 81mg PO QD 0800 
Metoprolol 25mg QD 0800 

Other  

Vital Signs: 
HR: 101 
RR: 34 
BP: 169/96 
O2: 92% 
T: 36.9 
Needs pain assessment.   

Task 
  

Complete your focused  assessment based on history 
Address issues as they arise. 
Implement standing orders as necessary. 

 

 

Station 11 Narrative 

Station 11 takes place in the emergency department at 9am. The standardized patient 

begins to experience symptoms of a heart attack including chest tightness, 

nausea/indigestion pain, left arm pain, malaise, with an increased heart and respiratory 

rate. The door card will indicate the patient has had a previous MI, and has high 

cholesterol. The student should recognize the symptoms of a heart attack and intervene 

per MI protocol. If the student calls the healthcare provider, they will be directed to use 

the MI protocol provided in the room.  

 



   

192 

Station 11 – Patient Responses  

General • Name: Shawn Burroughs 

• Birthday/Age: 7/4/1973 / 42 

• Illness: 30 min ago started having indigestion and chest 
tightness. Had a heart attack a few years ago 

• Allergy: None 

• Awake, alert and oriented, AGITATED/ANXIOUS 

• Answers questions appropriately 

• Medications: Lipitor, aspirin, metoprolol  

• You took your usual baby aspirin this morning when you 
went to work 

Pain • Pain – if asked about pain you aren’t having pain, but chest 
feels tight.  

• On scale of 1-10 chest tightness is 10/10  

Past History • Social: Divorced, no kids 

• Occupation: Forklift Driver 

MISC • Become increasingly anxious about what is going on 

• Ask if it is another heart attack 

• Students will give you Oxygen, Morphine, Nitroglycerine, and 
Aspirin 

• If asked: You took a baby aspirin this morning and have not 
taken nitroglycerin 

• After interventions are completed (after you have received 
morphine, nitroglycerin, aspirin, and oxygen) your chest 
tightness is a 4 if asked 
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Station 11 Standing Orders for Myocardial Infarction  
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Station 11 Checklist 

Station 11 Student ID Number  

   Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems: On door card     

5 Assessment of Vital Signs: on door card     

6 Assess pain in detail     

7 Address patient concern about heart attack     

8 
If HCP called, must provide appropriate report and 
indicate suspected MI 

    

9 Initiate MI protocol     

10 Start oxygen first     

11 
Check 5 rights for NTG: patient, drug, dose, route, 
time 

    

12 Ask patient if already taken nitroglycerin     

13 Give nitroglycerin      

14 
Check 5 rights for morphine: patient, drug, dose, 
route, time 

    

15 Give morphine     

16 
Check 5 rights for ASA: patient, drug, dose, route, 
time 

    

17 Ask if patient has already taken     

18 Give ASA     

19 Reassess patient status     

20      

Comments 
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Station 12 Door Card 

Door Card Station 12 Time 3pm Location General Care Unit   

Name Rylee Cooper Age 20 DOB 10/31/95 Gender M/F 

Diagnosis New diagnosis Type 1 Diabetes 

History 
Newly diagnosed with type 1 diabetes. Will be going home on low dose 
sliding scale insulin.  

Current 
Medications 

Low dose sliding scale insulin  

Other  

Your assessment was completed at noon revealing all vital signs and 
systems within normal limits and your patient is now ready to be 
discharged home. You have received the healthcare providers 
discharge orders and may now review them with your patient. 

Task 
  

Your patient requires discharge teaching for how to check their blood 
glucose, calculate insulin dosages based on a low dose sliding scale, 
and how to self-inject insulin doses. Review the discharge orders with 
the patient.  

 

 

Station 12 Narrative 

Station 12 takes place on the general care unit at 3pm prior to the patient’s discharge. 

The student will be provided with the patient’s diagnosis and healthcare provider 

discharge instructions. The student will need to provide discharge teaching to the 

standardized patient with a new diagnosis of diabetes on checking blood glucose, 

calculating sliding scale insulin, and administering subcutaneous insulin injections.  
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Station 12 – Patient Responses  

General • Name: Rylee Cooper 

• Birthday/Age: 10/31/1995 / 20 

• Illness: Newly diagnosed type 1 diabetes, otherwise healthy 

• Allergy: None 

• Awake, alert and oriented, 

• Answers questions appropriately 

• Medications: No previous meds – now about to learn your 
new medications  

Pain • Pain – no pain  

Past History • Habits: Walks and bikes around town 

• Social: Dating (Melissa OR Roger) 

• Occupation: College Student (Major: Economics) 

Nutrition • Not a priority – if asked defer or say you know you will have to 
look at new diet  

MISC • Inquisitive about how and when to check blood sugar 

• Ask the student to help you calculate several blood glucose 
results 

• Ask the student what if your blood sugar is low (like 50 or 60) 
what should you do?  

• Ask where to keep your insulin 

• Ask if there are any other reasons to check your blood 
glucose other than the 4 scheduled times from the doctor.  
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Station 12 Discharge Orders 
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Station 12 Checklist 

Station 12 Student ID Number  

   Task Yes No 
Did not 
observe 

1 Hand Hygiene     

2 Introduction of self/Role     

3 Identification of patient     

4 Assessment of Systems: On door card     

5 Assessment of Vital Signs: on door card     

6 Review HCP discharge orders with patient     

7 Teach how to self-check BG     

8 
Teach how to calculate low dose sliding scale insulin 
(at least 2 examples) 

    

9 Teaching how to draw up dose     

10 Teach how to administer, and where     

11 Answer questions regarding hypoglycemia     

12 Answer questions regarding hyperglycemia     

13      

14      

15      

16      

17      

18      

19      

20      

Comments 
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Appendix G 

 This appendix contains the written, open-ended debriefing questions that was 

available to the students upon completion of the 12 OSCE stations in the OSCE 

experience. Debriefing questions were designed to specifically capture Indicators 10 and 

11 from the Lasater Clinical Judgment Rubric. 

 

OSCE Debriefing Questions 

1. What went well? What didn’t go as smoothly as you planned? Why or why not?  

2. What would you do differently if you had the opportunity?  

3. When caring for Taylor Duke from station 9 who began seizing during your 

assessment, were you satisfied with your ability to identify the patient’s problem 

and intervene appropriately, why or why not?  

a. What did you do well?  

b. What would you do differently if you could do it again, why?  

4. When caring for Shawn Burroughs from station 11 who was experiencing an MI, 

were you satisfied with your ability to identify the patient’s problem and intervene 

appropriately, why or why not?  

a. What did you do well?  

b. What would you do differently if you could do it again, why?   

5. When caring for Jesse Tuggle from station 3 who was experiencing respiratory 

distress and required you to provide prn medications, oxygen, and contact the 

HCP were you satisfied with your ability to identify the patient’s problem and 

intervene appropriately, why or why not?  

a. What did you do well?  

b. What would you do differently if you could do it again, why?   

6. When caring for Rylee Cooper from station 12, the new diagnosis diabetes patient 

requiring patient education for blood glucose checks, insulin calculations, and self-

injection were you able education the patient appropriately, why or why not?  

a. What did you do well?  

b. What would you do differently if you could do it again, why?   
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Appendix H  

 All stations, with the exception of those denoted as requiring a table and chair, 

should be set up like a hospital room to include: Patient bed/exam table to mimic bed, 

gown, vital sign equipment, phone or walkie-talkie to facilitate calling the healthcare 

provider, hand sanitizer, gloves, ID band for each patient, and standardized patient. 

Rooms using the table and chair set up can be combined, with the exception of Station 7 

that needs a single individual assigned. Clocks do not need to be present in the room as 

times are indicated on door cards. Students will have approximately one minute to rotate 

between stations, and 1-2 minutes at the door to review the door card before entering 

the patient’s room. Note: Station 3 is to be set up in a HFPS room using a simulator 

rather than a standardized patient.  

 

OSCE Station Set-up 

 

Station 1: 

1. ID Band 

2. Medications available: metoprolol 25mg, furosemide 40mg, celecoxib 200mg, 

Tylenol 325mg 

3. Gloves 

4. Hand sanitizer 

5. Equipment to take vital signs 

 

Station 2: 

1. ID Band, latex allergy band 

2. Medications available: Tylenol 650mg, rocephine 1.5G IV bag, clindamycin 

600mg IV, metformin 1000mg (2 tabs), levemir 100 units in a vial 

3. IV tubing for piggy back medications 

4. Insulin syringe 

5. Gloves 

6. Hand sanitizer 

7. Equipment to take vital signs 
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8. Bottle of saline 

9. Gauze  

10. Large dressing pad 

11. Gauze wrap or tape 

12. Makeup for ulcer on right foot 

 

Station 3: 

1. High-fidelity patient simulator set up with standard patient: gown, urinal, incentive 

spirometer, emesis basin, bedside table with water cup 

2. ID Band 

3. Medications available: Albuterol 0.083% 2.5mg, morphine vial 10mg/1ml, 10ml 

saline syringes, blunt needle, 1ml syringe 

4. Gloves 

5. Hand sanitizer 

6. Equipment to take vital signs 

7. Oxygen equipment (NC, non-rebreather, venturi mask) 

8. Programming to reflect scenario 

 

Station 4: 

1. Door card available on table 

2. Answer sheet available to patient 

3. Chair 

4. Table 

 

Station 5: 

1. ID Band 

2. Medications available: Percocet 5/325 

3. Gloves 

4. Hand sanitizer 

5. Equipment to take vital signs 

6. 4 steristrip covered incisions  

7. Incentive spirometer 

8. Equipment to take vital signs 
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Station 6: 

1. Table 

2. Chair 

3. Answer sheet for students 

 

Station 7: 

1. Table 

2. Chair 

3. Door Card 

4. SBAR report 

5. Walkie-talkie/phone 

 

Station 8: 

1. ID Band 

2. Medications available: none 

3. IV Pump with NS bag, hung up but not infusing.  

4. Gloves 

5. Hand sanitizer 

6. Equipment to take vital signs 

7. DKA protocol 

8. Insulin (regular) vial available 

9. Insulin syringes 

10. Calculator  

11. Injection pad 

 

Station 9: 

1. ID Band 

2. Medications available: diastat 10mg rectal administration set 

3. Gloves 

4. Hand sanitizer 

5. Equipment to take vital signs 

6. Oxygen equipment (NC) 

7. Suction equipment (yankauer) 

8. Seizure log 

9. Family member standardized patient present (if available) 
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Station 10: 

1. Table 

2. Chair 

3. Door Card on table  

4. Answer sheet on table 

 

Station 11: 

1. ID Band 

2. Medications available: Aspirin 325mg tablet, nitroglycerin (small tablet) 0.4mg, 

morphine vial 

3. Syringes (various sizes) 

4. Saline syringes 10ml 

5. Gloves 

6. Hand sanitizer 

7. Equipment to take vital signs 

8. Oxygen equipment (NC) 

9. Cardiac monitor equipment (does not need to function just for lead placement) 

10. MI Protocol in room 

11. IV Pump with NS not running.  

 

Station 12: 

1. ID Band 

2. Medications available: regular insulin 

3. Syringes: Insulin syringes, 3ml syringes 

4. Gloves 

5. Hand sanitizer 

6. Discharge teaching sheet 

7. Injection pad 

8. Blood glucometer 
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Appendix I 

This appendix contains the participant spreadsheet, where counts were tallied 

after the initial review of recordings. participant’s ID number and keywords for which 

indicator each number was referencing were placed in the empty row to ensure marks 

were made for the correct participant and indicator by ID number and indicator name. 

Tally marks were used for each scenario under each indicator for the student’s 

performance. After verification of counts for each participant, this sheet was used to 

enter counts into the dataset.  

 

Participant Spreadsheet 
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Appendix J 
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Appendix K 

 

 

 



   

208 

 



   

209 

 




