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Abstract
Background: Effectual feedback is an essential skill crucial to the preceptor role; preceptors are
often hesitant and uncomfortable with providing feedback. Inadequate preceptorship is a
consistent problem that has continued to affect the onboarding and retention of a qualified
registered nurses. In a national survey, timely and effective feedback was ranked the most critical
preceptor skill by new nurses entering the practice. The provision of timely constructive
feedback is one of the core competencies of nurse preceptors. Feedback education is
successfully provided through simulated crucial conversations by using standardized actors in
communication learning activities. The use of simulation in training can provide a safe and
effective learning environment where new skills can be acquired. The use of standardized actors,
role-playing, scripted responses, and simulation has the potential to improve communication
skills by offering its participants life-like experiences. Nurse preceptors can benefit from
educational activities that can improve feedback skills in the clinical setting during preceptorship
Local Problem: Nursing leadership and nurse preceptors at a community hospital in Baltimore,
Maryland identified preceptor development as an institutional priority. During the fall of 2017,
preceptors (n=260) completed a needs assessment survey. In the survey results that over 44% of
the nurse preceptors had no formal training for preceptorship; of those who had training, 42% of
them received it over three years ago. Additionally, almost one-third of the preceptors perceived
they were not proficient in feedback skills to new nurses and many were unsure if they were
previously taught the skill during their program. The purpose of this Doctor of Nursing Practice
(DNP) quality improvement project was to implement a feedback simulation into a current
preceptor program, to foster preceptors’ skills for providing constructive feedback to new to
practice nurses.
Intervention: A quality improvement project with a simulation workshop was implemented to
incorporate standardized feedback strategies. The simulation workshop included the use of
standard actors, video-vignettes, and classroom learning activities to foster feedback skills.
Results: Twelve experienced nurse preceptors from a 64-bed medical-surgical-telemetry unit
participated in the project. The preceptors’ perception of their knowledge before the simulation
was rated as good (3.33 =/- 1.15) and very good post-simulation (4.5 +/- 0.52) on a 5-point
Likert scale. Using a specially designed feedback assessment form two Nursing Professional
Development Specialists observed and scored the preceptors’ feedback behavioral skills during
the pre and post-simulation. A paired t-tests and repeated-measures ANOVA statistical method
was used to measure the trend in preceptor scoring. All preceptor scores showed statistical
significance (p <= 0.5) in all categories post simulation (establishing an engaging learning
environment, maintains an engaging learning environment, structure the feedback conversation
in an organized way, provokes an engaging discussion, identifies and explores performance gaps,
and helps the learner achieve good future performance).
Conclusions: The results of this project can be used to inform educational activities to support
preceptor development in feedback skills. Simulated educational activities is a useful teaching
strategy that can improve nurse preceptor feedback skills in the clinical setting during
preceptorship with the new nurse entering practice.
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Background and Significance

New to practice (NTP) registered nurses (RNs) are an advanced beginner’s in nursing
practice (Benner, 1984) that enters the workforce with minimal competency to perform safely in
their role. These new RNs are challenged with caring for patients with complex health needs,
clinical decision-making, effectively utilizing technology and navigating healthcare systems
(Carabogim et al., 2017). Orientation, transition to practice programs, mentorship, and effective
preceptorship are all essential in the NTP RNs’ success (Cotter & Dienemann, 2016). Nurse
preceptors are identified leaders and experts in their practice environment whose roles include
that of an educator, socializer, protector, evaluator (Boyer, 2008), and role-modeler for the NTP
RN (Ulrich, 2011; NCSBN, 2008), while also fostering effective communication, teamwork,
clinical judgment, and safe practices (NCSBN, 2008). Inadequate preceptorship is a consistent
problem that has continued to affect the onboarding and retention of a qualified workforce (Roth,
2015). In a national survey, timely and effective feedback was ranked the most critical preceptor

skill by NTP RNs (Shinners & Frangueiro, 2015).

Through anecdotal instances, nursing leadership at a hospital in Baltimore identified
preceptor development as a potential educational need. During the fall of 2017 a needs
assessment was conducted via survey of preceptors (n=260). The survey found that over 44% of
the preceptors had no formal training for preceptorship; of those who had training, 42% of them
received it more than three years ago. Additionally, almost one-third of the preceptors perceived
they were not proficient in feedback skills; many were unsure if they were taught the skill during
their program. Nurse preceptors can benefit from simulated educational activities that improve
their feedback skills (Clark, C., 2019, Strickland & Welch, 2019, Murray & Buckley, 2017; Lin,

E., Chao, S., & Chen, Y., 2013) in the clinical setting during preceptorship with the NTP RN.
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Nursing preceptors are specialists (Roth, Figueroa, & Swihart, 2014) who play an integral
role in the preparation and socialization of the NTP RN (Ulrich, 2012, Cappelletti et al., 2014;
Shinners & Franqueiro, 2017; L’Ecuyer et al., 2018; Cotter & Dienemann, 2016; Richards &
Bowles, 2012; Spector, 2015). Highly skilled preceptors can model and transfer learning to
others; in this role, preceptors have a seminal role in improving patient outcomes, patient safety,
and quality care (Roth, 2015). Effectual feedback is an essential skill crucial to the preceptor
role. Preceptors are often hesitant and uncomfortable with providing feedback (Jefferies &
Hornsey, 2012). The provision of timely constructive feedback is one of the core competencies
for nurse preceptors; their engagement in this competency supports life-long learning, skill
acquisition, and proficiency (Roth, Figueroa, & Swihart, 2014; Roth, 2015; Finn & Chesser-
Smyth, 2013). Initial and ongoing preceptor education may assist them in their role development

(Bradley et al., 2015; Windley et al., 2015; Cotter & Dienemann, 2016).

Feedback education is successfully provided through simulated crucial conversations by
using standardized actors (SA) in communication activities (Clark, 2019, Strickland & Welch,
2019). The use of simulation in training can provide a safe and effective learning environment
where new skills can be acquired (Murray & Buckley, 2017; Lin, Chao, & Chen, 2013). The
combination of teaching strategies such as the use of SA, role-playing, scripted responses, and
simulation has the potential to improve communication skills by offering its participants life-like

experiences (Clark, 2019; Strickland & Welch, 2019).

The purpose of this Doctor of Nursing Practice (DNP) quality improvement project is to
implement a feedback simulation into a current preceptor program, to foster preceptors’ skills for
providing constructive feedback to NTP RNs. The short-term goals for this DNP project are to

(1) pilot the feedback training and simulation on a medical-surgical unit for 12 preceptors and (2)
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improve preceptor competence with feedback skills by December 2018. The overall goal of this
educational innovation is to improve nursing practice and ultimately patient outcomes through

on-going preceptor skill acquisition and improved feedback to NTP RNs.

Theoretical Framework

Donabedian’s (1988) Structure-Process-Outcome (SPO) quality improvement
(QI) model is a conceptual framework that will be used to guide the project. Gardner and
colleagues’ (2013) evaluated the use of the SPO framework to examine the impact of Nurse
Practitioner services on safety and quality processes within a multidisciplinary team. The
authors concluded that thorough attention given to structue and processes can assist in successful
implementation of innovation. Beitz’s (2018) used the SPO QI model to examine the quality
issues that effected the care of bariatic patients. The author identified that although the structural
knowledge and equipement for the patient exist, it did not necessarily influence the process of
care (biases and attitudues about obesity). These negative experiences to bariatic patients can
effect quality outcomes. In both studies, the SPO QI model was useful in guiding the projects in

quality improvement initiatives.

The SPO QI framework was designed to examine the quality of healthcare and healthcare
services. The context in which health care occurs is its structure (i.e., the facilities, staff,
equipment, and budget). This is followed by assessing the process, the interaction between the
patient and the healthcare professional throughout the delivery care system. Lastly, outcomes are
the effects of healthcare and the healthcare system on specific populations or patients (i.e., a
change in a patient’s health status as a result of an intervention). Each component in this linear

model (structure-process-outcome) influences the next step. According to Donabedian (1988),
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“good structure increases the likelihood of a good process, and a good process increases the

likelihood of a good outcome (p. 1745).”

The Donabedian SPO QI model focuses on quality improvement in the context of the
practice environment. In the context of this project, it is operationalized to examine the learning
environment of preceptors. The structure was adequate in that there was strong stakeholder buy-
in; the organizational characteristics and readiness for implementation of innovation was
favorable; and the physical resources such as space, time, and equipment, and all associated costs
to implement an educational intervention was available. The processes of developing and
operationalizing the feedback simulation for the preceptors and nursing professional
development specialists (who facilitate educational activities) was designed to consider the
stakeholders and support sustainability and further dissemination. Good structure and process is
expected to positively impact the outcome; the preceptors’ knowledge, skills, and attitudes post

implementation of the feedback simulation was improved.

Literature Review
Utilizing simulation to facilitate the acquisition of feedback skills is the focus of the
evidence in this literature review. Feedback skill is one of the core competencies for preceptor
and a vital component for this role (Roth, Figueroa, & Swihart, 2014; Roth, 2015). The review
will begin broadly with the evidence supporting the need for feedback skills as a teaching-
learning strategy. The report will conclude with current evidence regarding simulation and its

effect on learning and competency among health care professionals.

Bing-You et al. (2018) conducted an integrative review of 51 articles on the dynamics of
feedback between teachers and learners in medical education. Common themes amongst faculty

were low-quality feedback and the reluctance to provide or limit constructive feedback to
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learners across multiple contexts (verbal, written, videotaped, audio-taped, feedback cards,
examination, and combinations thereof). The authors concluded that learners in the medical
setting did not receive adequate feedback and recommended that the number of educators be
limited to a well-trained cohort in order to improve competency with feedback skills. Faculty
require an opportunity for deliberate practice of feedback skills. Limitations of the review

included its lack of generalization to other learners (86% were medical students).

Lefroy et al. (2015) developed evidence-based guidelines through a consensus iterative
process, for formative feedback in clinical education. The guidelines were organized in a set of
32 trichotomous questions (Do’s, Don’t, and Don’t know) and grouped into three categories: the
process of feedback, the content of feedback, and the learning culture over time. The authors
concluded that although feedback is a complex process that is highly contextual and cannot be
generalized, it is necessary for learning. Lefory and colleagues developed a feedback model to
depict its process and outcomes, and they offered a new definition for feedback that is learner
focused and promotes their engagement in the process. Feedback requires a culture that values
feedback, includes it in faculty development, and has feedback opportunities built into its system.
Limiting the quality of the evidence was a lack of a systematic search method of the guidelines.
Strengthening the guidelines was the evaluation by expert opinion of four authors in the field of

education.

The Core Curriculum for Preceptor Advancement (Roth, 2015) identified simulation for
preceptor-in-training as a beneficial tool for developing communication skills and other non-
technical skills. Simulation experiences can improve mastery of preceptor skills as they engage

in deliberate practice. The use of standardized actors, pre-recorded videos, and human
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simulators was identified as the best methods to facilitate learning of preceptor competencies.
Authors from several studies also show an increase in confidence/self-efficacy in various skills
with the use of simulation as a teaching strategy (Kimhi, Reishtein, Cohen, Friger, Hurvitz &
Rinat, 2016; Curl, Smith, Chisholm, & Kumar, 2016; Silberman, Litwin, Panzarella, &
Fernadez-Fernandez, 2016). Using a debriefing and self-reflection model during the simulation
was shown to further develop competencies such as feedback in the preceptor (Roth, 2015).
Similarly, the International Association for Medical Education (AMEE) published evidence-
based practical guide for simulation in healthcare that supports simulation as a component to
learning and competency development (Motola et al., 2018). In combination with other teaching
methods and assessments, simulation can provide an opportunity for preceptors to practice

feedback skills in a safe environment.

Roze des Ordons et al. (2018) examined faculty preceptors’ feedback conversational
behaviors (approach, inquiry techniques, flexibility in adapting techniques to context,
articulating observations, and shared understanding of gaps and plan for improvements). Faculty
preceptors (n=18) participated in four videotaped feedback simulation sessions with actor
residents and patients, facilitated by nurse and physician educators experienced in leading
simulation and debriefing. The preceptors had a range of six months to 35 years of clinical
experience, and some seven of the thirteen had previously participated in a workshop on
feedback. The authors found variability in how the preceptor feedback conversation aligned with
the recommended guidelines by Lefroy et al. (2015). They were sometimes ill-prepared and
inflexible in their approach. They concluded that simulated activities in feedback conversation
skills and deliberate clinical practice could improve competence in the provision of feedback

skills. Limitations of the study include the lack of generalizability across settings and
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disciplines; reliability and validity are potentially compromised while converting videos-to-
audio-to-textual data for analysis; this can also introduce moderator bias. Lastly, almost 40% of
the participants had prior education with feedback methods (the different types of feedback are

not shared in the study) which could have influenced the study results.
Literature Synthesis

The importance of effective feedback skills for clinical trainers (preceptors) has been
widely studied across varies settings and disciplines. Without instruction and ongoing education
in feedback skills, preceptors potentially provide inadequate and inconsistent feedback to their
nurses (Bing-You et al., 2018; Lefroy, 2015). There are a limited number of high-quality
research studies evaluating the best methods to assist preceptors with feedback skill. However,
simulation with the use of standardized actors and other mixed-methods has yielded an
improvement in skill acquisition, self-efficacy, and overall satisfaction in the learning method
(Clark, C. 2019; Strickland & Welch, 2019; Murray & Buckley, 2017; Lin, Chao & Chen, 2013).
Although Roze des Ordons et al. (2018) incorporated the use of videotaping and standardized
actors in their study, the authors along with Roth (2015) agree that conversational skills can be
best supported using simulated activities and require deliberate practice and on-going education.
The literature is consistent in the use of ongoing training and deliberate practice via simulation as
consistently shown to facilitate the development of competency in feedback conversation skills.
The supporting evidence shows initial and ongoing practice with feedback methods in simulation
has the potential to improve preceptor competency and confidence in the provision of feedback

to NTP RNs in the clinical setting.

DNP Project Implementation
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Description of Project

This simulation implementation project incorporated standardized evidence-informed
feedback strategies to foster feedback skills in 12 experienced nurse preceptors from a 64-bed
medical-surgical-telemetry unit at a community hospital in the fall of 2018. The simulation
included the use of standard actors, video-vignettes, and classroom learning activities.
Collaboration on the pedagogical design of the feedback simulation included two simulation
experts (SE) from the simulation training and education center and three Nursing Professional
Development Specialists (NPDS), with experience in instructional simulation and debriefing
methods. The NPDS helped the project leader in facilitating the pre-simulation-education-post-
simulation activity over 14-weeks. The simulation scenario was a video-vignette depicting a
patient, played by a standardized actor, exhibiting signs and symptoms of an acute stroke. The
scripted scenario (Appendix B and Appendix C) proceeded with a new nurse, played by a
standardized actor, who misses the patient’s change in condition. This was followed by the
preceptor giving feedback to the new nurse (standardized actor) to help develop feedback skills.
Methodology/Tools

The Simulation Module for Assessment of Resident’s Targeted Event Responses
(SMARTER) methodology (Appendix D) was used to design the scenarios and scripts for the
standardized actors within the simulations. Onello’s (2015) Feedback Assessment for Clinical
Education (FACE) [© copyright 2018 Center for Medical Simulation, Inc, Boston MA, USA,
https://harvardmedsim.org/. All rights Reserved, used with permission.] (Appendix E and
Appendix G) was used as a guiding competency to develop the targeted responses during the

simulation assessment and evaluation.
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FACE is a behavioral assessment tool to evaluate instructor competency in
conversational feedback skills. The tool was also designed as a framework to guide feedback.
This theory-based and evidence-informed tool adapted from the Debriefing Assessment for
Simulation in Healthcare (DASH) model, a valid and reliable tool used in academia and clinical
settings. Onello (2015) established quantitative content validity for the six-element criterion-
referenced tool (Appendix E); although it lacks further psychometric testing, it is useful in the
assessment of feedback skills in the clinical setting.

Simulation Activity

The preceptors attended a two-day simulation workshop (pre-sim/education/post-sim).
There were four-course sections available for them to register for attendance between September
and November of 2018. The simulation activity included three separate events over two half
days. On the first day, the preceptors began with refreshments and a review of the workshop
objectives. Each preceptor watched a two-minute video-vignette of a nurse-patient clinical event
and then individually participated in a 15-minute pre-simulation session to assess their current
feedback skills with a preceptee (SA). After the preceptors completed the pre-simulation
assessment, they returned to a classroom to begin the three-hour education on feedback skills,
facilitated by an NPDS. The exercises and class discussions were robust, and the preceptors
could share and ask questions. The preceptors had an opportunity to review the content and
practice the skills learned before returning the following day, for the post-simulation assessment
(Appendix F) followed by a debriefing with the NPDS. On the second day, two NPDS
individually assessed the nurse preceptor’s feedback skills during the post-simulation Each
preceptor was allotted 90-minutes to complete the post-simulation with a debriefing.

Procedures/Timeline
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During weeks one to two, the project leader sent initial email correspondences to the
potential preceptors identified by the pilot unit’s nursing leader, to provide details of the project
and instructions how to register for the workshop if they choose to participate. A subsequent
email was sent thanking the registries for their registration and confirmed their class dates.

During weeks three through 10, the 12 preceptors completed the two-day feedback
simulation workshop. There were four training cycles available for the preceptors to choose to
accommodate the unit’s staffing needs and flexibility to the participants. Three of the four
workshops were held based on their registration. Each of the three workshops had four preceptor
participants. The three NPDS shared the responsibility to facilitate the pre and post simulations,
and one had the sole responsibility of teaching the didactic portion. The training cycle consisted
of two parts; a pre-simulation and two-hour didactic training session on feedback strategies and
then a post-simulation within two days that were debriefed by an NPDS. During weeks 11
through14, the project leader held a post-debrief for the feedback simulation with the NPDS and
the simulation experts on facilitators, barriers, opportunities for improvements, followed by the

next steps for sustainability and dissemination.

Data Collection and Analysis

Each feedback conversation between the preceptor and preceptee (SA) was observed by
two NPDS and evaluated independently for a pre-simulation and a post-simulation using the
modified FACE Tool (Appendix F). A comparison of the NPDS pre- and post-scores evaluated
observational inter-rater reliability. The NPDS discussed discrepancies in scoring after each
session.

Descriptive statistics were reported to describe the population (Table 1). Quantitative

methodologies were used to analyze the preceptor feedback behavioral elements during the
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simulation; the scores from the pre-simulation and the post-simulation were used to conduct
paired t-tests and then repeated-measures analysis of variance (ANOVA) to determine
differences based on learner populations (Table 2). A Mixed Effect Model was computed to
strengthen the validity of the data. Concordance Correlation Coefficients were computed on the
NPDS’s pre- and post-data to assess agreement between raters (Table 3).

The statistical analysis was computed using Microsoft Office 365, Excel Statistical Pak
and with the assistance of a biostatistician provided by MedStar Health Research Institute. All
data were de-identified to limit risks to the participants.

Protection of Human Subjects

A query was submitted to the Institutional Review Board with the University of
Maryland Medical System and MedStar Health Research Institute and determined as Non-
Human Subjects Research. Measures taken to protect the participants included scanning and
storing all assessments in a password protected computer; placing original copies in a locked
shredding bin and disposed of like other protected health information by federal/state law; and
de-identifying data before statistical analysis. Preceptor participation in the project was
voluntary; individual scores are private; their performance in the workshop will not affect

employment or their effect ability to function as a preceptor.

Results

Modifications

One SA was requested for the simulation demonstration to promote continuity and
consistency with the script for each nurse preceptors. Due to scheduling availability, two SAs
were trained by the project leader to share the responsibility of the pre and post-simulation

interactions with the nurse preceptors. Secondly, one of the NPDS was unable to complete all



FEEDBACK SIMULATION 14

the sessions due to an unforeseen obligation, and the third NPDS filled the gap. These
unexpected changes came before the first day of training and accommodations were made
quickly and seamlessly. The SA and NPDS were both competent to perform the roles. Lastly,
the planned 90-minute debriefing for the post-simulation took on average 40-minutes (30-50
minutes).
Data Analysis and Demographics

Data reports were generated by decoding the findings collected from the modified FACE
Tool assessments. The coded data was computed by a Microsoft Office 365, Excel Statistical
Pak and the assistance of a biostatistician. All twelve nurse preceptors attended both workshop
dates and completed the surveys; pre- and post-simulation assessments were obtained for the
twelve participants, representing a 100% response rate. Two NPDS evaluated each preceptor's
simulation sessions. Four of the preceptor’s pre-simulation was evaluated by a different NPDS
(back-up) that facilitated the session in the absence of the primary facilitators.

Most of the participants were female (99.9%) and Baccalaureate prepared (67%) (see
Table 1 for full descriptive statistics). Most of them had limited experiences in the role of
preceptor: four or less years of preceptor experience (92%), never received formal preceptor
training (42%), and had two or less opportunities to formally precept a new nurse. Prior to the
workshop, the preceptors rated their current knowledge for feedback strategies and evaluated the
classroom content facilitated by the NPDS. The overall program evaluations were rated as very
good and their perceptions of their knowledge post-simulation as very good. See Tables 4 for

summary of results.

The preceptors’ performance behaviors were assessed during the pre- and post-

simulations using the FACE tool. There was a total of six behavioral elements, each having an
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additional subset of elements accompanying it for a total of 22 questions (appendix F). The first
three questions were not used in the data analysis because of the lack of appropriateness to the
scenarios (Table 2). The trend in scoring by NPDS was evaluated by using paired t-tests and
repeated-measures ANOVA (Table 2); the data was then evaluated for agreement between raters
using the concordance correlation coefficient (Table 3). A mixed effect model was used to
capture both the fixed and random elements that occurred with the NPDS scoring for the pre- and
post-simulation data. This method can be useful when the same statistical data is measured over

time.

Results

The anticipated outcome for the context of this project was to improve preceptor
competency in the delivery of feedback to preceptees (SA) in a simulated environment after
education. The preceptors were assessed using the modified 19 individual behaviors from the
FACE Tool pre-and post the education by two NPDS. The data (Table 2) averaged the scores for
all the preceptors per behavior to show the overall mean, standard deviation, and standard error.
The paired t-test showed significant improvements (p< 0.01) in sub-elements associated with
four of the overarching behavioral elements: establishes an engaging learning environment,
maintains an engaging learning environment, identifying learning gaps, and helping learner
achieve or sustain good future performance for both NPDS scoring. The standard error was
computed to estimate population parameters from the known sample statistics. Standard error is
useful method of measurement for small sample sizes. Table 2 compares the difference between
the two NPDS standard error and estimates there would be improved behaviors in all elements to
include structuring feedback conversation in an organized way and provoking engaging

discussions. The agreement between raters was variable but mostly improved with the second
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scoring of the preceptors (Table 3). Concordance correlation coefficient ratings were measured

to evaluate inter-rater reliability in the second scoring and ranged from 0 to 0.903.

In the context of the clinical setting (simulation lab), there were no differences noted
between the observed and anticipated outcomes. The preceptors were homogenous in their
initial knowledge for feedback strategies and none of the participants could articulate a feedback
method they routinely used in their practice setting. There were overall improvements after the
intervention in feedback skills. The implementation of the simulation went smoothly, and the
participant’s verbal statements of improved competency were validated by the modified FACE

Tool and self-perception questionnaire.

Strengths. The simulation, vignettes, and scripting were engaging and useful teaching
strategies. The workshop is transferrable to many settings and disciplines. The FACE
methodology and Rater Form were practical and straightforward. There was strong stakeholder
buy-in, and the preceptors and NPDS received immediate benefit of the innovation during the

workshop.

Limitations. The NPDS evaluation is subjective and may exhibit bias due to their
expectations and prior relationships with the preceptors. During the classroom instruction, the
FACE Rating Form was given to the preceptors and the larger FACE Handbook was offered to
those who wanted it as a reference. Those who reviewed the handbook stated after their post-
simulation that it assisted them in the learning and preparation for delivering feedback. Each
preceptor should have been given both resources and encouraged to use it to facilitate their
understanding and learning of the FACE methodology. Additionally, after the completion of the
data collection when coding the assessment elements, the project lead realized that each

subcategory in the FACE Rating Form was scored individually. The tool suggests that each of
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the six-elements be scored holistically rather than a checklist. The project leader and NPDS
thought it to be more meaningful to look at each behavior and provide specific suggestions
during the preceptors debrief session. It is unknown if the change in scoring method would have
had an impact on the overall results but analyzing larger data sets can be cumbersome. The
number of resources and personnel that were needed to implement the project costly. The
implementation required simulation experts, SA, NPDS trained in debriefing, physical space, and
the participants’ time. This hospital had resources to support the project, but it may not be easily
disseminated to other environments where these resources are not available. Lastly, participants’
adoption and satisfaction must be considered. The pre- and post-simulation were assessed one
day apart which limits the ability to assess retention of the content. The preceptors
communicated that returning the following day was inconvenient for the post-simulation.
Although their leader paid them for their time, they preferred to complete the workshop over one

day.
Conclusion

Usefulness of the Work. The use of simulation and a standardized methodology to
foster feedback skills is a valuable teaching strategy for preceptors in the clinical setting. It
prepares the preceptor to effectively assess the NTP RNs’ day-to-day progress and offer
meaningful suggestions, plans for future learning, foster critical thinking, and enforce safe
practices. Simulated feedback conversations allow preceptors to practice their communication
skills in a safe environment with the reality of a standardized actor playing the role of the

receptor of the feedback.

Sustainability. The hospital’s Nursing Professional Development Department educators

currently provide an introductory preceptor workshop plans for the sustainability of the feedback
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simulation include offering it as a part of that current quarterly workshop, and to add an annual
half-day stand-alone refresher class on feedback. The NPDS that participated in the project are
experienced in preceptor development and simulation, have the physical resources, stakeholder

buy-in, and financial support from nursing leadership to sustain this innovation.

Potential Spread to Other Contexts. This feedback simulation can also be translated in
many settings, disciplines and relationships where there is a facilitator and a learner or; the
relationship is a leader and a subordinate. Feedback is a skill that is required in most
professional and contractual relationships. Discussions are underway to implement this
preceptor feedback simulation innovation in other hospitals within the 10-hospital system. The
provision of simulated feedback conversations is versatile and can be implemented in nursing,

other areas in the medical field and in leader training programs.

Implications for Practice, Future QI Projects, and Education.

Effective communication skills that include the ability of RN preceptors to provide
feedback is crucial. Preceptors are in a vital role that shapes and guides the transition of the NTP
RN into the practice environment. Ineffective preceptorship can affect patient safety and
outcomes, along with staff satisfaction and retention. With future QI project implementation,
considerations for revision of methodology and assess the participant learning over a longer
period may help to make greater improvement in feedback skill. Lastly, simulated feedback

conversations are a valuable teaching strategy for both the clinical and academic settings.

Suggested Next Steps. One potential opportunity is collaboration with NPDS and
simulation experts across the healthcare system for further development of the feedback

simulation. These partnerships could increase dissemination and use of the innovation for over
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10,000 nurses and physician associates at the organization. Secondly, the simulation activity can

be included in nurse manager and charge nurse training.



FEEDBACK SIMULATION 20

References

Barwick M, Bennett L, Boydell KM, Wotring J, Parker K, Van Dyke M & Darling J. (2011).
Setting the pace: Curriculum for implementing evidence-informed practices. Ontario,
Canada: Ontario Centre of Excellence for Child and Youth Mental Health.

Beitz, J. M. (2018). Attitude isn't the only thing, it's everything: Humanistic care of the bariatric
patient using Donabedian's perspective on quality of care. Ostomy Wound Management,
64(1), 12-17.

Benner, P. (1984). From novice to expert, excellence and power in clinical nursing practice.
Menlo Park, CA: Addison-Wesley Publishing Company.

Bing-You, R., Varaklis, K., Hayes, V., Trowbridge, R., Kemp, H., & McKelvy, D. (2018). The
feedback tango: An integrative review and analysis of the content of the teacher-learner
feedback exchange. Academic Medicine, 93(4), 657-663. doi:
10.1097/ACM.0000000000001927

Bradley, H., Cantrell, D., Dollahan, K., Hall, B., Lewis, P., Merritt, S.,.... White, D. (2015).
Evaluating preceptors. Journal of Nursing Professional Development, 31(3), 164-169.

Boyer, S. (2008). Competence and innovation in preceptor development: Updating our
programs. Journal for Nurses in Staff Development, 24(2), 1-6.

Cappelletti, A., Engel, J., & Prentice, D. (2014). Systematic Review of Clinical Judgment and
Reasoning in Nursing. Journal of Nursing Education, 53(8), 453-458.
https://doi.org/10.3928/01484834-20140724-01

Carbogim, F., Oliveira, L., Campos, G., Nunes, E., Alves, K., & Puschel, V. (2017).

Effectiveness of teaching strategies to improve critical thinking in nurses in clinical



FEEDBACK SIMULATION 21

practice: A systematic review protocol. Joanna Briggs Institute of Systematic Reviews
and Implementation Reports, 15(6), 1602-1611. doi: 10.11124/JBISRIR-2016-003035

Chang, C., Lin, L., Chen, I, Kang, C., & Chang, W. (2015). Perceptions and experiences of nurse
preceptors regarding their training courses: A mixed method study. Nurse Education
Today 35, 220-226.

Clark, C. (2018). Combining cognitive rehearsal, simulation, and evidence-based scripting to
address incivility. Nurse Educator, 44(2), 64-73. Doi: 10.1097/NNE.0000000000000563

Cotter, E. & Dienemann, J. (2016). Professional development of preceptors improves nurse
outcomes. Journal of Nursing Professional Development, 32(4), 192-197. doi:
10.1097/NND.0000000000000266

Curl, E., Smith, S., Chisholm, L., McGeeg, L., & Das, K. (2016). Effectiveness of integrated
simulation and clinical experiences for nursing students. Nursing Education Perspectives,
37(2), 72-77. doi: 10.548/15-1647

Donabedian, A. (1988). The quality of care: How can it be assessed. Journal of American
Association, Sept 23/30, 260(12), 1743-1748. Retrieved from
http://nursingworld.org/DocumentVault/Care-Coordination-Panel-Docs/background-
docs/Jun-4-Mtg-docs/The-Quality-of-CareHowCanltBeAssessed-Donabedian1988.pdf

Donabedian, A. (1980). Explorations in quality assessment and monitoring: The definition of
quality and approaches to its assessment. Ann Arbor, MI: Health Administration.

Fink, R., Krugman, M., Casey, K., & Goode, C. (2008). The graduate nurse experience:
Quialitative residency program outcomes. Journal of Nursing Administration, 38(7), 341-

348. doi: 10.1097/01.NNA.0000323943.82016.48



FEEDBACK SIMULATION 22

Finn, F.A. & Chesser-Smyth, Patricia. (2013). Promoting Learning Transfer in Preceptor
Preparation. Journal for nurses in professional development. 29. 309-315.
10.1097/NND.0000000000000014.

Forneria, S. & Peden-McAlpine, C. (2009). Creating context for critical thinking in practice: The
role of the preceptor. Journal of Advanced Nursing, 65(8), 1715-1724. doi: 10
.1111/j.1365-2648.2009. 05031.x

Gardner, G., Gardner, A., & O’Connell J. (2013). Using the Donabedian framework to examine
the quality and safety of nursing service innovation. Journal of Clinical Nursing, 23,
145-155. doi 10.1111/jocn.12146

Jeffries, C. H. & Hornsey, M. J. (2012). Withholding negative feedback: Is it about protecting
the self or protecting others? British Journal of Social Psychology, 51, 772-780.
doi:10.1111/j.2044-8309.2012. 02098.x

Kimhi, E., Reishtein, J., Cohon, M., Friger, M., Hurvitz, N., & Avraham, R. (2016). Impact of
simulation and clinical experience on self-efficacy in nursing students: Intervention
study. Nurse Educator, 41(1), E1-E4. doi: 10.1097/NNE.0000000000000194

L’Ecuyer, K., Lancken, S., Malloy, D., Meyer, G., & Hyde, M. (2018). Review of state boards
of nursing rules and regulations for nurse preceptors. Journal of Nursing Education,
57(3), 134-141. doi:10.3928/01484834-20180221-02

Lefroy, J., Watling, O., Teunissen, P., & Brand, P. (2015). Guidelines the do’s, don’ts, and
don’t knows of feedback for clinical education. Perspective Medical Education 4, 284-
299. Retrieved from https://link.springer.com/content/pdf/10.1007%2Fs40037-015-
0231-7.pdf

Lin, E., Chao, S., & Chen, Y. (2013). Using standardized patient with immediate feedback and



FEEDBACK SIMULATION 23

group discussion to teach interpersonal and communication skills to advanced practice
nursing students. Nurse Education Today, 33(6), 677-683.
https://doi.org/10.1016/j.nedt.2012.07.002

Macauley, K., Brudvig, T., Kadakia, M., & Bonneville, M. (2017). Systematic review of
assessments that evaluate clinical decision making, clinical reasoning, and critical
thinking changes after simulation participation. Journal of Physical Therapy Education,
31(4), 64-75.

Mann-Salinas, E., Hayes, E., Robbins, J., Sabido, J., Feider, L., Allen, D., & Yoder, L. (2013).
A systematic review of the literature to support an evidence-based precepting program.
Burns, 40, 374-387.

Martensson, G., Lofmark, A., Mamhidir A., & Skytt B. (2016). Preceptors’ reflections on their
educational role before and after a preceptor preparation course: A prospective qualitative
study. Nurse Education in Practice, 19, 1-6. http://doi.proxy-hs.researchport.umd.edu /
10.1016/j.nepr.2016.03.011

Mitchell, J., Ku, C., Diachun, C., DiLorenzo, A., Lee, D., Karan, S., Wong, V., Schell, R.,
Brzezinski, M., & Jones, S. (2017). Enhancing feedback on professionalism and
communication skills in anesthesia residency programs. Anesthesia & Analgesia, 125(2),
620-631. doi: 10.1213/ANE.00000000000002143

Mok, H., So, C., & Chung, J. (2016, October). Effectiveness of high-fidelity patient simulation in
teaching clinical reasoning skills. Clinical Simulation in Nursing, 12(10), 453-467.

http://dx.doi.org/10.1016/j.ecns.2016.06.003



FEEDBACK SIMULATION 24

Motola, I., Devine, L., Chung, H., Sullivan, J., & Issenberg, B. (2013). Simulation in healthcare
education: A best evidence practical guide. AMEE Guide No0.82, Medical Teacher,
35(10), 1511-1530. doi: 10.3109/0142159X.2013.818632

Murray, L. & Buckley, K. (2017). Using simulation to improve communication skills in nurse
practitioner preceptors. Journal for Nursing Professional Development, 33(1), 33-39. doi:
10.1097/NND.0000000000000325

National State Council of Boards of Nursing (2018). Nurses Practice Act, Rules, and
Regulations. Retrieved from, https://www.ncsbn.org/nurse-practice-act.htm

Neher, J., Stevens, N. (2003). The one-minute preceptor. Family Medicine, 35(6), 391-393.
Retrieved from https://www.stfm.org/fmhub/fm2003/jun03/stevens.pdf
Onello, R. (2015). Assessing the quality of feedback during clinical learning: Development of

the Feedback Assessment for Clinical Education (FACE). Retrieved from,
https://archive.hshsl.umaryland.edu/handle/10713/4617

Onello R, Rudolph JW, Simon R. Feedback for Clinical Education (FACE) Rater’s Handbook.
Center for Medical Simulation, Boston, Massachusetts.
https://harvardmedsim.org/wp-content/uploads/2017/01/FACE.RaterHandbook.pdf.
2015.

Richards, J. & Bowles, C. (2012). The meaning of being a primary nurse preceptor for newly
graduated nurse. Journal of Nursing Professional Development, 28(5), 208-213.

Robbins, J., Valdez-Delgado, K., Caldwell, N., Yoder, L., Hayes, E., Barba, M., Greeley, H.,
Mitchelle, C., & Mann-Salinas, E., (2017). Implementation and outcomes of an
evidence-based precepting program form burn nurses. Burns, 43, 1441-1448.

Roth, C., Wieck, K. L., Fountain, R., & Haas, B. (2015). Hospital nurses' perceptions of human

factors contributing to nursing errors. Journal of Nursing Administration. 45, 263-269.



FEEDBACK SIMULATION 25

Roth, J. (Ed.). (2015). Core curriculum for preceptor advancement: Preceptor specialty
development. Peyton, CO: American Academy for Preceptor Advancement.

Roth, J., Figueroa, S., & Swihart, D., (2014). Scope and standards of practice for preceptor
advancement. Peyton, CO: American Academy for Preceptor Advancement.

Roze des Ordons, A., Cheng, A., Gaudet, J., Downar, J., & Lockyer, J. (2018). Exploring
faculty approaches to feedback in the simulated setting: Are they evidence informed?
Empirical Investigations, 13(3), 195- 200.

Shinner, J. & Franqueriro, T. (2017). The nursing professional development practitioner and
preceptor role development. Journal of Nursing Professional Development, 45-46. doi:
10.1097/NND.0000000000000322

Shinner, J. & Franqueriro, T. (2015). Preceptor skills and characteristics: Considerations for
preceptor education. The Journal of Continuing Education in Nursing, 46(5), 233-236.
doi: 10.3928/00220124-20150420-04

Silberman, N., Litwin, B., Panzarella, K., & Fernandez-Fernandez, A. (2015). High fidelity
human simulation improves physical therapist student self-efficacy for acute care
practice. Journal of Physical Therapy Education, 29(4), 14-24.

Simon R, Raemer DB, Rudolph JW. Debriefing Assessment for Simulation in Healthcare
(DASH)© Rater’s Handbook. Center for Medical Simulation,

Boston, Massachusetts. https://harvardmedsim.org/wp-
content/uploads/2017/01/DASH.handbook.2010.Final.Rev.2.pdf. 2010.

Spector, N., Blegen, M.A,, Silvestre, J., Barnsteiner, J., Lynn, M.R., Ulrich, B., Fogg, L.,
Alexander, M. (2015). Transition to practice study in hospital settings. Journal of

Nursing Regulation. 5, 24-38.



FEEDBACK SIMULATION 26

Thompson, C., Aiken, L., Duran, D., & Dowding, D. (2013). An agenda for clinical decision
making and judgement in nursing research and education. International Journal of
Nursing Studies, 50(12), 1720 — 1726. doi: https://doi.org/10.1016/j.ijnurstu.2013.05.003

Ulrich, B. (2011). Mastering precepting: A nurses’s handbook for success. Indianapolis, IN:
Sigma Theta Tau International. ISBN 9781935476597

Wenrich, M., Blackley-Jackson, M., Maestas, R., Wolfhagen, I., & Scherpbier, A. (2015). From
cheerleader to coach: The developmental progression of bedside teachers in giving
feedback to early learners. Academic Medicine, 90(11), 91-87. dio:
10.1097/ACM.0000000000000901

Wilson, R., Acuna, M., Ast, M., & Bodas, E. (2013). Evaluation of the effectiveness of
simulation for preceptor preparation. Journal for Nurses in Professional Development
29(4), 186-190. dio: 10.1097/NND.0b013e31829aec2e

Windey, M., Lawrence, C., Guthrie, K., Weeks, D., Sullo, E., & Chapa, D. (2015). A
systematic review on interventions supporting preceptor development. Journal of
Nursing Professional Development, 31(6), 312-323.

Zarifsanaiey, N., Amini, M., & Saadat, F. (2016). A comparison of educational strategies for the
acquisition of nursing student’s performance and critical thinking: Simulation-based
training vs. integrated training (simulation and critical thinking strategies). BMC Medical

Education, 16(294). doi: 10.1187/s12909-016-0812-0



FEEDBACK SIMULATION

Characteristics of Nurse Preceptors

Education/Degree n (%)
Associate 4 (0.33)
BSN 8(0.67)
Age n (%)
20--25
26--30 5(0.42)
31--35 2(0.17)
36--40 2(0.17)
41--45 2(0.17)
46--50
51--55
56--60 1(0.083)
# years of Nursing Experience n (%)
0--3 5(0.42)
4--6 7(0.58)
# years’ experience in as a

Preceptor n (%)
0--3 11(0.92)
4--6 1(0.083)

Note. Data source: classroom survey 2018
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Table 2.
Pre-Post Simulation Scores by NPDS per Behavioral Sub-element
NPDS 1 NPDS 2
Pre 1 Post 1 Difference Paired T Pre 2 Post 2 Difference Paired T | Difference between
Test Test Educators
Behavioral .
Sub-elements Mean + SD | Mean + SD | Mean + SE | P value Mean + SD | Mean + SD | Mean + SE | P value Estimate + SE P value
*1d 275 +136 | 55+15 |275+0.64 | 0.0013 241+ 116 | 55+1.93 | 3.08+0.6 < 0.001 2.92 + 0.39 <.0001
2a 1.83 +£0.83 5+1.48 3.17+044 | <0001 || 217+ 1.03 |533+1.83|3.17+055| <0.001 3.17+ 0.30 <.0001
2b 5 +2.04 6 +0.43 1+0.58 0.1112 458+ 144 | 583+1.27 | 1.25+0.64 | 0.0771 1.13+ 0.38 0.006
2c 442 +1.78 5+154 058+0.78 | 04719 || 433+ 107 | 54+099 | 1.08+0.5 0.0528 0.83+ 0.40 0.0435
2d 3.33 £156 | 4.33+1.55 1+0.54 0.0892 375+ 171 | 442+162 | 0.67+£0.73 | 0.3818 0.83+ 041 0.0489
2e 475 +165 | 583+0.71|1.08+054 | 0.0714 45+ 117 |591+099 | 142+0.31 | <0.001 1.25+ 0.30 0.0002
2f 283 +093 | 433+155 | 15+0.45 0.0069 35+ 138 |425+1.65|0.75+£052 | 0.1802 1.13+0.33 0.0016
29 491 +0.99 | 5.91+£0.66 1+0.3 0.0069 517+ 1.19 | 591+051 | 0.75+0.35 | 0.0558 0.88 +0.20 0.0001
3a 33 +£192 |458+0.79 |1.25+066 | 0.0866 | 4.08+ 1.67 | 458+0.99 | 05+0.69 0.4843 0.88 + 0.40 0.0371
3b 3.67 +192 | 483+1.69 | 1.17+055| 0.0568 3+ 1.28 492+1501|192+042 | <0.001 154 +0.37 0.0002
3c 358 +2.02 |483+1.46|125+066 | 0.0866 | 3.83+ 199 | 50+1.71 |117+069 | 0.1211 1.21+ 0.40 0.0047
4a 4 +2.17 467+143 | 0.67+0.69 | 0.3541 358+ 223 |467+156|1.08+0.67 | 0.1332 0.88+ 0.42 0.0449
4b 433 £223 | 467+1.37|033+£0.79 | 0.6817 475+ 16 |483+1.19 | 0.08+0.54 | 0.8808 0.21+0.41 0.6137
483+
4c 5.17 £1.64 | 558 +0.67 | 0.42+0.45 0.376 1.585 5.75+0.86 | 0.92+0.53 | 0.1109 0.67 £0.29 0.0284
-0.33 +
5a 3.75 £+2.05 | 3.41+1.88 0.88 0.7126 3.25+2.05 4+2 0.75+0.82 | 0.3787 0.21 +£0.55 0.7052
5b 192 +0.79 | 3.83+1.47 | 1.92+0.43 0.001 25+ 090 | 442+162 | 192+0.48 | 0.0022 1.92 +0.28 <.0001
6a 283 +1.03 |433+123 | 15+0.34 <0.001 | 283+ 133 |425+165|1.42+0.43 | 0.0076 1.46 + 0.29 <.0001
6b 2.67 £+098 | 35+1.38 | 0.83+0.53 0.147 3.33+ 1.72 4+1.75 0.67+£0.61 | 0.2957 0.75+ 0.38 0.0571
6C 2 +0.60 35+1.17 | 1.5+0.29 <0.001 | 2.17+ 0.83 4+134 1.83+0.3 <0.001 1.67 +0.25 <.0001

Note. Data source: FACE Tool Data Analysis_2018
* sub-elements 1a-c removed, could not be observed in setting. Red denotes values of significant difference.
See Targeted responses for behavioral sub-elements in Appendix D and Appendix F,
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Table 3.
Concordance Correlation Coefficient, Agreement Between NPDS Raters
FACE Tool Competency Pre Post
Behavioral Elements (SS;L;bA(:)Is;rr\\Z?)’:sC) cce cce
1. Establishes an engaging learning environment. *1d 0.123 | 0.848
2. Maintains an engaging learning environment. 2a 0.419 0.903
2b 0.676 0
2c 0.727 0.205
2d 0.328 0.695
2e 0.37 0.7
2f -0.056 0.842
28 0.598 0.489
3. Structures the feedback conversation in an organized 3a 0.763 0.664
way. 3b 0.125 0.629
3c 0.877 0.893
4. Provokes engaging discussion. 4a 0.771 | 0.797
4b 0.659 0.727
4c 0.932 0.556
5. Identifies and explores performance gaps. 5a -0.095 | 0.148
5b 0.15 0.735
6. Helps the learner achieve or sustain good future 6a 0.239 | 0.692
performance. 6b 0.384 | 0.552
6¢ -0.167 0.368

* sub-elements 1a-c removed, could not be observed in setting

See Targeted responses for behavioral sub-elements in Appendix D and Appendix F

Note. Data source: FACE Tool Data Analysis_2018
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Table 4.
Nurse Preceptors’ Workshop Evaluation

Self-Assessment Mean + SD*
Current Knowledge 3.17+0.39
Current Comfort 3.25+0.45
Types of Feedback 2.5+0.90
Methods Feedback 1.83+0.83

Program Evaluation Mean + SD*
Consistent content 4.310.65
Relative to Objectives 4.5+0.67
Method effective 4.58 +0.67
Pace & structure 4.5+0.67
Handouts 4.510.67
Commercial bias 4,5+0.67
Content applicable to practice 4.3+0.65
Pre-knowledge 3.33+1.15
Post-knowledge 4.5+0.52

Speaker Mean + SD*
Explain objectives 4.75 £ 0.62
knowledgeable 4.75+0.62
Clear & concise 4.75 +0.62
Well prepared 4.75 + 0.62
Encouraged participation 4.75+0.62

Course Objectives Mean + SD*
Describe feedback methods 4,5+0.67
Demonstrate the FACE tool 4.5%0.67
Confidence /competent in feedback 4.510.67

Note. Data Source: classroom survey 2018; Mean and SD based on 5-point Likert Scale (5=excellent,

4=very good, 3=good; 2=fair, 1=poor)
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Appendix A
Evidence Table
Author, year | Study Design Sample (N) Outcomes studied (how | Results *Level
objective/intervention measured) and
or exposures compared Quality
Rating
Bing-You, To examine feedback Integrative review 51 articles reviewed | Literature review 43% failed to give constructive 5A
Varaklis, as it relates to learners | and analysis from 2011-2016. feedback
Hayes, in healthcare (Scoping Review) 49% involved 37% delivered low quality
Trowbridge, | environment medical students feedback
Kemp, & Multiple feedback tools found
McKelvy,
2018
Chang, Lin, | To explore nurse Mixed method Convenience Training Course Three themes emerged from data: 5B
Chen, Kang, | preceptors’ perception | design: focus group sampling from 8 Perception Scale inadequate training before being
& Chang, of their training and interviews and cross- | hospitals in Taiwan; | (TCPS) developed by appointed a preceptor, training
2015 experiences as a sectional Preceptors (N= investigators, content course more theoretical than
preceptor questionnaire survey | 386), validity established by a | practical, and multiple stressors
Full-time nurses panel of seven experts from job, role, and personal life.
who had mentored at
least one new Focus group recorded Communication skills were viewed
graduate nurse interviews included five | as the most fulfilling and clinically
open-ended questions useful.
by one investigator (90-
120 minutes in length) | Limitations: international study
to measure the may not be generalizable to US
preceptors' experience preceptor courses; time in which
as a preceptor; most and | the preceptors received their
least useful components | training is unknown and courses
of their training in taken in the past may alter
fulfilling their learning | responses to survey questions due
needs and its clinical to poor recall; data saturation of
usefulness focus group interviews were not
meet.
Lefroy, J., To create a list of Guideline 4 medical educators | Evidence-informed, yielded 32 trichotomous questions: | 5 A
Watling, O., | behaviors for development developed initial list | consensus met for (do’s, don’t, and don’t know)
Teunissen, teachers/educators in of 65 questions, guideline
P., & Brand, | feedback skillsin the decreased to 32 recommendations
P., 2017 clinical environment through an iterative

process of expert
medical trainers
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Mann- Review of literature for | Systematic Review 43 articles Databases- CINHAL, Literature supported the 5B
Salinas et al., | evidence-based ProQuest, Medling, development of a preceptor
2013 preceptor programs. Cochrane; key terms: program for this hospital
preceptor, preceptee,
competency-based,
learning styles,
preceptor, critical care,
nurse, precept; time
frame- 1995-2011;
graded and analyzed.
Martensson, | To describe the Prospective N= 27 preceptors in | Pre-and post interviews | Preceptors described teachingasa | 5C
Lofmark, preceptors’ experiences | qualitative study an acute care setting | by different learning process, roles expectations
Mamhidir & | of their educational role in Sweden. interviewers, same and preconditions were understood,
Skytt, 2016 | before and after questions. and reflective learning in the
participation in a preceptor program strengthened
university preceptor their knowledge.
preparation course.
Mok, So, & | To evaluate the A systematic review | All studies utilized Jadad Scale — designed | HFPS did not show a significant 1B
Chung, 2016 | effectiveness of using of 1 randomized convenience for randomized trials to | difference in teaching clinical
high fidelity patient controlled trial and sampling from assess methodological reasoning skills to students.
simulation (HFPS) in ten quasi-randomized | baccalaureate quality. Although HFPS was not more
comparison to other controlled trials nursing programs. effective, studies suggest it is at
methods of teaching to HFPS (N= 13-140) The review examined least as effective.
teach clinical reasoning Vs the relationship
to undergraduate Other teaching between student There was no difference in the
nursing students. methods performance level of simulation (low and
(knowledge, skill medium) in four studies.
us performance, and
critical thinking) and Limitation: all studies were from
simulation design single universities, randomization
characteristics. was not described in all studies,
small sample sizes and therefore
not easily generalizable.
Murray, L. To improve nurse Non-experimental Acute and primary Nurse Mentor Qualities | The project had 3 phases: (1) a 5B
& Buckley, practitioner preceptors’ | pretest/posttest nurse practitioners Survey (NMQS) — 36- needs assessment was administered
K., 2017 confidence and design; quality (N=217) item surveying for all the medical center NPs, (2)
communication skills improvement Nurse practitioner perceived importance3 | needs assessment administered to
during mentoring using preceptors (N= 96) of specific mentor the medical center’s NP preceptors,
simulation qualities, skill level in and (3) the development of the
The US, sizeable mentoring clinical simulation.
medical center characteristics, and
comfort in handling
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specific situations as a
preceptor.

NMQS — good internal
consistency and
reliability.

Student Satisfaction
and Self-Confidence in
Learning Tool (SSSC)
— evaluated whether
simulation experience
was perceived as an
effective strategy for
the set communication
skills.

SSSC — good content
validity and reliability.

Debriefing with Good
Judgement approach
post-simulation.

63 (29%) of 217 nurse practitioners
(NPs) completed survey indicating
the need for mentoring; 43 (45%)
of 96 NP preceptors completed
NMQS indicating deficit in
communication of difficult
conversations and preceptor
comfort; 15 of 16 lead preceptors
participated in simulation activity
and rated it as an effective strategy
for developing skills and
improving confidence in
communication skills in mentoring.

Limitations: NMQS is a self-report
survey; single site project; post-
survey immediately after
intervention; thus, the reliability of
content not assessed; study not
generalizable across all settings.

The study's findings show
simulations as an effective teaching
strategy for nurse preceptor
confidence in communication and
mentoring.

Myers,
Reidy,
French,
McHale,
Chisholm, &
Griffin, 2010

To assess the
perceptions of nurse
preceptors and new-to-
practice registered
nurses (RNs) of their
learning needs as it
relates to safety
concerns for new
nurses

Qualitative, focus
group study

Convenience
Seven preceptors
(precepted within
previous year) &
Six new-to-practice
RNs (less than one
year of experience)
Voluntary
participation

From 2 US urban
hospitals

Recorded interview;
Questions developed by
co-moderators;
participants received
four questions in which
all themes emerged.
Questions: (1) What are
the main learning needs
of new-to-practice RNs
when entering the
hospital workforce? (2)
What are some of your
safety concerns about
new-to-practice RNs?
(3) What
recommendations
would you make to

Themes emerged: skill and role
development, preceptor teaching
strategies, critical thinking,
communication, technical aspects,
barriers, preparation for nursing,
clinical experience, clinical
practice support, feedback,
nurturing, and orientation.

Essential learning needs identified
were: technical skills, critical
thinking, and providing holistic
care and new-to-practice nurses'
stress can be diminished by
preceptor consistent and routine
feedback.

5B
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academic programs that
educate RNs that would
help new-to-practice
RNs in their first
working assignment?
(4) What
recommendations
would you make to
your preceptor about
your learning needs?

Use of qualitative
research technique
obtained saturation of
data.

Omer, T., To describe the Descriptive and N= 87 preceptees Self-administered 43- Preceptors and preceptees agreed 5A
Suliman, W., | expectations of the comparative item 4-point Likert on the importance of the preceptor
& Moola, S., | preceptor role and designed study scale questionnaire roles and responsibilities but
2016 responsibilities held by using Boyer (2008) differed in the degree of frequency
the preceptee and model for practice- in attendance, significance at p<.05
preceptor, their based nursing roles and
perceived importance responsibilities. The
of those roles, and the response rates were
frequency to which the 70% for preceptees and
preceptors hold it. 77.5% for preceptors.
Roze des Examine the range of Qualitative research | Resident (actors) 4 feedback simulations | The findings were categorized as 5B
Ordons, A, approaches used in study [faculty(preceptors) | Followed by debriefing; | low and high alignment for the
Cheng, A, simulated events. n=18 sessions were video conversational behaviors:
Gaudet, J., (21 participated, 18 | recorded, transcribed, approach, inquiry techniques,
Downar, J., consented for study) | and analyzed using a flexibility in adapting techniques to
& Lockyer, qualitative approach. context, articulating observations,
J., 2018 Educator facilitators and shared understanding of gaps

(experienced) n=11
(9 physicians/2
nurses)

111 video feedback
conversations
obtained:

Faculty — resident
(actors), n=55
Educators — faculty,
n=56

Template analysis used
to examine feedback
responses compared to
evidence-informed
recommendations.

and plan for improvements.

Results: variability in in feedback
conversations and were not
consistently aligned with feedback
guidelines. Faculty were ill-
prepared, uncomfortable, and had
gaps in how to assist the residents
with future goals.
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Wilson,
Acuna, Ast,
Bodas, 2013

To redesign current
preceptor preparation
course to align with
updated role and bridge
skills gaps in providing
feedback

Quality improvement

Nurse preceptors
enrolled in an
introductory course
(N=19)

Questions: (1)
Perceptions of
proficiency of role-
specific skills.

(2) Feasibility and
effectiveness of
introducing technology
into the preceptor
course.

Pretest/post on
knowledge of the
content of learning
objectives, reactions of
learning and simulation
exercise, and
application of content
assessed using Boyer
(2007) Vermont Nurses
in Partnership self-
evaluation tool
(modified).

Participants agreed or strongly that
course objectives were met.

Performance on pretest/posttest
were significantly improved,
posttest —t (50) = 3.31, p<.05

Follow-up evaluations from
preceptors and preceptees yielded
similar results:

Preceptors (N= 19) felt weaker on
establishing weekly goals and
plans in collaboration with
preceptee (3.89, SD 0.66); felt
strongest with protects the safety of
patients and preceptees while
providing a safe learning
environment (4.95, SD 0.23)
Preceptees (N= 15) evaluated
establishing goals and plans in
collaboration with preceptee the
lowest (4.33, SD 0.82); and scored
strongly agree (5) on protects the
safety of patients and preceptees
while providing a safe learning
environment, works to ensure
colleague support for novice, and
differentiates between practice
variations and violation of
principles.

Limitations:

The total sample size is unclear,
what is known is that 19 preceptors
returned the survey. The number
who took the class, simulation, and
pretest/posttest is unknown. Low
sample and single site studies limit
generalizability.

Content validity and reliability of
pretest/posttest not discussed.

6B
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Note: Large sample sizes in a
single site for active/current
preceptorships are challenging to
obtain

Zarifsanaiey, | To compare the effects | Quasi-experimental Nursing students California Critical Statistical significance in 4A
Amini, & of simulation and Pretest/posttest Control (N=20) Thinking Ability performance for students in the
Saadat, 2016 | critical thinking design Experimental Questionnaire and experimental group that received
strategies to only (N=20) Objective Structured integrated training; critical thinking
simulation-based Clinical Examination. scores were improved in one
training on clinical International Both tools reliable and | category. The study suggests that
performance and University valid on-going training is needed to see
critical thinking differences in critical thinking in
abilities in nursing students.
students
Wenrich, M., | To examine the qualitative 31 medical staff 82 interviews — some 5B
Blackley- developmental longitudinal study (clinician teachers) participants were
Jackson, M., | progression of interviewed 1-3 times.
Maestas, R., | clinician-teachers as
Wolfhagen, they learned feedback
I, & skills for medical
Scherpbier, students.

A., 2015
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Appendix B

STANDARDIZED PATIENT SCRIPT TEMPLATE

Scenario # 1 Background

Character Name: Keli Lay
Title of Work: Preceptor Development: Feedback Skills

Brief Overview of Simulation: This is a simulation activity to support nurse preceptors in learning how to
deliver feedback to the preceptee (new to practice RN/NTP RN). The standardized person will function
in the role of the NTP RN. This interaction will give the learner “preceptor” the opportunity to practice
the feedback skills in a simulated environment.

Situation:

Day #1- Preceptor and Preceptee will assess a patient who has a change in condition. The preceptee
does not recognize the change and does not provide appropriate interventions. The preceptor will
proceed as they would in their environment and prompted to provide feedback to preceptee at the end
of the scenario/case study. Initially, the preceptee will not respond well to feedback. No debriefing
provided. Nurse preceptor will attend feedback workshop.

Day #2- Repeat scenario. The nurse educator facilitated the simulation will provide debriefing to the
preceptor. The preceptor will have an opportunity to reflect on the learning.

Setting of encounter: A simulated patient bedside/a space to provide feedback in an acute care setting.

Purpose of the activity: Enhance feedback skills for nurse preceptors

Scenario Branch Points
*after preceptee returns from the assessments

If... Then...
Preceptor: Preceptee:

Precpetee is over confident and dismissive of potential
issues; he/she doesn’t realize that patient’s
presentation is concerning and requires Rapid
Response Team (RRT) call.

“How are your patients?”

“l completed the vital signs and physical assessments on
all of my patients. Mrs. Drew in bed 1was a little sleepy
and didn’t talk much. What she did say was a little
muffled. She could barely hold the thermometer in her
hand. Her BP was 180/86, HR 110 irregular. | decided




FEEDBACK SIMULATION

38

“Tell me more about Mrs. Drew? What’s going on?”

“How was her speech? Hand grasp? “

“Is she alert and oriented?”

to let her get some more sleep before meds and | will
get a full assessment at that time.”

“Her BP is higher and heart rate is irregular. She was
admitted for hypertension, so her meds need to be
adjusted. “

“A little muffled, | think she was just really tired. | didn’t
assess anything else.”

If... No urgency noticed —or- concern not realized by preceptor...

“If Mrs. Drew BP doesn’t improve do | need to call
RRT?”

“She was really tired, | tried 3 times to get her
temperature, | finally held | for her”

“l know hypertension can cause a stroke or heart attack
but she didn’t appear to have a headache or chest pain”

Assumptions:

CT Scan and transfers to CCU from CT.
2. Other patients in case load are stable.

1. Preceptor and preceptee immediately returns to patient’s room, RRT called, stroke assessment done. Patient sent for

If/When...

Then...

Preceptor begins to provide feedback

Preceptee initial response is arrogant, defensive,
“Know it all”

During feedback, preceptee tries to interject and
explain rationale (See “you must ask” below)

Preceptee response turns to frustration and sadness
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Begins to sob (minimally) and express frustrations with

new role

a. Preceptor is uncomfortable Continue visible signs of sadness

b. Preceptor attempts to console preceptee Respond with acceptance and ask for additional
feedback

“I really want to learn this”
“l am afraid to be on my own”

“What could | have done better?”

c. Preceptor responds harshly or shows lack of Respond with slight anger (but obviously annoyed and
empathy intolerant of behavior)
d. Preceptor has prolonged silence Ask to continue discussion at the end of shift

Facilitator will end scenario after an assessment can be made by NPDS

You must ask these questions or make these statements:

1. “You told me to assess all of my patients first and then report to you. Should | have done something
differently?”

2. “l know this stuff, once I’'m on my own | will be able to prioritize the care better”
3. “You’re not adequately assessing my knowledge”

4. “Well the patient will be fine; we call RRT and get a CT Scan in enough time.”

Physiology

Sex: F
Age: 25-35
Height:
Weight:

Color of hair:

U L O o

Color of eyes:
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10.
11.

N o v =

Color of skin:
Posture: aloof and then defensive
Appearance (good looking, over or underweight, clean, neat, pleasant, untidy. Shape of head,
face, limbs.): well kept
Distinguishing features (deformities, abnormalities, birthmarks, diseases): none
Heredity:
Sociology

Occupation (type of work, hours of work, condition of work, union or nonunion, attitude toward
organization, suitability for work.): New to practice RN (Preceptee)

Education (amount, kind of schools, marks, favorite subjects, poorest subjects, aptitudes.): 4 year
college

Home life (Parents living, earning power, orphan, parents separated or divorced, parents habits,
parents mental development, parents vices, neglect. Character's marital status.):

Religion: n/a

Place in community (leader among friends, clubs, sports.):

Political Affiliations: n/a

Amusements, hobbies (books, newspapers, magazines he reads.): not known

Psychology

Sex life, moral standards: decent citizen

Personal premise, ambition: likes leadership positions

Frustrations, chief disappointments: learning new role

Attitude towards life (resigned, militant, defeatist.): fair

Complexes: (obsessions, inhibitions, superstitions, phobias):

Extrovert, introvert ambivalent: ambivalent

Abilities (language, talents.): none

Qualities: (imagination, judgment, taste, poise): denial

. Q.: WNL (normal)

Additional Character comments/notes:

a. Afraid to show inadequacies or ask for clarification/help

b. Doesn’t accept critique well
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c. Affect appears indifferent about the consequences of actions

Potential issues to address:

Difficulty with new role and lack of experience

Inability to accept feedback

41
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Appendix C

“Implementation of a Nurse Preceptor Development Program to Foster Feedback Skills”
Feedback Simulation #1
Clinical Scenario — Chang in Patient Condition — In-house Stroke
Critical Event-

Preceptee/SP fails to:

1. recognize the change in condition
2. Call Rapid Response Team (RRT)

Pre-Brief

Preceptee/SP (standardized person) is a new to practice RN who is on orientation with a RN preceptor, week 4.
He/she is managing a case load of 4 patients with their preceptor. The preceptor and preceptee received hand-
off by the off-going RN at the bedside. All the patients in this assignment were stable and able to participate in
bed-shift report.

Preceptor instructs the preceptee to complete the physical assessments for case the patient load and then follow-
up with preceptor with any concerns.

Video
Preceptee:

1. Walks into pts room and greets and introduces herself.
2. Gel hands & checks ID band.

“Hi Mrs. Drew, my name is . I met you earlier this morning and will be caring for you this shift.
“I’'m going to do a quick assessment and check your vital signs before your morning medications.”

3. Places BP cuff on arm to take automated BP (lifts arms because patient does not assist on
command)

4. Place thermometer in pts mouth and asks patient to hold; readjusts when falls out of pts mouth and
holds for pt.

5. Says good bye

Patient:

1. Mumbles/slurred slightly when spoken to
2. Doesn’t assist during BP

3. Can’t hold thermometer properly

4. Slight slurred speech

Simulation
Patient #1

Preceptor/SP returns to nursing station to report physical assessments on four assigned patients at 10 am.
Reports pt #1 presents as:
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- HR 110 AFib, BP 180/86, RR 18

Preceptor: “tell me more about the patients presentation”

“Had trouble holding thermometer”
“She mumbled some, maybe tired — she didn’t sleep well last night the night nurse told us”
(See additional preceptee/SP scripting)

Patient #1
History
Morning Vital signs

- Ptalert and oriented to person, place, and time at 6:00 am.
- HR 82, SR, BP 149/65, RR 18, T 98

- Glucose/finger stick 126
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Appendix D

University of Maryland School of Nursing
Clinical Simulation Laboratory
Simulation Planning Form — SMARTER (Rosen, et al, 2008, Simulation in Healthcare 3(3), 170-179)

Please use this form to provide the simulation staff the essential information needed to build your simulation case and behavioral assessment tool that will be used
to guide debriefing discussions.

Simulation planning should follow the steps in order on the grid, beginning with higher-level competencies such as AACN Essentials of Baccalaureate or Master’s
Education, competencies from Professional Organizations, course outcomes, etc.

Following the empty grid, there are two examples of simulation planning forms as they might be used for an entry level simulation and a nurse practitioner
simulation.

How have students been prepared for this simulation (e.g. didactic content, previous simulations, etc): _previous simulation, didactic content
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Simulation Development Table (Simulation Planning Form — SMARTER)

“Implementation of a Nurse Preceptor Development Program to Foster Feedback Skills”

Guiding Competency: The Feedback Assessment for Clinical Education (FACE). This tool was adapted from the Debriefing Assessment for
Simulation in Healthcare (DASH).

Course Outcome(s): Implement and evaluate a multimodal clinical feedback quality program for nurse preceptors to improve their feedback skills to
new to practice (NTP) registered nurses (RNs) during unit orientation.

Guiding
Competency
FACE (2017)

Simulation
Objectives

Content/Context
(to meet learning
objective)

Knowledge, Skills,
Abilities (KSA)
(Information and
skills learners should
have attained prior to
the simulation

Critical Events
(environmental or equipment
setting that lead students to
apply KSA’s during the
simulation)

Targeted Responses (specific,
objective, observable behaviors
you expect to see of the learner
in response to the critical
event)

underlying)
(1) Establishes an 1. Establishes Preceptorship on 1. Providing Pre-recorded video scenario: | Immediately assess patient
engaging roles and a medical- Feedback Learner (standardized
learning expectations surgical unit didactic patient) caring for a patient Call RRT
environment for the learning education who was admitted with
(this is established process. (see education | hypertension and has an in- Give immediate feedback once
prior to simulation 2. Collaboratively curriculum) house acute stroke. Learner | patient has moved to higher
evaluation) establishes 2. FACE (2017) | fails to: level of care.
goals and Tool 3. recognize the change | 1.
objectives for 3. Socratic in condition a) Introduction of self and of
learning. Questioning 4. call Rapid Response the unit (to include the
3. Optimizing the 4. Sandwich Team (RRT) unit’s populations and
physical method of Pre-brief: staffing, ie. nurse/patient
environment feedback - Ptalert and oriented ratios, medical pts, stroke
for reflective 5. Review of to person, place, and designated unit)

dialogue.

Stroke policy
and protocols

time at 730 am.
- HR82, SR, BP
164/88, RR 18, T 98
- Glucose/finger stick
126

b) Describe orientation
experience (ie. length of
time, expectation to how
nurse will progress over
that time period, how to
handle concerns)
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(2) Maintains an
engaging
learning
environment

Revisits the
learning
contract prior
to the feedback
conversation.
Build and
maintains an
empathic
connection and
rapport.

. Conveys a

consistent
commitment to
respecting the
learner’s
understanding
and
perspective.

. Acknowledge

and explores
emotionally
charged issues

Learner returns to nursing
station to report physical
assessments on two assigned
patients at 10 am. Reports pt
#2 is sleeping and will assess
later but pt #1 presents as:

- Anxious

- Slightly slurred
speech

- HR 104 AFib, BP
189/92, RR 18,

- Unable to get
temperature due to
patient’s inability to
hold thermometer

c)

d)

d)

Describing types of
feedback and setting
expectations for feedback
(bi-directional, frequency,
safe)

Ensuring feedback is given
in a private relatively quiet
environment.

Provides purpose for
feedback prior to
discussions.

Modeling professional
behaviors in speech, tone,
body language.

Explicitly encourages the
NTP RN (learner) to
participate in the feedback
periodically.

Encouraging learner to
share emotions when
receiving negative
feedback.

Refraining from
interrupting the nurse
during the feedback.
Acknowledging leaner’s
emotion ie. “I hear you..”
“thank you for sharing...”
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with the g) Displaying enthusiasm and
learner. interest in the learner.
(3) Structures the
feedback 1. Advances the
conversation discussion
inan logically with
organized the beginning, 3.
way middle, and a) Discussion follows a
end. logical format (ie. Socratic
2. Encourages the questioning, sandwiching).
learner to b) Learner is encouraged to
express provide initial
feelings and feelings/thoughts about
reactions to the event prior to feedback (ie.
clinical event how do you feel you did?).
at the c) Support bi-directional
beginning of communication.
conversation.
3. Guides
analysis of the
(4) Provokes an learner’s
engaging performance.
discussion
1. Uses observed 4.
performance as a) Uses open-ended questions.
basis for
discussion.
2. Reveals own b) Discusses the “what” and
reasoning and “why” with learner.
judgments.
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(5) Identifies and
explores
performance

gaps

(6) Helps the
learner
achieve or
sustain good
future

performance.

3.

Facilitate
discussion
through a
dialogue of
reciprocal
reflection.

Provides
feedback on
performance.
Identifies the
performance
gap.
Explores the
source of the
performance

gap.

Addresses the
performance
gap through
effective
teaching.
Encourages
reflection on
the feedback.
Meets the
important
objectives that
were
collaboratively
established
with the
learner.

b)

b)

Language is clear, specific,
and straightforward.

Describes observed
behavior.

Asks learner to repeat
feedback received in their
own words

Asks learner how would
they manage the situation
the next time?

Engage learner in seeking
higher level of thought ie.
What are your thoughts the
risks and benefits? How
would you plan to find the
answer to this? What else
could this be happening?
Do we have a policy if so,
what does it say?

Relates feedback to
previously taught
knowledge, skills, or
attitudes.
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4. Collaborates
with the
learner to
summarize
learning from
the
conversation.
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Report to students (note any items to be purposely left out):

A 50-year-old male patient is admitted to medical surgical unit for uncontrolled hypertension with current medication. Patient complains of intermittent
headaches not relieved with over the counter medication.

PMH: Hypertension, Diabetes, High Cholesterol, Afib

Meds: Lisinopril 40mg QD, Crestor 20mg QD, Coumadin 5mg Q QD, Metformin 500mg Twice daily
SMH: None

FH: Not known

SH: School teacher with no history of ETOH or tobacco abuse.

Initial Vitals: Temp HR 82, SR, BP 164/88, RR 18, T 98
Glucose/finger stick: 126

EXAM:

Alert and oriented to person, place, and time
Speech clear but groggy from awakening
Cardiac: SR

Lungs: Clear throughout

Abd: soft, +BS

Following commands

Moving all extremities
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PREPARATION/SET-UP
Armband info: Name (realistic) MR# (6 digits) DOB: 07/15/XX (do not add year)

SIMULATOR:
Female
Facial droop
Monitor (VS displayed — BP 189/92, HR 104 SR, RR 18
Saline Lock in place
Lab Report — not remarkable to scenario

Supplies:
O set up at bedside

Medications:

Lisinopril 40mg QD, Crestor 20mg QD, Coumadin 5mg Q QD
Code Cart: Outside of simulated patient room

To have available for students during the simulation:
Supply Cart: Saline flushes, IV fluid, AccuCheck machine (finger stick)
Code Cart/Life Pak
Spectra Link phone
RRT Card (hang tag)

Standardized Patient:

In nurses’ station to provide report/update to preceptor

Preparation of Simulator, supplies, meds, etc:

Armband info: Name(realistic) MR# (6 digits) DOB: 07/15 /XX
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Chart forms to be at bedside:

WOW (portable documentation station)

Roles of Participants other than students (nurses, family members, etc):
SP will play the role NTP RN (learner)

Second nurse to prepare patient and room for patient transfer

52
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Appendix E
FACE Rater Form

h'[:u- Al Instruckor Mame: Rater Nare: Date:

Feedback Assessment for Clinical Education (FACE)@ Rating Form

Directions: Rate the quality of the feedback conversation using the following effectiveness scale on six
Elerments. Element 1 allows you to rate the introduction to the learning experience and wil not be rated if you
do not observe the introduction. The Elements encompass Dimensions and Behaviors pertinent to the
comversation as defined inthe FACE Rater's Handbook. Within each Elernent, the corversation may range
frarm outstanding to detrimental. Please note that the averall Elerment score is nor derived by averaging scores
for individual Dimensions or Behaviors. Think holistically and not arithrmetically as you consider the cumulative
irmpact of the Dimensions. Unigue Ie}arner attributes and the learning context will influence the instructor's
approach to the feedback conversation. As such, raters should not view the behaviors as & checklist, but rather
exemplars of what effective and ineffective feedback might "look like". As the instructor tailors their approach to
meet the needs of the learner and situation, specfic instructor behaviors and the effectiveness of each may
look different based on contextual factors. Taking this into consideration, you will provide a rating based an
your haolistic view of the Element.

Rating 1 2 3 | h b 7
Descriptur Extremely ery M ostly Som ewhat Mostly Very Extremely
neffective ! | Ineffective / Ine fiective E flective § Effective / Effective § Effective !
Defrimen tal “ery Poor Poar Ayverage Good Yery Good Ouistanding

Bement 1 assesses the inroduchon at the beqinning ot a chmeal learning experience.
{This Eferment should be skipped if the rater did nar abserwe the Inroduction 1 the clinical experience.)

Element 1 Establishes an engaging learning envirohment. Elament 1 Rating:
+ Establishesroles and expectationsfor the learning process

« Caollaboratively establishes goals and objectives for learning
e Optimizes the physical enviranment for reflective dialogue

Bement 2 through 6 assess a teedback conwversabon.

Elemeant 2 Maintains an engaging learning envirohment. Element 2 Rating :

Revisits the learming contract prior to the feedback conversation

Builds and maintains an ermpathic connection and rapport

Conveys a consistert commitrment to respecting the learner’s understanding and perspective
Acknowledges and explores emationally charged issues with the learner
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~

h.' Instructor Marme: Rater Mame: Date:
b
Element 3 Structures the feedback convarsation in an organized way. Element 3 Rating :

& Advances the discussion lagically with a beginning, middle, and end

& Encourages the learner to express feelings and reactions to the clinical event at the beginning of
conversation

= Suides analysis of the learner’'s performance

Element 4 Prowvokes an engaging discussion. Element 4 Rating :

& llses abserved performance as basis for discussion
= Reveals own reasoning and judgrments
= Facilitates discussion through a dialogue of reciprocal reflection

Elemeant 5 ldentifies and explores performance gaps. Element S5 Rating :

e Provides feedback on performance
e |dentifies the performance gap
» Explores the source of the pedormance gap

Element & Helps the learner achiewe or sustain good future Element & Rating :
performance.

Addresses the performance gap through effective teaching
Encourages reflection on the feedback

Meetsthe important objectives that were collaboratwely established with the learner
Collaborates with the learner to surmmarize learning from the conversation
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Simulation Assessment Tool — Modified FACE®©

Guiding Competency: The Feedback Assessment for Clinical Education (FACE). This tool was adapted from the Debriefing Assessment for Simulation in Healthcare

(DASH).

Course Outcome(s): Implement and evaluate a simulation for nurse preceptors to improve their feedback skills to new to practice (NTP) registered nurses (RNs) during

unit orientation.

‘ 1 2 3 ‘ 4 5 6 7
Competency Objectives Targeted Responses etiectve | ineffecive/ | meffoctve/ | Efecel | cetive | EHectwe/ | Eectves
FACE! 2017 Very Poor Poor Average Average Very Outstanding
Good
1. Establishes 1. Establishes roles a) Introduction of self and of the unit (to
an engaging | and expectations for include the units populations and staffing,
learning the learning process. ie. nurse/pt ratios, medical pts, stroke
environment | 2.Collaboratively designated unit)
(this is establishes goals and | b) Describe orientation experience (ie. length
established prior | objectives for of time, expectation to how nurse will
to simulation learning. progress over that time period, how to
evaluation) 3.0ptimizing the handle concerns)
physical c) Describing types of feedback and setting
environment for expectations for feedback (bi-directional,
reflective dialogue frequency, safe)
d) Ensuring feedback is given in a private
relatively quiet environment.
2. Maintainsan | 1. Revisitsthe a) Provides purpose for feedback prior to
engaging learning discussions.
learning contract prior to | b) Modeling professional behaviors in
environment the feedback speech, tone, body language.
conversation. c) Explicitly encourages the NTP RN
2. Build and (learner) to participate in the feedback
maintains an periodically.
empathic d) Encouraging learner to share emotions
connection and when receiving negative feedback.
rapport. e) Refraining from interrupting the nurse
3. Conveysa during the feedback.
consistent f)  Acknowledging learner’s emotion ie. “I
commitment to hear you..” “thank you for sharing...”
respecting the g) Displaying enthusiasm and interest in the

learner’s

learner.
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understanding
and perspective.
Acknowledge
and explores
emotionally
charged issues

with the learner.

3. Structures
the
feedback
conversation
inan
organized
way

Advances the
discussion

logically with
the beginning,

middle, and end.

Encourages the
learner to
express feelings
and reactions to
the clinical
event at the
beginning of
conversation.
Guides analysis
of the learner’s
performanace.

a)
b)

c)

Discussion follows a logical format (ie.
Socratic questioning, sandwiching).
Learner is encouraged to provide initial
feelings/thoughts about event prior to

feedback (ie. how do you feel you did?).

Support bi-directional communication.

4. Provokes an

engaging
discussion

Uses observed
performance as
basis for
discussion.
Reveals own
reasoning and
judgments.
Facilitate
discussion
through a
dialogue of
reciprocal
reflection.

a)

b)

c)

Uses open-ended questions.

Discusses the “what” and “why” with
learner.

Language is clear, specific, and
straightforward.




FEEDBACK SIMULATION

57

5. Identifies
and explores
performance

gaps

Provides
feedback on
performance.
Identifies the
performance
gap.
Explores the
source of the
performance

gap.

a)

Describes observed behavior.
Asks learner to repeat feedback received
in their own words

6. Helpsthe
learner
achieve or
sustain good
future
performance

Addresses the
performance
gap through
effective
teaching.
Encourages
reflection on the
feedback.
Meets the
important
objectives that
were
collaboratively
established with
the learner.
Collaborates
with the learner
to summarize
learning from
the
conversation.

a)
b)

c)

Asks learner how would they manage the
situation the next time?

Engage learner in seeking higher level of
thought ie. What are your thoughts the
risks and benefits? How would you plan
to find the answer to this? What else could
this be happening? Do we have a policy if
S0, what does it say?

Relates feedback to previously taught
knowledge, skills, or attitudes.
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Appendix G
Permission to Use FACE Tool

Manu&li Toni

On Thursday, June 14, 2018, Rossi, Gary <GROSSI1@PARTNERS. ORG> wrote:

Dear Toni,

Yes, you have our permission to use the FACE tool in your student doctorate project to teach and assess
feedback skills in nurse preceptors. Please make sure that you credit the Center for Medical Simulation (CMS)
in the following manner. The first instance of the terms FACE®D or Feedback Assessment for Clinical
Education™ in any printed or online material should use the © copyright symbol along with the following
wuording, Copyright 2018 Center for Medical Simulation, Ine, Boston MA, USA, https:/harvardmedsim.org/.
All rights Reserved, used with permission.

With warm regards,

Gary

Gary M. Rossi

Chief Operating Officer

Center for Medical Simulation

100 First Avenue, Suite 400

Boston, MA 02129-2011

grossi | @partners.org

Office: 617.726.3041

Maobile: 617.435.7917

Vision: “Experiential healthcare learning that never puts a patient at risk”

Mission: “Using simulation to improve safety, quality and education in healtheare”



