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ABSTRACT 

To provide optimal care, nurses need to be prepared to recognize signs and symptoms of 

patient deterioration so they can obtain assistance from appropriate respondents and initiate 

rescue interventions when needed. In this paper, we describe the development of a post-

simulation educational intervention aimed at improving nurses’ and nursing students’ recognition 

and response to patient deterioration. This intervention takes the form of a debriefing after a 

simulated patient deterioration experience.  

Following the Medical Research Council’s guidance on complex interventions, we reviewed 

empirical studies of existing educational interventions for content, teaching strategies, and 

outcomes, as well as for frameworks, theoretical underpinnings, and rationale. Based on those 

results, we reviewed theoretical literature (Tanner’s clinical judgment model and Dewey’s theory 

of experiential learning) that might inform our understanding of our intervention’s intended effect 

(learning outcomes) and of the mechanisms by which the intervention could lead to it. Integrating 

results from the empirical and theoretical phases helped us define the new intervention’s rationale 

and develop its components according to relevant standards of best practices. The resulting 

educational intervention, REsPoND, consists in a reflective debriefing after a patient 

deterioration simulation. It will be tested in an upcoming mixed methods study. 
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INTRODUCTION 

In the agenda for patient safety, there is a call to improve the quality of care for acutely ill 

hospitalized patients (Department of Health, 2009; National Institute for Health and Clinical 

Excellence, 2007; National Patient Safety Agency, 2007a; World Health Organization, 2008). 

Since McQuillan et al. (1998) evaluated the quality of care prior to admission to intensive care 

units in the UK, it has been acknowledged that suboptimal care may lead to patients experiencing 

avoidable adverse events such as intensive care unit admission, cardiac arrest, or death (McGloin 

et al., 1999; National Confidential Enquiry into Patient Outcome and Death, 2005; National 

Patient Safety Agency, 2007b). 

Suboptimal care has been defined as the “failure to seek and provide appropriate and timely 

interventions to at risk patients” (Massey et al., 2008). It is linked to failure to recognize cues 

indicating that a patient is deteriorating (Quirke et al., 2011). Indeed, there is evidence that 

hospitalized patients are likely to exhibit signs of deterioration in the period preceding adverse 

events (Buist et al., 2004; Hodgetts et al., 2002; Kause et al., 2004). The National Institute for 

Health and Clinical Excellence (2007) recommended that tools to recognize deterioration take 

into account a set of objective and quantifiable indicators that refer to disturbances in 

physiological parameters. These recommendations were reiterated by the Royal College of 

Physicians (2012), and objective signs are typically included in early warning scores and other 

track and trigger systems (Smith et al., 2008a; Smith et al., 2008b). Additionally, nurses may 

identify patients at risk for adverse events by using non-quantifiable criteria such as respiratory, 

circulatory, neurological, or other symptoms (Cioffi et al., 2009; Gazarian et al., 2010). The 

subjective ‘worried’ criterion has been cited by nurses as the most frequent reason for seeking 

help for a deteriorating patient (Santiano et al., 2009). 
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Whatever the nature of these cues, nurses are expected to recognize them promptly so they can 

obtain assistance from appropriate respondents and initiate rescue interventions when needed 

(Department of Health, 2009; Odell et al., 2009). Nevertheless, nurses do not always monitor, 

document, or act upon these signs; this has been identified as a contributing factor in the failure 

to recognize patient deterioration (Ludikhuize et al., 2012; McQuillan et al., 1998; Odell et al., 

2009; Tirkkonen et al., 2013). When track and trigger systems are available, research has shown 

that nurses do not use these tools in a consistent manner (Donohue et al., 2010).  

Therefore, there is consensus on the need to improve nurses’ ability to assess and recognize 

signs and symptoms indicating that a patient is deteriorating, so they can respond promptly and 

appropriately (Department of Health, 2009; Liaw et al., 2011b; Odell et al., 2009). Nursing 

educators must answer the call by developing educational interventions that will enhance nurses’ 

and nursing students’ ability to recognize signs and symptoms and respond adequately in patient 

deterioration situations. This paper reports on the development of such an educational 

intervention, using the Medical Research Council (2008) guidance on complex interventions. 

This intervention takes the form of a debriefing after a simulated patient deterioration experience. 

It is based on theoretical and empirical knowledge from a clinical judgment model (Tanner, 

2006), an experiential learning theory (Dewey, 1909/2007, 1938/1997), and standards of best 

practice regarding post-simulation debriefing (Decker et al., 2013). 

METHODS 

According to the Medical Research Council (2008), interventions are complex when they 

consist of several interacting components, can be tailored, and require multiple and skilled 

behaviors from deliverers and recipients. The model describes how such an intervention should 

be developed, piloted for feasibility, evaluated, and implemented. In this paper, we report on the 

first of those steps. 
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The development step involves three interlinked phases: 1) identification of the evidence base 

for the intervention, 2) identification of an appropriate theory, and 3) modeling of the 

intervention’s processes and outcomes. For the intervention reported here, a literature review on 

existing educational interventions to prepare nurses or nursing students for patient deterioration 

situations informed both phase 1 and phase 2. This review addressed the content of existing 

interventions; their teaching strategies; their frameworks, theoretical underpinnings, or rationale; 

and their outcomes. Phase 2 continued with the exploration of additional theoretical literature that 

could orient the understanding of the intervention’s intended effect, namely to improve nurses’ 

ability to identify and intervene in patient deterioration situations. Examination of learning 

theories that could explain mechanisms by which the intervention could lead to such learning 

outcomes was also part of phase 2. Finally, in phase 3, the integration of results from phase 1 and 

2 allowed for definition of the intervention’s theory, and relevant standards of best practice to 

make explicit the intervention’s specific components. 

PHASE 1: REVIEWING EXISTING INTERVENTIONS 

Database search resulted in 19 primary papers published from 2002 to 2012 on existing 

educational interventions aimed at preparing nurses to recognize and respond to patient 

deterioration situations (detailed in Table 1). There were also two literature reviews (Fisher and 

King, 2013; Liaw et al., 2011b) that covered parts of this literature. 

The content of those interventions mainly revolved around assessment and intervention. 

Authors suggested a systematic approach to patient assessment (Gordon and Buckley, 2009), 

sometimes using the ABCDE mnemonic (airway, breathing, circulation, disorder, environment or 

exposure) (Fuhrmann et al., 2009; Gallagher and Traynor, 2012; Lewis, 2011; Liaw et al., 2011a; 

Smith et al., 2002), along with vital signs measurement (Mitchell et al., 2010). Such approaches 

are expected to help in recognizing signs and symptoms of deterioration, so they can be acted on 
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with appropriate interventions. These interventions are defined according to best practices or 

clinical guidelines, such as algorithms from different healthcare organizations. 

Other topics addressed in the reviewed interventions are communication and teamwork. The 

SBAR mnemonic (situation, background, assessment, recommendation) is proposed as a way to 

structure communication efficiently (Fuhrmann et al., 2009; Jacobson et al., 2010; Liaw et al., 

2011a; Mitchell et al., 2010). Other teamwork abilities discussed appear to be inspired by non-

technical skills in crisis management (Fletcher et al., 2002; Gaba et al., 1994). In some cases, the 

pathophysiology of clinical conditions associated with deterioration is also part of the educational 

interventions (Liaw et al., 2011a; Perkins and Kisiel, 2013). 

This content is presented through an array of teaching strategies—reading, lectures, case 

studies, problem-based learning, skills practice—the most frequent strategy being simulation, 

with or without debriefing. In fact, all reviewed interventions involved at least one form of 

simulation, from low- to high-fidelity and from computer- to mannequin-based. The main 

argument for using simulation as a teaching strategy is that it exposes learners to rare clinical 

events in a realistic manner (Buykx et al., 2011; Fuhrmann et al., 2009; Lewis, 2011; Rice et al., 

2009; Tait et al., 2008; Unsworth et al., 2012; Wehbe-Janek et al., 2012). It also represents a safe 

environment, where learners can make mistakes without threatening a real patient’s safety 

(Fuhrmann et al., 2009; Schubert, 2012; Tait et al., 2008). 

Nevertheless, authors rarely propose a theoretical understanding of how simulation can lead to 

learning outcomes. It is said to be aligned with adult learners’ needs (Knowles et al., 2011), 

because it is an active, participatory, and experiential teaching strategy (Fuhrmann et al., 2009; 

Hoffman et al., 2011; Smith et al., 2002). However, experiential learning theories state that 

reflection on an experience is necessary for learning (Boud, Keogh, & Walker, 1995; Dewey, 

1909/2007; Kolb, 1984). In the context of simulation, reflection occurs during debriefing, which 



 

7 
 

follows most simulation exercises (Fanning and Gaba, 2007). Despite the importance of 

debriefing, there are few accounts of how it is conducted. When debriefing is addressed, it is 

described as an opportunity for learners to identify, by themselves or with the feedback of a 

trainer, strengths and weaknesses in their actions and those of their peers during the simulation, 

so they can identify ways to improve their performance in future similar experiences (Buykx et 

al., 2011; Schubert, 2012; Smith et al., 2002; Unsworth et al., 2012; Wehbe-Janek et al., 2012). In 

these contexts, debriefings appear more as performance assessments than as exercises in 

reflection. Thus, there seems to be a tacit postulate that exposure to a simulated clinical event will 

result in learning, since it is a training opportunity for skills in recognizing and responding to 

patient deterioration. 

Most of these studies showed an increase in subjective self-assessments such as level of 

confidence, of knowledge, or of skills (Buckley and Gordon, 2011; Buykx et al., 2012; 

Featherstone et al., 2005; Fuhrmann et al., 2009; Gallagher and Traynor, 2012; Hoffman et al., 

2011; Jacobson et al., 2010; Lewis, 2011; Perkins and Kisiel, 2013; Unsworth et al., 2012; 

Wehbe-Janek et al., 2012). Because of this, the interventions were perceived as useful and 

participants were satisfied with them (Buykx et al., 2012; Fuhrmann et al., 2009; Hoffman et al., 

2011; Rice et al., 2009; Tait et al., 2008). Few studies used more objective assessments. One of 

these showed improvement in knowledge and critical thinking scores (Schubert, 2012). Three 

studies evaluated performance and clinical outcomes (Buykx et al., 2012; Liaw et al., 2011a; 

Mitchell et al., 2010). The RAPIDS program (Liaw et al., 2011a) was followed by improvement 

in assessment, management, and communication in patient deterioration situations. A second 

multifaceted intervention (Mitchell et al., 2010) resulted in reduced avoidable adverse events 

(unplanned intensive care unit admission and unexpected death) and increased medical 

emergency team reviews and vital signs documentation; besides its educational component, the 
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intervention’s components included a change in an observation chart and introduction of a track 

and trigger system. The third educational program (Buykx et al., 2012; Buykx et al., 2011) 

showed an increase in observation and pain score recordings, as well as correct application of 

oxygen therapy. Although these outcomes are desirable, there is still a lack of knowledge as to 

how the educational interventions led to these outcomes. 

In summary, the reviewed educational interventions mostly focused on assessment of patients 

to recognize when they are deteriorating. Because nursing interventions depend on a patient’s 

clinical condition, nurses need to be prepared to understand what is going on with patients, 

beyond the fact that they are deteriorating. By putting learners in a realistic and safe encounter 

with a deteriorating patient, simulation serves as a potent teaching strategy. Nevertheless, 

investigations of theoretical underpinnings, namely experiential learning theories, are still needed 

to expand our understanding of the effectiveness of simulation-based educational interventions.  

PHASE 2: IDENTIFYING APPROPRIATE THEORY  

Some interventions reviewed in the first phase addressed the theoretical and procedural 

contents, i.e., learning material to be further assimilated through simulation exercises, while 

others consisted only in the simulation exercise itself. Since the intervention was to be integrated 

into and tested in the context of a critical care course for which content was already established, 

the focus of the work presented here shifted to developing an effective simulation-based 

educational intervention. Because its aim was to improve nurses’ performance in recognizing and 

responding to patient deterioration, a clinical judgment model (Tanner, 2006) that depicts how 

nurses decide what is to be done in a particular patient’s situation became relevant. An 

experiential learning theory (Dewey, 1909/2007, 1938/1997) provided a model of the process by 

which learning outcomes were to be attained.  

Clinical judgment model 
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Tanner’s (2006) clinical judgment model, based on a synthesis of nearly 200 studies, depicts 

nurses’ decision-making process. According to the model, nurses notice elements in a clinical 

situation that demand attention, interpret them, and develop an understanding of the situation so 

they can respond with actions they deem appropriate. Noticing depends on the nurses’ assessment 

of the situation and their expectations regarding it. Expectations arise from individual knowledge 

of a patient, knowledge of patients with similar health experiences, and formal knowledge. 

Clinical judgment occurs between interpretation of the data and the nurse’s response. In other 

words, clinical judgment happens when nurses reach a conclusion on the patient’s needs based on 

their interpretation of the data and decide on an action plan. As they execute this plan, they adjust 

their interventions according to the patient’s response (reflection-in-action). Afterwards, they 

review the whole process in light of its results (reflection-on-action), so clinical learning can 

happen.  

In the context of patient deterioration, nurses need to notice and interpret signs of 

deterioration, so they can understand why the patient is deteriorating. They can then decide on an 

action plan to respond appropriately and prevent further deterioration. Although Tanner (2006) 

identified reflection-on-action as the cornerstone of clinical judgment development, she observed 

that literature linking clinical judgment and reflection is scant. However, she credited Dewey 

(1909/2007) with developing the latter concept in his theory of experiential learning. 

Experiential learning theory 

In Dewey’s experiential learning theory (1938/1997), experience is both the source and the 

product of learning. The concept is defined as a reciprocal transaction between the “organism” 

(i.e., the human being) and its environment, where action of the former influences the objective 

conditions of the latter and vice-versa. This relationship is adaptive because the organism seeks to 

adapt itself to environmental conditions to achieve its own ends.  
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To reach these ends or consequences, the organism actively perceives a set of environmental 

conditions. These conditions may or may not already be connected to patterns of action or 

response, which are known to produce certain consequences. When such a connection is already 

established, the organism chooses a pattern of action that seems appropriate to attain the desired 

end (Dewey, 1930). In this case, the situation is determinate and therefore, unproblematic. 

A situation is indeterminate when the organism, in regard to the conditions at hand, does not 

know which actions are appropriate to get to an intended end. An indeterminate situation also 

occurs when beliefs about an object are incompatible with what is observed of that object or 

when an event or a behavior cannot be explained with what is already known in terms of well-

established laws. In all these cases, the situation generates a feeling of doubt or uncertainty, 

which makes it problematic and triggers reflection (Dewey, 1909/2007). Reflection comprises 

five steps: 1) occurrence of a problematic situation; 2) deliberate observation of environmental 

conditions to define the problem; 3) inference of a possible suggestion or hypothesis; 4) rational 

elaboration of the suggestion in light of its implications; and 5) corroboration of the suggestion 

by experimenting and comparing actual consequences to those anticipated (Dewey, 1909/2007, 

1922). It involves both integrating fragmented data to arrive at an understanding of their meaning 

(induction) and fleshing out the full implications of that meaning and its possible consequences 

(deduction).  

Through this process, scattered environmental conditions are organized into a coherent whole 

that evokes a particular response, which constitutes the meaning of the situation. By 

understanding the meaning of a situation, the organism can better differentiate the environment 

and form appropriate habits. Differentiation happens when a set of environmental conditions 

becomes coherent and perceptible, and likely to draw the attention of the organism in the future. 

Habits, defined as predispositions to act in a certain manner, form when a mode of response has 
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been judged properly adaptive to the organism’s environmental conditions, i.e., when its ends 

have been achieved.  

In the educational context, Dewey (1938/1997) promoted experience as a vector for learning. 

Learning opportunities are created based on the educator’s own learning experiences, by 

adjusting objective conditions of the learners’ environment. Through reflection on a learning 

experience, the learner can reconstruct it and thereby understand its meaning.  

The results of phase 2, combined with those of phase 1, informed the development of the 

simulation-based educational intervention. According to experiential learning theory (Dewey, 

1909/2007), reflection on an indeterminate and problematic situation is necessary for learning. 

Therefore, if a patient deterioration simulation is perceived as problematic, reflection during the 

debriefing becomes the keystone of simulation-based learning. Nevertheless, although debriefing 

was described as the most important component of simulation in the literature (McGaghie et al., 

2010), there were few accounts of how to conduct it in the papers reviewed in phase 1. Thus, the 

development of the debriefing after a patient deterioration simulation became the focus of this 

work. Debriefing can be defined as “the process whereby faculty and students re-examine the 

clinical encounter” (Dreifuerst, 2009) and as a “facilitated or guided reflection in the cycle of 

experiential learning” (Fanning and Gaba, 2007). 

PHASE 3: MODELING PROCESS AND OUTCOMES 

Defining the intervention’s process 

This educational intervention is named “Reflective dEbriefing after a PatieNt Deterioration 

simulation” (REsPoND). It is a debriefing model that is to be used after a group of learners have 

participated in a simulated patient deterioration scenario. Prior to their participation in the 

simulation, learners receive a pre-briefing on what to expect in the simulation environment. This 

will be discussed further below.  
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In REsPoND’s theory, illustrated in Figure 1, the simulation is conceptualized as a learning 

experience wherein nurses or nursing students encounter simulated environmental conditions. 

These conditions are realistically presented to a group of learners, using a high-fidelity 

mannequin exhibiting signs and symptoms of patient deterioration. Given the scenario’s complex 

nature and previous experiences with simulations of patient deterioration (Lavoie, Pepin, & 

Boyer, 2013), it is anticipated that learners will consider this experience problematic. Thus, it 

becomes an opportunity for them to understand the meaning of the situation, improve their 

differentiation of the environment, and form effective habits regarding deteriorating patients. 

REsPoND begins with a facilitator asking the group of learners about their feelings regarding 

the simulation. This is meant partly to acknowledge their experience of the simulation and allow 

emotional release (Dreifuerst, 2009), but mostly to establish the problematic nature of the 

simulated situation. Once this is done, the facilitator guides reconstruction of the experience 

through questions, presented in Table 2, following Dewey’s (1909/2007, 1922) reflective steps.  

The reflective questions in REsPoND parallel Tanner’s model of clinical judgment (2006) and 

are presented within frameworks that are known to the learners. Of these frameworks, the 

primary and secondary trauma survey (Emergency Nurses Association, 2007) structures the 

second step of the reflective process because of its congruence with the ABCDE mnemonic used 

in previous studies. Moreover, an evidence-based list of signs of deterioration assists learners in 

discriminating between relevant and irrelevant data in the simulated experience.  

Defining the expected learning outcomes 

REsPoND aims at preparing nurses and nursing students to manage patient deterioration 

situations. It consists in a post-simulation debriefing where learners are guided through a 

reflection on a simulated experience of patient deterioration. The intervention is expected to lead 

to an understanding of the meaning of such a situation. Accordingly, REsPoND’s purposes are 1) 
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to improve participants’ ability to perceive and notice clinical signs of deterioration 

(differentiation) and 2) to facilitate integration of relevant interventions or responses regarding 

these symptoms into their practice (habit formation).  

Defining the intervention’s components 

A high-fidelity patient deterioration simulation precedes REsPoND. Before experiencing the 

simulated scenario, participants are given the simulated patient’s chart as pre-reading material so 

they can assimilate the patient’s health history. The simulation scenario follows three phases. In 

the initial phase, they are expected to assess the simulated patient, who is stable with mild 

alteration of vital signs and symptoms of early deterioration. Next, in the deterioration phase, the 

patient’s vital signs deteriorate rapidly and the patient exhibits respiratory, cardiovascular, or 

neurological symptoms indicating progression towards critical illness. If participants recognize 

these symptoms appropriately and act accordingly, the scenario evolves to the recovery phase, 

where vital signs stabilize and symptoms are managed. Examples of patient deterioration 

scenarios that can precede REsPoND are: pulmonary edema, cardiogenic shock, and sepsis, to 

name a few. 

Standards of best practice regarding the debriefing process, recently published by the 

International Nursing Association for Clinical Simulation and Learning (INACSL) (Decker et al., 

2013) defined REsPoND’s components. These standards specify that debriefing should be 

conducted in a safe environment for learning (Decker et al., 2013). Many means for achieving 

this are suggested in the literature, but the most frequently cited are presenting the learning 

activity objectives, establishing a confidentiality contract, and agreeing to ground rules for 

respect between participants (Decker, 2007; Fanning and Gaba, 2007; Flanagan, 2008; Neill and 

Wotton, 2011; Rudolph et al., 2006; Rudolph et al., 2008; Wickers, 2010). Hence, REsPoND 

includes a pre-brief session (Fanning and Gaba, 2007), in which a facilitator explains the 
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functioning of the simulation-debriefing learning activity and its goals, purposes, and rules. If it 

is the participants’ first contact with the simulation environment, they are given an orientation on 

the setting, the equipment, and the mannequin’s functions. Afterwards, the facilitator establishes 

a contract of confidentiality with the participants to cover the simulation and the debriefing. The 

participants are advised that error is allowed in the simulated experience and that they should 

remain respectful of each other at all times. Additionally, the facilitator ensures a safe 

environment by treating participants in a non-threatening manner (Decker et al., 2013; Neill and 

Wotton, 2011; Waxman, 2010). 

According to INACSL’s standards, the debriefing should be facilitated by someone trained 

and competent in the debriefing process who has witnessed the simulated experience (Decker et 

al., 2013). The facilitator acts as a co-learner, guiding the discussion during debriefing rather than 

teaching (Fanning and Gaba, 2007; Flanagan, 2008). Verbal and non-verbal forms of 

communication are used to stimulate participation and nurture the reflective process (Decker, 

2007; Fanning and Gaba, 2007). In REsPoND, the facilitator also has to master the clinical 

content of the simulation’s scenario, whether from expertise or from thorough study of the 

content. The facilitator uses a series of open-ended questions to guide the reflective process. 

These questions are derived from the clinical judgment model (Tanner, 2006) and Dewey’s 

(1909/2007, 1922) depiction of the reflective process. Grounding the questions in theoretical 

frameworks also follows another INACSL standard, which is that the content of debriefing 

should be defined based on a structured framework (Decker et al., 2013). These questions are to 

be adapted by the facilitator according to the evolution of the debriefing process. 

Other issues addressed in INACSL standards are video assistance and timing of the debriefing 

(Decker et al., 2013). Although video playback of the simulation has been proposed to facilitate 

recollection of a simulation (Flanagan, 2008), research on debriefing has not shown significant 
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differences between cases where it was used and those where it was not (Savoldelli et al., 2006; 

Sawyer et al., 2012). Accordingly, from the outset video assistance was not included as a 

component of REsPoND. As for timing, research has shown that participants tend to prefer 

debriefing immediately after the simulation (Cantrell, 2008; Neill and Wotton, 2011; Waxman, 

2010). Sufficient time should be allowed to fulfill the objectives of the debriefing session 

(Decker et al., 2013). Therefore the duration of REsPoND’s components can be customized to 

suit the content and overall duration of the intervention.  

Although it is not part of INACSL standards, authors recommend that debriefing be conducted 

in a room other than the one where simulation took place, to reduce tension and provide a setting 

that promotes reflection (Fanning and Gaba, 2007; Waxman, 2010). Participants should gather in 

a circle with the facilitator (Decker, 2007; Steinwachs, 1992; Wickers, 2010). These aspects are 

included in REsPoND’s components. 

DISCUSSION 

This paper presented the development of a complex educational intervention for preparing 

nurses and nursing students to manage patient deterioration situations. These findings suggest 

that defining this interaction through a clinical judgment model (Tanner, 2006) helps clarify the 

intervention’s objective and expected outcomes. Dewey’s (1909/2007, 1938/1997) experiential 

learning theory contributes to understanding how a reflective debriefing after a simulated patient 

deterioration experience can produce these outcomes. Standards of best practice for debriefing 

(Decker et al., 2013) and empirical evidence suggest means to improve the intervention’s 

effectiveness. 

Defining REsPoND’s aim and outcomes through those theories supports educational efforts 

for improving nurses and nursing students’ assessment and intervention skills. Their interventions 

depend on their clinical judgment—the understanding of a situation they develop based on 
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assessment data. Therefore, nurses and nursing students need to integrate comprehensive 

assessment skills into their practice so they can notice relevant signs promptly. Nevertheless, it 

seems insufficient to teach systematic approaches to assessment, since noticing important 

elements of a situation depends on expectations regarding the situation. A potent strategy to 

shape nurses and nursing students’ expectations might be to generate meaning for patient 

deterioration situations through the inductive and deductive movements of the reflective process. 

In contrast to comparable interventions, REsPoND emphasizes the role of experience and the 

importance of reflection in learning. Some interventions (Beattie et al., 2010; Dreifuerst, 2012; 

Kriz, 2010), based on a learner-centered paradigm (Fink, 2003), tend to define learning as an 

internal process promoted by active involvement in a meaningful learning experience. In such 

cases, debriefing consists of participants sharing perspectives on the events in a simulation, and 

learning objectives emerge through the discussion. In REsPoND, learning objectives are 

predefined, and participants are invited to reflect on a simulated experience in a structured 

manner. 

Alternatively, some debriefings (Chronister and Brown, 2012; Rudolph et al., 2006; Rudolph 

et al., 2008) are based on closing gaps between participants’ actual and expected knowledge and 

performance, as defined by external standards (e.g. crisis management in anesthesia, 

cardiopulmonary resuscitation guidelines). There are also debriefings that focus on cognitive 

rehearsal of nurses’ decision-making process (Hoffman et al., 2011; Kuiper et al., 2008). Others 

are based on the application of concepts from conceptual models or other nursing frameworks 

(Decker, 2007; Lusk and Fater, 2013; McClure and Gigliotti, 2012). In all these cases, learning is 

defined as the transmission of external knowledge or as the internalization of a process to 

apprehend an external reality. REsPoND is based on the idea that learners are able to understand 

the meaning of a patient deterioration situation by being guided through a reflective process. 
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External knowledge becomes a means to facilitate this understanding and to frame learners’ new 

conceptualizations, rather than being a learning objective in itself. 

In REsPoND, knowledge and learning come from the learner’s experience of the environment. 

Reflecting on what happened during the event helps the learner elucidate the meaning of the 

situation. In this transactional ontology, meaning is understood as a connection between external 

conditions and the end desired by the individual, and is expressed in the actions taken with 

respect to external conditions to achieve that desired end. In this sense, this proposal is closer to 

other experience-focused conceptions of the debriefing process (Cant and Cooper, 2011; Decker, 

2007; Parker and Myrick, 2010), where current learning is integrated with previous knowledge to 

influence future experiences. However, this paper puts forth a thorough operationalization of the 

reflective process and its grounds, which is not always as clear in other proposals. 

Although based on existing knowledge on assessment of and intervention with deteriorating 

patients, this work represents a contribution to intervention development research in the field of 

simulation-based teaching and learning in nursing. One reason for this is our use of a complex 

intervention development framework (Medical Research Council, 2008). (Paragraph removed) 

This framework entails the development of a theoretical understanding of how an intervention 

will result in the desired outcomes. As pointed out in the review of existing interventions in the 

first phase, most descriptions of educational interventions for preparing nurses and nursing 

students to manage patient deterioration situations do not explain the processes by which they 

produce their expected learning outcomes. This was also noted as a weakness in the debriefing 

literature (Raemer et al., 2011), and it has been observed that further research is needed to 

understand how debriefing contributes to learning in simulation-based teaching (Neill and 

Wotton, 2011). Although this intervention proposal is still at a theoretical level, it offers a 

plausible explanation of this phenomenon that warrants testing in future studies. 
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It is also important to note that the standards of best practice upon which it relies do not 

disclose the level of evidence supporting them. An examination of the literature on debriefing 

shows that certain claims regarding best practices remain at a theoretical level, without empirical 

evidence to back them up. Research is needed to address these postulates. 

CONCLUSION 

An educational intervention, REsPoND, resulted from work following the Medical Research 

Council (2008) guidance on complex intervention development and evaluation. Through post-

simulation debriefing consisting of guided reflection on a simulated patient deterioration 

experience, REsPoND aims at improving nurses’ and nursing students’ perception of signs of 

deterioration so they can respond appropriately. REsPoND’s effect is to be evaluated in an 

upcoming randomized controlled trial that will also qualitatively explore the process by which 

the effect is achieved. 
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