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Abstract
Background: The application of medical simulation as a teaching tool in medical education is
mounting. Although pre-briefing is the introductory phase of the simulation process, its structure and
role in medical education have not been well studied.
Objective: To study the effect of a structured pre-briefing using concept mapping on medical students’
competency performance and clinical judgment.
Methods: This study included 84 fifth-year medical students. Students were divided into two groups:
the interventional group included 44 students who received structured pre-briefing (traditional pre-
briefing plus concept mapping) and the control group of 40 students who received traditional pre-
briefing. The students’ clinical competency was assessed using the Creighton Competency Evaluation
Instrument (C-CEI) in addition to the pre-briefing assessment questionnaire filled out by the students at
the end of the session. The mean difference + SD between the two groups was assessed using a student’s
t-test. The correlation between the outcomes was calculated using Pearson’s correlation coefficient
analysis.
Results: The competency performance score and clinical judgement scores were significantly higher in
the interventional group than the control group, with a highly significant p-value of 0.000. In addition,
the interventional group had a better perception of the pre-briefing experience than the control group,
with a p-value of 0.000. However, there was no correlation between the C-CEI score and the students’
pre-briefing assessment questionnaire score.
Conclusion: Structured pre-briefing using concept mapping significantly enhances medical students’
competency performance, clinical judgment, and perceptions of pre-briefing. It enables the learners to
reflect on their previous experience and anticipate the plan of management more effectively.
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INTRODUCTION

Medical Simulation is widely used
nowadays in medical education which
incorporates advanced, innovative educational
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technologies. It has been used as a valuable
learning tool, and its significance has been
widely proven through practice and research
[1]. Simulation allows students to develop their
own judgment and assessment skills and learn
from their own mistakes, and also promotes
decision-making in a safe environment [2].
The simulation learning process includes
three phases: pre-briefing, simulated clinical
immersion, and debriefing [3]. Each phase has

© 2023 DSR Publishers/The University of Jordan. All Rights Reserved.


https://doi.org/10.35516/jmj.v57i3.1680
about:blank

Structured Pre-Briefing on Clinical Competency

Darwish et al.

proven its structure, importance, and efficacy in
medical education. Pre-briefing is the first
phase of the simulated clinical experience, and
it is an independent tool for running successful
clinical simulation scenarios. It is defined as
anticipatory reflection and planning guided by
a qualified facilitator who supports decision-
making, psychological safety, and debriefing
activities [4]. During pre-briefing, learners
receive information about learning objectives,
patient history, the learner’s role, time frame,
and orientation to the general environment and
the simulation equipment according to the
INACSL standards [5]. In addition, it goes
further to set the stage for a successful
simulation learning opportunity. Pre-simulation
activities have been proposed as an extension of
the INACSL definition of pre-briefing. They
include the information and activities provided
to learners before the clinical scenario based on
their  knowledge, learning needs, and
experience level, so that pre-briefing is
structured for anticipatory reflection and
planning [6].

The use of a structured pre-briefing
intervention was based on reflection and
constructivism, as two learning theories that are
widely discussed in the nursing simulation
literature [6, 7]. In simulation, reflection is
embedded through reflection in action,
reflection on action, reflection beyond action,
and reflection before action. Reflection in
action occurs during the scenario, while
reflection on action occurs during debriefing,
while thinking back to the immersion.
Reflection beyond action includes reflection
that extends to post-simulation activities [8].
Furthermore, reflection before action, as it
occurs during pre-briefing, necessitates
anticipatory reflection of the future challenges
and possible management [6, 9].

Concept mapping provides a strategy for
navigating these different thought processes
[4]. Joseph D. Novak created it in the 1960s as
a kind of visual organized representation of
knowledge. A concept map is composed of
networks of concepts made up of nodes
(points/vertices) that represent concepts and
links representing relationships between these
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concepts. The learners will make an intentional
effort to link, differentiate, and relate concepts
to each other in a hierarchical fashion as well as
develop new concepts that will enhance their
clinical judgement and critical thinking skills.
[10, 11].

Structured pre-briefing using concept
mapping was investigated in our study to
evaluate its efficacy on medical students’
competency, clinical judgment, assessment,
and perception of pre-briefing.

MATERIALS AND METHODS

This case-control study was conducted over
8 months from April 2020 to January 2021 at
Arabian Gulf University, Bahrain. Eighty-four
medical students were enrolled in this study.
The targeted participants were recruited from
fifth-year medical students during their internal
medicine rotation. The age of the students was
between 22-24 years. All the participants had a
secondary school GPA of 85% or above to be
accepted in medical school. Both the control
and intervention groups had the same average
in their end-of-fourth-year grades, which is B
(80-89%). Experienced simulation experts,
according to the internal medicine curriculum,
prepared the simulated clinical experience
sessions. A hypertensive emergency scenario
was selected for the conduction of our study
using a high-fidelity manikin iStan (CAE
Healthcare, Inc., Florida, and United States),
and a low-fidelity manikin.

The students were divided into two groups:
intervention and control groups. A blinded third
researcher allocated the students randomly
through a coin toss. The control group included
40 medical students who received traditional
pre-briefing according to INACSL standards,
including ground rules, fiction contract,
scenario review, learning objectives, their roles
during simulation and time allotment, as well as
orientation on the simulation environment and
equipment [12]. The intervention group
included 44 students who received the
structured pre-briefing as an intervention. This
included all the items of the traditional pre-
briefing according to INACSL standards, but
with the addition of concept mapping as a pre-
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simulation activity.

The simulation sessions were conducted by
a trained facilitator and lasted 75 minutes. The
pre-briefing part lasted for 20 minutes for both
groups, followed by clinical immersion for 15
minutes, then debriefing for 40 minutes. The
pre-briefing for both groups was conducted by
the same facilitator to avoid any bias. The
investigator, during the pre-briefing session,
provided the interventional group with a
concept map worksheet. The participants were
given an orientation regarding the structure of
the concept map worksheet and how to use it
prior to the simulation session. Recruitment
occurred via email messaging and face-to-face
announcements by the investigators during
their attendance at the Medical Skills and
Simulation Center (MSSC).

At the end of the simulation session, the
students filled out a pre-briefing assessment
guestionnaire. The entire simulation session
was video recorded. Two facilitators to avoid
bias reviewed the recording. The facilitators
assessed the students’ competency
performance, clinical judgement,
communication, and patient safety using the
Creighton Competency Evaluation Instrument

(C-CEl).

Instruments

Creighton Competency Evaluation
Instrument (C-CEIl): The C-CElI is a
guantitative instrument used to evaluate
students’ performance during simulation

sessions with acceptable content reliability,
validity, and usability results. Assessment,
communication, clinical judgment (C-CEI-CJ),
and patient safety are the four subcategories of
the 23-item C-CEl scale. For a maximum total
score of 23 points, each item was given a score
of 0 or 1, with 1 indicating competency
achievement; total scores were converted to
percentages [6, 13]. Training videos for using
C-CEI were reviewed by the researchers prior
to using the C-CEI. Two facilitators who were
blinded to the briefing method used assessed
the students using C-CEI. Copyright permission
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was taken from the authors.

Pre-briefing Assessment Questionnaire: the
pre-briefing assessment questionnaire was
developed by the investigators due to the lack
of research and tools available on this subject
[6]. The questionnaire asked participants to
respond to 13 items on a 5-point Likert scale,
ranging from strongly agree to strongly
disagree. The questions addressed the learning
outcome, students’ thoughts, and the
facilitator’s role in the pre-briefing. The
students filled out the pre-briefing assessment
questionnaire at the end of the session.

Statistical analysis

All data were entered and analyzed using the
Statistical Package of Social Sciences (SPSS)
version 23.0. Data is presented as mean £ SD.
Two independent t-test was used to analyze the
differences between the mean variables
between the two groups of each domain of the
structured pre-briefing and of the overall
responses. Pearson’s correlation coefficient
analysis was used to assess the linear
association between the C-CEI and the pre-
briefing assessment questionnaire scores. All
reported p-values are two-tailed, and the p-
value was considered significant at <0.05.

The Arabian Gulf University Ethics and
Research Committee approved the study. All
the participants signed a consent form prior to
enrollment.

RESULTS

Eighty-four fifth-year medical students were
enrolled, 55 females (65.5%) and 29 males
(34.5%; the age of the students was between
22-24 years. All the participants had to have a
secondary school GPA of 85% and above to be
accepted in medical school. Both the control
and intervention groups had the same average
in their end-of-fourth-year grades, which is B
(80%—-89%). The results of the C-CEI (total and
subcategories) and the pre-briefing assessment
guestionnaire (total and subcategories) are
presented in Tables 1-2.
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Table 1: Results by Group for Creighton Competency Evaluation Instrument and Subscales

Total Sample Control Group Interventional Group -
(n=84) (n=44) (n=40) valu
Instrument/su | Me | S Me Mea 95% o
bscales an |D |95%C.l. |an |SD |95%C.l. |n SD | C.L
C-CElI- Total 70. | 15. | (66.9, 62. | 13. | (58.5, 78.5 12. | (74.6, 000
(23 items) 2 1 |735) 6 4 66.7) ~ 13 82.4) '
C-CEl -
78. | 22. | (73.1, 69. | 22. | (62.4, 17. | (81.9,

Assessment (3 | 57 | 37 | go gy 3 |7 |762) 87516 | 93.0) 000
items)
C-CEl -

o 88. | 90. | (69.2, 92. | 124 | (55.1, 16. | (79.0,
Communication | ¢= | 3 | 1084y |9 |3 |1307) |%** |9 |soso | %8
(5 items)

C-CEl - Clinical

64. | 19. | (960.2, 58. | 18. | (52.6, 18. | (65.5,
Judgement(® |, | )7 lggsy |1 |2 |e36) | Y |5 |773) 001
items)
C-CEI - Patient | 67. | 24. | 962.0, 56. | 24. | (48.8, 79.4 17. | (73.8, 000
Safety (6 items) | 3 3 | 725) 3 5 63.7) 16 85.0) '

M: mean; SD: standard deviation; C.I.: confidence interval

Table 2: Results by Group for Pre-Briefing Assessment Questionnaire and its Subscales

_ Control Group Interventional
Total Sample (n=84) n=44) Group (n=40) -
0, 0,
Instrument Mean | SD | 95%C.. | Mean | SD | 2% | Mean | sp | 9% | value
/subscales C.L C.l.
Pre-briefing Assessment
. (43.0, (38.8, (46.5,
(515 items, score out of 45.0 8.9 46.9) 41.7 9.7 44.7) 48.5 6.2 50.5) .000
Learning opportunity (5 (16.6, (15.0, (17.8,
items, score out of 20) 17.3 3.6 18.1) 162 4.0 17.4) 18.6 2.6 19.4) 001
Analyzing Thoughts and
Feelings (3 items, score | 10.6 2.0 (10.1, 10.1 2.2 (94, 11.1 1.6 (106, .016
11.0) 10.7) 11.6)
out of 12)
Facilitator Role in the
Pre-briefing (5 items, 17.1 4.0 (16.2, 155 44 (14.1, 18.8 2.4 (18.0, .000
17.9) 16.8) 19.6)
score out of 20)

M: mean; SD: standard deviation; C.I.: confidence interval

Creighton Competency Evaluation
Instrument (C-CEI) results

The C-CEI total scores were significantly
higher in the interventional group (78.5 + 12.3)
than in the control group (62.6 + 13.4) with a p-
value of 0.000. The C-CEl is divided into four
subscales: assessment, communication, clinical
judgment, and patient safety. As regards the C-
CEl assessment, we found a highly significant
difference between the interventional group (87.5
+ 17.6) and the control group (69.3 £ 22.7) with a
p-value of 0.000. No significant difference was
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found between the groups regarding the
communication subscale. The C-CEI-Clinical
Judgement scores were significantly higher in the
interventional group (71.4 = 18.5) than in the
control group (58.1 + 18.2) with a p-value of
0.001. In addition, the C-CEI-Patient Safety score
was significantly different between the
interventional group (79.4 = 17.6) and the control
group (56.3 £ 24.5) with a p-value of 0.000.

Pre-briefing  assessment  questionnaire
results

The interventional group that received
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structured pre-briefing had a better perception
of the pre-briefing experience than the control
group, with a p-value of 0.000. Furthermore, all
the scores of the pre-briefing assessment
subscales (learning opportunity, analyzing
thoughts and feelings, and facilitator’s role in
the pre-briefing) were higher in the
interventional group in comparison to the
control group with p-values of 0.001, 0.16, and
0.000, respectively.

Relationship between Creighton
Competency Evaluation Instrument (C-CEI)
and pre-briefing perception

The correlation between the C-CEI score

and the students’ pre-briefing assessment
questionnaire score for both groups is
summarized in Table 3. There was no
significant correlation between the pre-briefing
assessment score and the total C-CEI score (r:
0.227) and its subcategories (r: 0.131, 0.483,
0.520, and 0.451, respectively). The correlation
for the control group is (r: 0.529) and its
subcategories (r: 0.945, 0.633, 0.858, and
0.346, respectively) and the correlation for the
intervention group is (r: 0.615) and its
subcategories (0.740, 0.884, 0.357, and 0.646,
respectively).

Table 3: Correlation between Creighton Competency Evaluation Instrument (C-CEI) and pre-
briefing assessment questionnaire

CCEl Assessment| Communication Clinical Pt
Total Judgement | safety
Pre-briefing assessment  [Pearson 133 .166 -.078 071 .083
questionnaire total score |Correlation
Sig. (2-tailed) 227 131 483 520 451
N 84 84 84 84 84
Control Pearson -.098 -.011 -.074 -.028 -.146
Correlation
Sig. (2-tailed) .529 .945 633 .858 .346
N 44 44 44 44 44
Intervention Pearson -.082 .054 -.024 -.150 -.075
Correlation
Sig. (2-tailed) .615 .740 .884 .357 .646
N 40 40 40 40 40

**_Correlation is significant at the 0.01 level (2-tailed)

*. Correlation is significant at the 0.05 level (2-tailed)

DISCUSSION

The impact of medical simulation on
learners’ competency performance has been
studied previously using various approaches,
but the exact effect of different pre-briefing
activities  on  promoting  competency
performance and clinical judgment is still
unclear [6]. This study was conducted to
evaluate the role of structured pre-briefing on
medical students’ competency performance,
clinical judgement, and perception of pre-
briefing.

We found that the intervention group’s
competency performance and clinical judgment
scores were greater than the control group’s
scores. Furthermore, the intervention group’s
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perception of pre-briefing was higher than the
control group’s scores. There was no
correlation, however, between the competency
performance score and the students’ perception
of pre-briefing. The findings of this study are
significant for a variety of reasons. First, the
study assessed the application of concept
mapping as a structured pre-briefing technique
based on reflection theory and constructivism.
Second, there are favorable benefits of
structured pre-briefing on students’
competency performance and pre-briefing
assessment. Third, the study was conducted on
undergraduate medical students who had not
been studied before.

These results are in agreement with Page-
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Cutraraetal. [7], who investigated the influence
of structured pre-briefing using concept
mapping on nursing students’ competency
performance. They found that learners who
received structured pre-briefing had higher
competency performance and clinical judgment
scores as measured by the C-CEI score than
those who received traditional pre-briefing.
Furthermore, the structured pre-briefing group
had a better perception of the pre-briefing
experience than the traditional one. However,
they found no significant difference between
the studied groups on the communication
subscale, which contradicted our findings.

Furthermore, in accordance with our
findings, Parag Rishipathak et al. studied the
effect of using concept-mapping pre-briefing
versus the traditional pre-briefing on
emergency department postgraduate medical
students’ competency performance using the
LAPSS survey. They found that the students
pre-briefed using concept mapping had a higher
competency score than their peers [14].

The development of clinical judgement and
competency performance skills is essential for
the delivery of high-quality patient care.
Although they are clearly related to practical
experience, high-fidelity medical simulation
promotes the development of these skills
through experiential learning and reflection in a
safe, controlled environment.  Clinical
judgement includes four main components:
noticing, interpreting, responding, and
reflecting [15]. The first three components are
encountered during the clinical immersion
while reflecting in action, but reflecting
happens after responding to the situation.
Concept mapping as a graphical representation
of knowledge has been found to be an effective
method for promoting clinical judgement and
meaningful learning experience [10]. Using
concept mapping in pre-briefing can enhance

learners’ active engagement to use their
previous knowledge and experience to
organize, interpret patient data, link the

available information, and assess the situation.
Students can investigate the relationships being
created to gain new insights and knowledge.
These all help learners to develop critical
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thinking and decision-making skills that will set
the stage for strong clinical judgment and
competence performance skills [16]. This is
supported by previous studies, which evaluated
the effect of various pre-briefing activities on
the learners’ clinical judgement, such as expert
role modeling, recorded video [17], verbal
articulation of thoughts, and written preparatory
materials. They concluded that adding pre-
briefing activities to simulation improves
students’ clinical judgment, better
understanding, situational awareness, clinical
reasoning, and decision-making [18]. In
addition, it can facilitate the development of
non-technical skills such as clinical reasoning
and foster interprofessional teamwork,
decision-making, and prioritization of key
concepts [11].

Concept maps show strengths and
limitations in learners’ thinking patterns, and
they allow them to consider the clinical scenario
in a variety of ways and anticipate various
clinical outcomes. Students can trace thought
patterns back to the point where the mistake
was made if a mistake is discovered during the
evaluation and reflection phases. As a result,
concept mapping allows students to look at the
full clinical scenario and gain a better
understanding of the contents, relationships,
and patient priorities [16].

The overall perception of the pre-briefing
experience in this study was better in the group
that received the structured pre-briefing.
Moreover, learners’ assessment of the pre-
briefing as a learning opportunity and helping
them to analyze their thoughts and feelings was
better in the intervention group in comparison
to the control. Some learners wrote comments
on the pre-briefing assessment questionnaire
(as it was optional). In the intervention group,
two learners commented, ‘It was great’, and
another two learners commented that the pre-
briefing was helpful in better understanding the
case, linking our previous knowledge to the
clinical scenario, and better anticipation of the
plan for care. On the other hand, two students
who  received traditional  pre-briefing
commented, ‘The pre-briefing was short and
inadequate. We should have more time to
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analyze the scenario and discuss our plans
before the immersion’. This was in agreement
with a previous study that evaluated students’
perception of simulation as an interprofessional

teaching  strategy. It concluded that
undergraduate  students who  received
traditional pre-briefing (such as learning

objectives, role assignment, and environmental
orientations) needed more data in order to
succeed in the simulated scenario [19].
Furthermore, three recent reports also match
our students’ feedback. They advocate adding
more pre-briefing activities to improve
simulation outcomes, as well as increasing the
pre-briefing time to give the students a chance
to ask questions and improve their learning
experience [18, 20].

However, the positive influence of
structured pre-briefing on learners’ clinical
competency and perception of pre-briefing,
there was no significant correlation between
them. The current literature is supportive of
these insignificant links. Bambini et al. [21] and
Page-Cutrara et al. [7] found a discrepancy
between learners’ self-perceptions of learning
and their actual performance results. To have an
insight into one’s abilities is essential, but on
the other hand, it is a subjective measure of
perceived learning, not the actual learning
outcomes. Therefore, learners are relatively
poor judges of their own learning and poor
measures of training effectiveness [22].

Henceforth, using structured pre-briefing in
medical simulation enables students to apply the
knowledge and skills gained from simulation
sessions to their future clinical practice, resulting
in improved competency performance and
clinical judgment. The results of our study, as a
preliminary step in using structured pre-briefing
in medical education are encouraging further

REFERENCES

1. Mittal VK. Simulation training-a necessity for
future surgeons. Springer; 2015.

2. Chamberlain J. Prebriefing in nursing simulation:
A concept analysis using Rodger’s methodology.
Clin Simul Nurs. 2015;11(7):318-22.

3. Rhodes ML, CURRAN C. Use of the human patient

288

work to validate our results.

CONCLUSION AND
RECOMMENDATIONS

In summary, the intervention group that
received the structured pre-briefing had
statistically significantly higher competency
performance and clinical judgement scores than
the control group that received traditional pre-
briefing. Furthermore, the perception of the pre-
briefing experience was better for the group that
received structured pre-briefing than for the
other group. This study highlighted the
effectiveness of using concept mapping as a
model of structured pre-briefing model to
enhance medical students’ competency
performance and clinical judgment. Clinical
judgement and competency are actually a
complex process that necessitates the
development of many skills. The majority of
medical student participants in this study agreed
that structured pre-briefing was more effective
and had better competency scores.

Our study has some limitations. Firstly, the
sample size was small, and this may have
influenced the quality of our work. Second, the
study’s participants were chosen from a single
medical specialty, which may limit the study’s
validity to other medical fields. Thirdly, this
study has achieved a short-term gain, and it is
unclear whether the effect will last with the
learners; this needs a further follow-up study.
Finally, there are still unanswered questions
about how much prior experience influences
learning outcomes and the effectiveness of
structured  pre-briefing. Further research
involving more students and multiple
simulation specialties is needed to evaluate the
correlation between the level of experience and
concept mapping effectiveness, in addition to
the best type of concept mapping to use.

simulator to teach clinical judgment skills in a
baccalaureate nursing program. CIN Comput
Informatics, Nurs. 2005;23(5):256-62.

4. Page-Cutrara K. Prebriefing in nursing simulation:
A concept analysis. Clin
2015;11(7):335-40.

Simul  Nurs.



Structured Pre-Briefing on Clinical Competency

Darwish et al.

5.

10.

11.

12.

13.

Meakim C, Boese T, Decker S, Franklin AE, Gloe
D, Lioce L, et al. Standards of best practice:
Simulation standard I: Terminology. Clin Simul
Nurs. 2013;9(6):S3--S11.
Page-Cutrara K. The
prebriefing on nursing students’

impact of structured
competency
performance, clinical judgment and experience in
simulation. Duquesne University; 2015.
Page-Cutrara K, Turk M. Impact of prebriefing on
competency performance, clinical judgment and
experience in simulation: An experimental study.
Nurse Educ Today. 2017;48:78-83.

Schon DA. Educating the reflective practitioner:
toward a new design for teaching and learning in
the  professions. Aust J Adult
2010;50(2):448-51.

Burke H, Mancuso L. Social cognitive theory,

Learn.

metacognition, and simulation learning in nursing
education. J Nurs Educ. 2012;51(10):543-8.

Coghlan D, Holian R. Insider action research.
Sage Publications Sage CA: Thousand Oaks, CA;
2007.

Daley BJ, Durning SJ, Torre DM. Using concept
maps to create meaningful learning in medical
education. MedEdPublish. 2016;5.

Committee IS, others. INACSL standards of best
practice: SimulationSM simulation design. Clin
Simul Nurs. 2016;12:55--S12.

Hayden J, Keegan M, Kardong-Edgren S, Smiley
RA. Reliability and validity testing of the Creighton
Competency Evaluation Instrument for use in the
NCSBN National Simulation Study. Nurs Educ
Perspect. 2014;35(4):244-52.

14. Rishipathak P, Vijayraghavan S, Hinduja A.

289

15.

16.

17.

18.

19.

20.

21.

22.

Concept Map Prebriefing Versus Traditional
Prebriefing in Ischemic Stroke Management
amongst EMS Students of Pune, India. Exec Ed.
2020;11(01):420.

Lasater K. Clinical judgment development: Using
simulation to create an assessment rubric. J Nurs
Educ. 2007;46(11):496-503.

Gerdeman JL, Lux K, Jacko J. Using concept
mapping to build clinical judgment skills. Nurse
Educ Pract. 2013;13(1):11-7.

Johnson EA, Lasater K, Hodson-Carlton K,
Siktberg L, Sideras S, Dillard N. Geriatrics in
simulation: Role modeling and clinical judgment
effect. Nurs Educ Perspect. 2012;33(3):176-80.

Sharoff L. Preliminary exploration of simulation
preparation, clinical judgment and reflective
process. J Contemp Med. 2012;2(3):141-50.

JL, Swenty CF, Hoehn WG. An
interprofessional

Titzer
simulation promoting
collaboration and problem solving among nursing
and allied health professional students. Clin Simul
Nurs. 2012;8(8):e325--e333.
Posmontier B, Montgomery K, Glasgow MES,
OC, K,
teamwork  simulation in

Montgomery Morse others.
Transdisciplinary
obstetrics--gynecology health care education. J
Nurs Educ. 2012;51(3):176-9.

Bambini D, Washburn JOY, Perkins R. Outcomes
of clinical simulation for novice nursing students:
Communication, confidence, clinical judgment.
Nurs Educ Perspect. 2009;30(2):79-82.

Lasater K. High-fidelity simulation and the
development of clinical judgment: Students’

experiences. J Nurs Educ. 2007;46(6):269-76.



Structured Pre-Briefing on Clinical Competency Darwish et al.

agadl SICY) aniilly Gaal) AS (DU BoliS Ao Afal) Lngial) dalay) il

Alle g S Faslyl Jubs dlf e plai Pclafn & [ aas) I g p i)

Cosln (oo et O jupips Sy S ads | Glu

Opad) (onad) daals (Al Laaall aslall 208
Gl ¢ yal) all Aaals cdal) aslally bl 2iS
Gl e pal) dal) daals cdpkal) clleally SSladl) S5’

el
O o pe ) Slo bl adetll & pealall gl 8 ads Gl e saa) e L Al aaie : cilaally Audlal)
Casng bl adal B L ysns LelSin Cum (he Vain Wiy o o Ll V) cSIaal) dibaal Lrgail) s pal) o Biscaal) Alala)
oy e oyl ) LY eyl wSally (DU 5eUS o ARnnall dungiall Aalay) aladial yBG A ) i) 1
apall SV aganiiy (DD 8eUS e Baeadll Slady) (se Bli) (el (DU ¢
Ll degenall e 1oie g ) GO i 23 sl dl) D) (B ida s 84 Al oda culedi 1 duaglal)
o Sl oSl e gana Ly (ot liall A asy ) A8l Aol Anese Abala) Ahseadl) Lingiall Ablay) Jsahi LWl 44
) 3L=YL (C-CEI) 3Ll a8 pasiady (Ul kY sy 6l anits o +Aulis Aansa dala) g LWL 40
Aasiuls i sead) Gk SD Gl Jacisie au &5 Audal) dilg 3 DU Bl (oM ALY U8 L dlaje pus i
Cosmyd Tl Jebaa b alatiioals il (o Il V) s Uil L)
Sl degana o Lgie Ll dosenall (8 G el gl SlQY) puiil Clayag 80U el Ay calS sl
Gl el (530 e Alad ST A el e genall (DU (g of Al cidl LS (0.000) ads dlle AN ISP 4o as
iy Bl i il ggane O Dl ¢ i (S5 Q) el e )l e (P <0.000). Lassall Gingiall Akl

LOUal) Aol
S agantiy bl (D 8l pS U< Hia alad) LA an pladial abiid) Gued) Dlagy) @ clabinuy)

- GSEIEY ) pl) (alall 2SS oS cngiall AblaY) AN Cilalgl

290



