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Abstract 

There is high demand for competent graduate nurses as they begin working in 

healthcare. However, the transition from classroom to professional practice can be 

difficult. Students and newly licensed entry-level practitioners must develop and possess 

suitable clinical judgments in order to demonstrate clinical competency in the delivery of 

safe patient care. Currently, there is a call for nursing education to provide increased rigor 

in performance evaluation of students’ clinical judgment prior to graduation.  

The primary purpose of this study was to determine if rater training had an effect 

on interrater reliability among raters with the Lasater Clinical Judgment Rubric (LCJR) 

subscales in simulation compared to those who receive no training. The second purpose 

was to determine the effect of years of experience evaluating nursing students and level of 

nursing education on interrater reliability with the Lasater Clinical Judgment Rubric.  

An experimental quantitative pre and post-test comparative study was conducted 

with a convenience sample of 34 nurse educators from across the U.S. The study consisted 

of rating recorded simulations on a weekly basis over six-weeks. Additionally, all 

participants viewed a recorded evaluation instrument orientation during week 2. The 

intervention group also attended two training sessions using Zoom® teleconferencing 

platform during week 3 and week 5. The evaluation instrument’s data were collected and 

examined using Kendall’s coefficient of concordance W, descriptive statistics and 

independent t tests to determine the level of agreement compared to an expert rater 

benchmark.  
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The training strategies developed for this study were minimally effective in 

improving interrater reliability. The study did not find statistically significant findings in 

experience evaluating students in clinical or simulation, or in the level of education. 

However, interrater reliability was higher in participants that had less than 5 years’ 

experience rating students in clinical environments, greater than 5 years’ experience rating 

students in simulation, and among the doctoral prepared participants. These findings 

provide additional evidence that supports Tanner’s Clinical Judgment Model and the 

LCJR. Future research is needed to further the application and enhancement of the 

research methods used in this study.  

This study provided evidence of the importance of rater training. However, more 

research is needed on developing rater training programs that have a greater impact on 

improving interrater reliability. Implications for nursing science, nursing education, 

simulation, and nursing practice, along with recommendations for future research, are 

considered. These data will add to the body of evidence by providing valuable information 

for best practice in facilitating interrater reliability using the LCJR.  
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Chapter 1 

The Phenomenon 

Nurse educators are faced with difficult decisions when observing and evaluating 

students’ clinical judgment performance. The complexity of patient care, and the 

multiplicity of clinical environments to which students are assigned, add additional 

challenges in providing accurate formative or summative student performance 

evaluations (Morrison & Brennaman, 2016; Wu et al., 2015; Wu et al., 2018). According 

to the American Association of Colleges of Nursing (AACN) (2021) clinical experiences 

and simulation provide opportunities for nursing students to learn clinical judgments and 

critical thinking in various healthcare settings. Therefore, it is the shared responsibility of 

nurse educators and clinical practice leaders to provide raters of student performance with 

the support, training, and competency frameworks that enhance their ability to rate 

students’ levels of clinical judgment (L’Ecuyer et al., 2018; Oermann et al., 2016). 

Background 

Newly licensed nurses entering practice across the United States (U. S.) are 

expected to provide competent patient care from the start of their professional 

career. This expectation is linked to the increasing knowledge and skills demanded for 

safe, high quality patient care in an ever-changing healthcare environment (Monagle et 

al., 2018). Nurse educators and healthcare administrators agree that an essential skill all 

nursing students and newly licensed nurses must develop is clinical judgment (Benner et 

al., 2010; Boulet, 2008; Docherty & Dieckmann, 2015; Gormley, 2011; Jensen, 2013; 

Johnson et al., 2012; Lasater, 2007a; Monagle et al., 2018; Tanner, 2006).  
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However, there is limited evidence in the literature to ensure nurse educators who 

rate student performances use evidence-based evaluation instruments as intended. Also, 

training methods established for ensuring raters understand the use of the evaluation 

instrument is sparse. It is vital that nurse educators provide students with accurate 

evaluations of clinical judgment by incorporating multiple assessment methods 

throughout the curriculum. Observational evaluations are the main pillars in determining 

if students are competent in providing safe patient care. It is imperative that nurse 

educators are proficient in order to provide consistent and accurate student assessments 

(Oermann & Gaberson, 2014; Oermann et al., 2016). 

Adequate rater training has been identified as an essential element for accurate 

and consistent rating of students’ clinical judgment (L’Ecuyer et al., 2018; Quek & 

Shorey, 2018). Quek and Shorey (2018) found that nurse leaders both in academia and 

clinical practice have not defined assessment criteria, measurement standards, or 

evaluation procedures that would signify or validate rating competency or interrater 

reliability of raters. There is limited evidence in the literature of essential training 

procedures that prepare nurse educators to evaluate students in clinical practice, as well 

as nursing simulation (Quek & Shorey, 2018). It is paramount that nurse educators are 

provided with essential tools and training in which to conduct accurate and reliable 

evaluation of students’ clinical judgment throughout the program of study.  

Clinical Judgment 

Clinical judgment is recognized by the National Council of State Boards of 

Nursing (NCSBN) as a minimum competency for nurses to practice safely and ethically 
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(NCSBN, 2020; Williams et al., 2014). The Essentials of Baccalaureate Education for 

Professional Nursing Practice (2021), published by the AACN, indicates that nursing 

professionals should develop a strong knowledge base in critical thinking, clinical 

reasoning, and clinical judgment. However, research demonstrates that many novice 

nurses fail to exhibit readiness-to-practice clinical judgment skills especially during their 

first year of practice (AACN, 2021; Benner et al., 2010; Docherty & Dieckmann, 2015).  

 Descriptions and definitions of clinical judgment are mixed interchangeably with 

critical thinking and clinical reasoning in nursing education literature. However, each 

area is a separate and distinct concept. When placed together, they form the foundation of 

expertise and evidence-based practice in nursing. Victor-Chmil (2013) argued that critical 

thinking develops first and is a cognitive process used to analyze knowledge of the 

subject matter at hand and is not dependent on the clinical situation. The critical thinking 

process is based on evidence and science rather than assumptions. Clinical reasoning 

requires both cognitive and metacognitive processes to analyze and apply knowledge 

relative to a clinical situation or patient. Clinical judgment is developed by a blending of 

cognitive, psychomotor, and affective processes demonstrated through nursing action 

(Victor-Chmil, 2013).  

 Being a crucial nursing skill, the level of clinical judgment of graduates from pre-

licensure nursing programs is the focus of the Next Generation National Council 

Licensure Examination (NGN), with a release date of 2023 (Caputi, 2019). Nursing 

programs need to incorporate clinical judgment development into their curricula to 

support student learning. The major focus of the NGN will be on testing the level of 
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students’ clinical judgment through the use of higher-level questioning techniques 

(Caputi, 2019). The NGN will not only add new question-types but will include questions 

that measure clinical judgment at a more advanced level than what is currently required 

on the National Council Licensure Exam for Registered Nurses (NCLEX-RN®). The 

intent of the new question-types is to provide greater realism for the way nurses think in 

clinical practice (Caputi, 2019). Observational student performance evaluations are the 

foundation for determining if nursing students’ clinical judgments are at the competent 

level to enter practice.  

Observational Performance Evaluation 

 There is a lack of evidence for valid observational evaluation processes when 

assessing or evaluating formative and summative clinical performance evaluations in 

nursing education (Boulet, 2008; Feldman et al., 2012; Rutherford-Hemming et al., 

2016). To provide a standard level of achievement for student learners through 

observational performance evaluation, assessment systems must include an underlying set 

of goals or expectations (Pangaro & Cate, 2013).  

According to Oermann et al. (2016), observational performance evaluations are 

extremely difficult to accurately rate in busy healthcare settings. Factors that may affect 

the rater’s ability to accurately evaluate students are directly related to the number of 

students that the rater is responsible for in the clinical setting, their experience in rating 

students, rater training, and the patient population (Oermann & Gaberson, 2014; 

Oermann et al., 2016). Generally, raters have limited guidance and preparation in 

evaluating student competency using selected evaluation instruments (Hunt et al., 2012; 
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Oermann et al., 2016). This may result in a reluctance to fail students who do not perform 

well clinically but perform well on other evaluation criteria like examinations and written 

work (Hunt et al., 2012; Oermann et al., 2016). Furthermore, nurse educators may 

evaluate student performance too leniently or too stringently during a clinical course. For 

example, instructors may fail a student assuming the student would be at an increased 

risk of being unsuccessful in the rest of the nursing program (Docherty & Dieckmann, 

2015; Wolf et al., 2011). Direct accurate and consistent evaluation of students’ clinical 

judgment performances is needed to confirm learners have attained entry-level aptitude 

for nursing practice prior to graduation (Docherty & Dieckmann, 2015; Halstead, 2019; 

Lasater, 2007a; Tanner, 2006; Wolf et al., 2011). 

Rizzolo et al. (2015) advocated for the importance of incorporating the National 

League for Nursing (NLN) Fair Testing Guidelines in the development of performance 

evaluations in clinical environments as well as simulation (NLN, 2020). The guidelines 

assert that: a) student progression should not be judged by a single performance 

evaluation; b) multiple evaluation categories should be incorporated to provide sufficient 

evidence for student progression in a course or program; and c) students need to be 

exposed to a sufficient number of evidence-based simulation experiences prior to any 

summative high-stakes clinical performance evaluation taking place (Haerling, 2021; 

Rizzolo et al., 2015).   

Nursing students’ development of clinical judgment is crucial to evaluate prior to 

graduation. Clinical judgment is key in establishing professional standards for quality 

care and patient safety after graduation (Wu et al., 2015; Wu et al., 2018). Students’ 
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clinical decisions are multidimensional and must be based on the attributes of clinical 

judgment required by the nursing profession for entry-level practitioners (Kardong-

Edgren et al., 2017; Kardong-Edgren, 2021; Morrison & Brennaman, 2016; Oermann et 

al., 2016; Rizzolo et al., 2015; Walshe et al., 2019; Wu et al., 2015; Wu et al., 2018).  

According to Kardong-Edgren et al. (2017) a shared mental model between raters 

of the expected student behaviors of competency is required to improve interrater 

reliability during high-stakes performance evaluation. It is presumed that all nurse 

educators have the innate ability to rate student performance due to their nursing 

licensure, education, and professional experience (Franklin & Melville, 2015; Kardong-

Edgren et al., 2017). However, competency in rating students’ clinical judgment 

performance is rarely assessed (Franklin & Melville, 2015; Kardong-Edgren et al., 2017). 

Likewise, evidence of the effects of rater training on the rater’s overall ability to provide 

accurate ratings is sparse or unreported in many studies (Bartman et al., 2013; Ilgen et al., 

2015; Kardong-Edgren et al., 2017). 

Simulation-Based Observational Evaluations 

Medicine has incorporated frameworks that group and categorize educational 

goals to determine at which level of competency a medical student or medical resident 

can be assessed for readiness to practice (Pangaro & Cate, 2013). Currently, evidence-

based simulation has played an extensive role in medicine for summative evaluations, 

since higher level cognitive thinking processes can be assessed and evaluated in a 

controlled environment, such as in simulation (Boulet, 2008; Rutherford-Hemmings et 

al., 2016). Nursing education has been slow to adopt simulation as a means of providing 
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summative evaluations for nursing students. Simulation pedagogy must continue to 

mature by incorporating higher levels of evaluation and reported psychometric measures 

to accurately assess the transfer of learning from simulation to clinical practice (Adamson 

et al., 2012; Bewley & O’Neil, 2013).  

Due to the difficulty in evaluating observational performance in the clinical 

setting, simulation-based evaluations have gained considerable recognition in nursing 

education providing formative clinical judgment performance assessments (Feldman et 

al., 2012; Kardong-Edgren et al., 2017; Rutherford-Hemmings et al., 2016). Simulation-

based clinical performance evaluation can provide a standardization in approach to the 

evaluation process and eliminate risks to actual patients. Multiple aspects of each 

student’s clinical judgment performance can be evaluated which include performance 

during the simulation, interpersonal skills, teamwork, and therapeutic communication, as 

well as reflection on nursing actions post simulation (Feldman et al., 2012; Haerling, 

2021; Kardong-Edgren et al., 2017; Rutherford-Hemmings et al., 2016).  

Evaluating students’ clinical judgment in simulation reduces the rater’s cognitive 

workload when rating a performance (Feldman et al., 2012; Haerling, 2021; Kardong-

Edgren et al., 2017; Rutherford-Hemmings et al., 2016). Learning objectives and 

expected student responses can be determined a priori, enabling the observers to prepare 

prior to the observation. Simulation facilitates higher levels of evaluation due to 

standardization than less structured observations in clinical environments and hence, can 

measure complex levels of student competency (Feldman et al., 2012; Haerling, 2021; 

Kardong-Edgren et al., 2017; Rutherford-Hemmings et al., 2016). 
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 The New World Kirkpatrick Model (2019) provides a framework for evaluating 

outcomes of training in simulation, education, medicine, and nursing. It offers an 

evidence-based hierarchal evaluation process to determine if adequate training has been 

delivered, and it can be used to identify if the learning outcomes gained through training 

are carried over into the workplace to improve practice (Kirkpatrick & Kirkpatrick, 

2019). A limitation of simulation-based evaluation is that it may present a false inference 

between actual in-practice behaviors observed and those evaluated only in the simulated 

environment. The majority of simulation research has been examined at Kirkpatrick’s 

level 1, learner satisfaction; or Level 2, the acquisition of knowledge or skills 

(Kirkpatrick & Kirkpatrick, 2019). However, simulation-based evaluation can be used to 

complement other evaluation strategies in determining student competency in clinical 

judgment prior to graduation (Feldman et al., 2012; Haerling, 2021; Kardong-Edgren et 

al., 2017; Rutherford-Hemmings et al., 2016).  

It is important to note according to Kardong-Edgren (2017), simulation-based 

evaluations are being used by some nursing programs for summative evaluations with 

limited evidence of rater training and adequate levels of interrater reliability. Additional 

research is needed to determine best practice among raters evaluating these events.  

Link to Clinical Practice 

The demand on nurses in healthcare continues to increase and nursing education 

needs to keep up with these changes. The acuity of patients is higher, lengths of patient 

stay in hospitals and other healthcare facilities are shorter than a decade ago, and the 

availability of clinical sites for student learning has decreased. All of these factors 
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contribute to nurse educators having limited opportunities to offer learning experiences 

that challenge students to build on their clinical judgment skills (Bussard, 2018).  

 Since the 1970s, nursing scholars have stressed the need for students to not only 

learn hands-on skills, but also to develop clinical judgments (Benner et al., 2010; Lasater, 

2007a; Tanner, 2006). Even though nursing education has developed robust strategies for 

the advancement of students’ patient care abilities, the preparation-practice gap remains 

significant among newly licensed nurses. This gap challenges the newly licensed nurse’s 

ability to deliver consistent, safe, quality, patient care (Kavanagh & Szweda, 2017; 

Lasater et al., 2015). 

Kavanagh and Szweda (2017) reported that only 28% of newly licensed nurses 

met acceptable scores for their ability to recognize deterioration of a patient’s condition, 

followed by decreased capability to manage this changing situation. Nurse educators have 

based student progression and predicted post-program success on the use of 

comprehensive, standardized, and commercially available achievement tests in an effort 

to gauge learners’ progress (Kavanagh & Szweda, 2017). Nevertheless, these 

standardized evaluations fall short in measuring a student’s understanding of safe patient 

care, and their ability to apply knowledge appropriately (Kavanagh & Szweda, 2017). In 

2010, Benner et al. proposed that performance evaluation requirements be added to 

NCSBN-RN®  licensure exams to evaluate and confirm knowledge acquisition prior to 

graduation. State boards of nursing currently have not adopted or implemented this 

stance.  
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Lasater Clinical Judgment Rubric (LCJR).  The Lasater Clinical Judgment Rubric 

(LCJR), based on Tanner’s Clinical Judgment model, has generated evidence for 

construct validity with internal consistency and reliability (Adamson, 2011; Hauenstein 

& McCuster, 2017; Kardong-Edgren et al., 2011; Kardong-Edgren et al., 2017; Kavanagh 

& Szweda, 2017; Oermann et al., 2016). The LCJR offers a conduit for the development 

of clinical judgment over the course of one to two years to achieve competency (Benner 

et al., 2010; Manetti, 2018; Tanner, 2006). Evaluation methods using sound theoretical 

frameworks and precise teaching-learning strategies are necessary to promote 

development of students’ clinical judgment abilities (Manetti, 2018). 

As highlighted in the literature review for this study, the sample populations 

consisted primarily of academic nurse educators rating students’ clinical judgment using 

the LCJR. There is a gap in evidence on the effect of rater training on a sample 

population of clinical and academic nurse educators rating student performance with the 

LCJR. 

Rater Training Development.  Rater training is important for establishing 

interrater reliability when using an evaluation instrument to evaluate student performance 

(Adamson, 2011; Hauenstein & McCuster, 2017; Kardong-Edgren et al., 2011; Kardong-

Edgren et al., 2017; Kavanagh & Szweda, 2017; Oermann et al., 2016). However, there is 

limited information to guide the design and testing procedures for rater training. Three 

main processes have been identified in the literature and are: a) raters need to be trained 

on the use of the instrument; b) raters scoring student performances are required to be 

evaluated at the end of training; and c) the extent to which rater training is maintained 
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through the course of the evaluation of student performance must be identified 

(Hauenstein & McCuster, 2017).  

There are many inherent challenges in evaluating student performances in 

nursing. Providing substantial rater training measures that establish interrater reliability, 

and ultimately strengthen an instrument’s validity, will allow investigators to measure 

nursing students’ clinical judgment learning outcomes objectively and effectively 

(Oermann et al., 2016). Incorporating evidence-based evaluation strategies is a necessary 

component in achieving evidence-based practice in nursing education and simulation 

(Oermann et al., 2009; Oermann et al., 2016).  

Validity of evaluation instruments has purportedly been enhanced when they are 

supported in core areas of knowledge, values, and skills; are communicated by 

accreditation and state licensure; and are supported by leaders in nursing education, and 

professional nursing organizations (Adamson, 2011). Even with an increase in evidence 

on the overall validity and reliability of simulation performance evaluation instruments, 

there is need for more research (Adamson et al., 2012; Hayden et al., 2014; Kardong-

Edgren et al., 2017; Leighton et al., 2018; Rutherford-Hemmings et al., 2016).  

Furthermore, training processes that demonstrate significant reliability agreement 

among raters during performance evaluation in simulated environments remains vague 

(Adamson et al., 2012; Hayden et al., 2014; Kardong-Edgren et al., 2017; Leighton et al., 

2018; Rutherford-Hemmings et al., 2016). More importantly, only one experimental 

design study was found during the literature review examining a population of nurse 
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educators and the effects of rater training on interrater reliability with the LCJR rating 

students in simulation (Holland et al., 2020). 

Statement of the Problem 

There is a consistent call for increased rigor in competency evaluations using 

high-stakes clinical performance evaluation methods in nursing (Benner et al., 2010; 

Boulet, 2008; Boulet et al., 2011; Docherty & Dieckmann, 2015; Gormley, 2011). 

Summative high-stakes performance evaluation involves making decisions on student 

progression (Kardong-Edgren et al., 2011; Kardong-Edgren et al., 2017; Rutherford-

Hemming et al., 2016). Instances that define high-stakes are evaluation results that 

determine student tracking, promotion, or graduation (Rutherford-Hemming et al., 2016). 

Perhaps the most important characteristic of any high-stakes clinical performance 

evaluation is that it is shown to be valid for the purpose of the assessment being 

conducted (Kardong-Edgren et al., 2017; Rutherford-Hemming et al., 2016).    

Some of the main issues with performance evaluations are the limited availability 

of instruments that establish ongoing evidence of validity and reliability. Another 

important element to consider is rater training. Careful training of raters is imperative to 

ensure the instrument will demonstrate acceptable levels of interrater reliability (Feldman 

et al., 2012; Hauenstein & McCuster, 2017). The development of rater training platforms 

requires a systematic approach that guides the design and provides information on the 

effectiveness of the training (Feldman et al., 2012; Hauenstein & McCuster, 2017). 

Observational evaluation relies heavily on the rater’s professional judgment. This 

may raise questions related to how much of the evaluation scoring is dependent on the 



 

 

13 

 

rater’s personal bias, rather than the student’s actual performance (Graham et al., 2012; 

Oermann et al., 2016). The accuracy of evaluation ratings may be in question if scored by 

a rater who is considered too lenient or too stringent in their evaluations, or by what the 

rater deems as best-practice in clinical judgment. Personal judgment may rule if there is a 

lack of rater training in the use of the evaluation instrument (Graham et al., 2012; 

Oermann et al., 2016). 

According to Eppich et al. (2015) the first critical step in developing high-stakes 

clinical performance evaluation in simulation is the use of evaluation instruments that 

have been shown to generate valid and reliable data. Rater training is an equally 

important consideration to ensure that the instrument is used in a standardized manner to 

achieve appropriate reliability (Eppich et al., 2015). Unfortunately, there is paucity of 

literature to support best training methods to establish and maintain interrater reliability 

among raters using the LCJR. More importantly, there is a scarcity of evidence on the 

effect of rater training on nurse educators and clinical instructors evaluating nursing 

students’ clinical judgment performance in simulation.  

Purposes of the Study 

The primary purpose of this study was to determine if rater training has an effect 

on interrater reliability among raters with the Lasater Clinical Judgment Rubric (LCJR) 

subscales in simulation compared to those who receive no training. The second purpose 

was to determine the effect of experience with the LCJR, years of experience evaluating 

nursing students, and level of nursing education on interrater reliability with the Lasater 

Clinical Judgment Rubric. 
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Research Questions 

The research questions addressed in this study were: 

1. What are the effects of a rater training intervention on interrater reliability 

using subscale scoring with the Lasater Clinical Judgment Rubric (LCJR) 

when evaluating nursing students' clinical judgment performance in 

simulation compared to a benchmark LCJR scoring set by an expert rater? 

2. Which of the following predictors are independently associated with LCJR 

subscale scores: rater training versus no training, years of experience 

evaluating students in clinical settings, years of experience evaluating students 

in simulation, and level of nursing education?  

Hypotheses 

The hypotheses addressed in this study were: 

1. Trained raters will have higher levels of interrater reliability in subscale 

scoring of the Lasater Clinical Judgment Rubric (LCJR) with benchmark 

LCJR scoring set by an expert rater compared to untrained raters.  

2. Raters years of experience conducting student evaluations in clinical settings 

and/or simulation settings and the level of nursing education of the sample 

will influence interrater reliability with the Lasater Clinical Judgment Rubric 

(LCJR).    

Definitions of Terms 

The following are definitions of the major variables used in this study.  
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Clinical Judgment  

Is defined by Tanner (2006) as “an interpretation or conclusion about a patient’s 

needs, concerns, or health problems, and/or the decision to take action (or not), use or 

modify standard approaches, or improvise new ones as deemed appropriate by the 

patient’s response” (p. 204). The LCJR subscales were measured in this study. 

Lasater Clinical Judgment Rubric (LCJR)  

Incorporates the four aspects of Tanner’s Model of Noticing, Interpreting, 

Responding, and Reflecting. Scoring using the rubric involves assigning scores 1-4, 

which align with beginning-level to exemplary-level of performance. The LCJR has a 

maximum score of 44, which is divided into 11 subscales for the four aspects of Tanner’s 

model (Lasater, 2007a). The four aspects of the rubric are identified as: 

Noticing. Refers to the nurse grasping the situation at hand (Tanner, 2006) and 

measured by the Noticing subscale scoring of “Focused Observation”, “Recognizes 

Deviations from Expected Patterns”, and “Information Seeking” on the LCJR. Subscale 

score ranges from 1 to 4 and the total maximum score of the Noticing subscale is 12 

points (Lasater, 2007a, 2007b, 2011). 

Interpreting. Is defined by Tanner (2006) as developing sufficient understanding 

of the patient situation to provide a response and was measured by the Interpreting 

subscales of “Prioritizing Data” and “Making Sense of Data” on the LCJR. Subscale 

score ranges from 1 to 4 and total maximum score of the Interpreting aspect is 8 points 

(Lasater, 2007a, 2007b, 2011). 
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Responding. Involves determining an appropriate immediate or delayed course of 

action depending on the situation (Tanner, 2006) and was measured by the Responding 

subscales of “Calm Confident Manner”, “Clear Communication”, and “Well-Planned 

Intervention/Flexibility” on the LCJR. Subscale score ranges from 1 to 4 and total 

maximum score of the Responding aspect is 16 points (Lasater, 2007a, 2007b, 2011). 

Reflecting. Is the process of focusing on patients’ response to the nursing action 

during a patient care situation then reviewing the patient outcomes of the action (Tanner, 

2006) and was measured by the Reflecting subscale scores of “Evaluation/Self-Analysis” 

and “Commitment to Improvement” on the LCJR. Subscale score ranges from 1 to 4 and 

total maximum score of the Reflecting aspect is 8 points (Lasater, 2007a, 2007b, 2011). 

Interrater Reliability 

Is the dependability of classifications of phenomena being studied. When using 

the criterion-referenced framework, reliability is estimated by using interrater agreement 

procedures (Waltz et al., 2017). Kendall’s W (also known as Kendall’s coefficient of 

concordance) was used in this study to determine interrater agreement across raters. 

Nurse Educator  

Is an educator who evaluates student performance in clinical or simulation 

settings.  

Rater or Evaluator 

According to the Cambridge dictionary.org (n.d.) is defined as “someone whose 

job it is to judge the quality, importance, amount, or value of something.” For the 
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purposes of this study, a rater was defined as a registered nurse assigned to rate student 

performance scenarios.  

Expert Rater  

Is defined as one who determined the rating criteria to be used as a frame of 

reference for raters in this study. The expert rater established the expected essential 

behaviors of student performance in each scenario (Kardong-Edgren et al., 2017). In this 

study the expert rater was a registered nurse and the investigator of this study. The 

investigator’s LCJR subscale ratings in each scenario were used when evaluating 

participants level of interrater agreement for each recorded scenario of student 

performance. 

Rater Training 

Is instruction that “aims to improve rater performance by developing the 

necessary knowledge, skills, and attitudes to accurately evaluate demonstrated skills and 

competencies” (Feldman et al. 2012, p. 4). For the purpose of this study the intervention 

group completed multimedia rater training sessions developed by the investigator.  

Theoretical Framework 

 The theoretical framework for this study was Tanner’s (2006) Clinical Judgment 

Model (CJM). Tanner’s model focused on the background of the learner or nurse, 

situation context, and the influence of the nurse-patient relationship. These factors 

determine how learners and/or novice as well as experienced nurses notice and interpret 

clinical data, take-action related to data interpretation, and then evaluate performance by 
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Clinical Judgment Model (CJM) guided the development of the LCJR and defines a 

process of student learning. The LCJR was the evaluation instrument used in this study in 

support of Tanner’s CJM’s theoretical framework.  Five conclusions were drawn from 

Tanner’s (2006) synthesis and review:   

� Clinical judgments are more influenced by what nurses bring to the situation 

than the objective data about the situation at hand. 

� Sound clinical judgment rests, to some degree, on knowing the patient and his 

or her typical pattern of responses, as well as the nurse’s engagement with the 

patient and his or her concerns. 

� Clinical judgments are influenced by the context in which the situation occurs 

and the culture of the nursing care unit. 

� Nurses use a variety of reasoning patterns alone or in combination. 

� Reflection on practice is often triggered by a breakdown in clinical judgment 

and is critical for the development of clinical knowledge and improvement in 

clinical reasoning. (p. 204) 

Tanner’s CJM (2006) includes four aspects described as thinking like a nurse and 

include: Noticing, Interpreting, Responding, and Reflecting. Noticing involves the 

nurse’s ability to grasp the situation at hand. The aspect of noticing depends on the 

individual’s knowledge from caring for other patients suffering from the same ailment, 

drawing on that knowledge from experience, and learning from academic work, such as 

textbooks and lectures (Tanner, 2006). The aspect of interpreting and responding rely on 

the development of sufficient understanding of each situation and implementing one or 
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more patterns of reasoning (Tanner, 2006). These aspects support the nurse’s 

interpretation of collected data and use in determining the course of action (Tanner, 

2006). Reflection-in-action and reflection-on-action comprise very important aspects of 

this model. Reflection-in-action refers to the nurse’s ability to interpret the patient’s 

response to an intervention and then adjust interventions based on that interpretation 

(Tanner, 2006, p. 209). Reflection-on-action and the subsequent learning that occurs in 

looking back on the situation completes the cycle. Nurses gain knowledge during each 

patient encounter, which contributes to their overall clinical learning development. This 

influences the nurse’s capacity for clinical judgment in future patient situations (Tanner, 

2006).  

Assumptions of the Study 

Assumptions underpinning this study were: 

1. Clinical judgment can be taught and measured. 

2. Clinical judgment develops over time. 

3. Participants will review the LCJR orientation scenario one time as directed. 

4. Raters will do their best to rate students without bias. 

Significance of Study 

This study provides additional evidence that may influence nursing science and 

research, education, and practice by establishing standardization in rater training 

processes when evaluating clinical judgment using the LCJR. Furthermore, the study 

results determined the effect of rater training with a population of randomly assigned 

nurse educators to the control and intervention groups.  
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Much of the research conducted on the LCJR in the past involved populations of 

faculty in academia, or nurse educators in practice, but not both. The substance of this 

research is important because practicing nurses serving as clinical instructors at the 

bedside or in simulation, as well as nurse educators in academia, provide students with 

valuable insight and skills that may impact transition to practice as entry-level 

practitioners.  

Nursing Simulation Science and Research 

Clinical judgment is a vital skill that nursing students and newly licensed nurses 

need to develop and acquire in order to provide safe patient care. It is crucial that students 

are evaluated appropriately by nurse educators during clinical performance evaluations to 

ensure fair testing practices are used and rater bias is decreased. The findings of this 

study provide additional validation for rater training and using evidence-based simulation 

evaluation instruments for performance assessments in simulation. Also, by confirming 

interrater reliability in the use of the LCJR builds on the construct validity of the 

evaluation instrument. 

The rater training processes developed for this study provided evidence for the 

CJM. This study adds rigor to the LCJR as measurement and evaluation methods for 

nursing education and simulation.  

Nursing Education 

Nurse Educators. Nurse educators are an important population and must be 

considered when conducting rater training due to the significant impact they have on 

nursing students’ future practice. There is scant evidence or unreported evidence of rater 
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training development and interrater reliability using the LCJR. This study provides 

evidence for nurse educators about essential elements to ensure raters are properly trained 

prior to evaluating nursing students’ clinical judgment performance. Establishing the 

credibility of raters’ using the LCJR contributes to the body of literature supporting the 

importance of rater training in the use of other valid and reliable evaluation instruments. 

A framework for rater training can be developed and used for all raters in both academic 

and clinical practice settings.  

The outcome of training raters provides encouragement for educators to 

incorporate fair testing standards in formative or summative high-stakes clinical 

judgment performance evaluations. Evaluation accuracy helps raters provide students 

with precise and consistent performance evaluations. 

Nursing Students. With standardized evaluation processes and fair testing 

evaluation methods employed in nursing education, students may be better prepared to 

make expert entry-level clinical judgments upon graduation. It is the responsibility of 

nurse educators to foster and guide nursing students in the development of clinical 

judgment in practice. Confirming raters in academia and in nursing practice are trained, 

students may potentially receive clinical performance evaluations that are fair and 

consistent. It is important for students to recognize that evaluation standards are enforced 

consistently throughout the nursing program for all students and that faculty support use 

of the NLN fair testing guidelines. 
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Nursing Practice 

It is essential that raters are trained on the use of valid and reliable evaluation 

measures, whether used in simulation environments or clinical patient care environments. 

The importance of these vital evaluation data findings can be used to support nurses’ 

clinical judgment development in simulation. The potential benefactors of nurses’ sound 

clinical judgments include patients, other healthcare personnel, and healthcare institutions 

where nursing care is delivered and quality outcomes are essential (Monagle et al., 2018).  

Chapter Summary 

 Faculty, patients, and administrators expect that newly licensed nurses are deemed 

competent as entry-level practitioners providing safe patient care upon graduation. Nurse 

educators are challenged to develop and use valid and reliable evaluation instruments for 

fair and accurate ratings of students’ performance in multiple areas of professional 

practice. This requires rater training and valid and reliable evaluation strategies that both 

ensure interrater reliability and validate clinical judgment. 

The NCSBN’s Next Generation NCLEX® exam, stresses the importance of 

providing clinical judgment learning opportunities for nursing students. The challenge for 

nurse educators is to be able to verify competency of students for safe entry-level nurse 

practitioners after graduation. This study was an examination of the results of rater 

training on nurse educators to conduct valid and reliable clinical performance evaluations 

of students’ clinical judgment abilities in simulation. Although measurement of clinical 

judgment has been challenging to achieve, Tanner’s Clinical Judgment Model (CJM) 
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provided a strong conceptual framework and theory in the development of the Lasater 

Clinical Judgment Rubric (LCJR) and was foundational to the design of this study.  
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Chapter 2 

Review of the Literature 

Expertise in nursing practice demands that learners are able to use critical 

thinking, clinical reasoning, and clinical judgment when caring for patients and their 

families. The primary purpose of this study was to determine if rater training has an effect 

on interrater reliability among raters with the Lasater Clinical Judgment Rubric (LCJR) 

subscales in simulation compared to those who receive no training. The second purpose 

was to determine the effect of experience with the LCJR, years of experience evaluating 

nursing students, and level of nursing education on interrater reliability with the Lasater 

Clinical Judgment Rubric. 

Literature Review Search Strategy 

 In order to provide background for this study, a comprehensive review of the 

literature was conducted, and the following online databases were searched: Cumulative 

Index to Nursing and Health Literature® (CINAHL®), Educational Resources Information 

Center® (ERIC®), ProQuest Dissertations and Thesis Global® (ProQuest®), Medical 

Literature Analysis and Retrieval System Online® (MEDLINE®), and PsycINFO®. The 

search period was restricted to articles between the years of 2005 to 2022 to obtain 

current evidence. A Boolean search was conducted along with keywords that included: 

“faculty development AND nursing”, “rater training”, “rater training AND nursing”, 

“simulation AND training AND education and learning”, “rater training AND 

preceptors”, “rater training AND nurse educator”, “clinical judgment”, “Tanner’s Clinical 

Judgment Model” and “Lasater Clinical Judgment Rubric”, and “high-stakes testing”.  
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 The search was limited to peer-reviewed journals and inclusion criteria that 

encompassed articles based in nursing education, medical education, athletic training, 

pharmacy educational programs, and were written in English. Also referenced were those 

resources on observational evaluation of clinical judgment, summative high-stakes 

testing, rater training, and simulation pedagogy. Exclusion criteria included all articles 

not written in English, non-peer reviewed journals, and articles that did not reference 

nursing education, other healthcare educational programs, and/or simulation. Other 

exclusion criteria included articles discussing rater training, summative high-stakes 

clinical performance assessment, and clinical judgment used in other contexts, not related 

to nursing or other listed educational programs.  

 The articles identified through this search were screened for relevance based on 

the title, abstract, and keywords. Following exclusion of duplicates, a total of 68 

publications were included in the review. Evidence of the final sample included empirical 

evidence (n  41), dissertations (n  3), systematic reviews (n  5), and discussion 

articles and texts (n  14). In addition, policy statements from professional organizations 

(n  5) were included in the review (Figure 2). 

This chapter provides a review and synthesis of selected experimental studies and 

non-empirical reports that explore clinical judgment development in simulation, as well 

as those that described rater training, and interrater reliability as a psychometric property 

of assessment. The chapter is organized by defining the Lasater Clinical Judgment Rubric 

(LCJR) and educational student evaluation rubrics. Next, performance assessment and 

simulation pedagogy are discussed and evidence presented supporting the validity and 
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reliability of the LCJR. Lastly, the paucity of research evidence on rater training, 

interrater reliability in nursing, rater training in other health professions, and the 

academic-practice gap in nursing is presented.

Figure 2 

Flow Diagram of Literature Review Process

Note. Flow Diagram adapted from “The PRISMA 2020 statement: an updated guideline 

for reporting systematic reviews,” by M. J. Page, J. E. McKenzie, P. M. Bossuyt, I. 

Boutron, T. C. Hoffman, & C. D. Mulrow, 2021, British Medical Journal, 71, 372. 

https://doi.org/10.1136/bmj.n71
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Appraisal of Level of Evidence 

Selecting different levels of evidence in a literature review enhances the 

confidence that the evidence has been carefully evaluated, synthesized, and includes 

multiple compelling research methods. Additionally, the reviewed multiple confirmatory 

studies reviewed provided the best-evidence for the methodological approach (Polit & 

Beck, 2017) for this study.  

Based on Polit and Beck (2017), the hierarchy of evidence provides added 

strength in a literature review and support for the research questions. For this study, the 

reviewed evidence was taken from rigorous research studies that ranged from level 1 to 

level 4. Systematic reviews and experimental studies (Level 1) were synthesized and are 

considered the strongest evidence regardless of the type of question asked. Level II 

(quasi-experimental) and Level III (non-experimental) studies were examined and 

included which involved the efficacy of training intervention. Information provided by 

professional organizations (Level IV) was reviewed and included based on scientific 

evidence for this study.  

Lasater Clinical Judgment Rubric (LCJR) 

 The LCJR was developed from the four aspects of Tanner’s CJM (Lasater, 

2007a). The rubric was furthered established and refined through student observational 

clinical performance assessments. The LCJR has support for validity and reliability in 

nursing education literature (Adamson et al., 2012; Eppich et al., 2015; Hauenstein & 

McCuster, 2017; Holland et al., 2020; Kardong-Edgren et al., 2017; Rizzolo et al., 2015; 

Sideras, 2007).  
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The LCJR was developed and piloted in (2007) as part of a larger mixed-methods 

study exploring the use of simulation and its impact on the development of clinical 

judgment in nursing students during simulation (Lasater, 2007a). The research design 

was a descriptive-observation-revision-review process that continued over a seven-week 

period. During that time, the rubric was developed, refined, and tested by scoring student 

performances (Lasater, 2007a). The advance of the rubric was in part, from the 

theoretical relationships presented in Tanner’s clinical judgment model; and it was 

further developed from Lasater’s observational evaluation of student performance and 

challenges encountered during high-fidelity simulations (Lasater, 2007a). 

The LCJR incorporates the four aspects of Tanner’s Model of Noticing, 

Interpreting, Responding, and Reflecting. Scoring, using the rubric to evaluate each of the 

aforementioned areas, involves assigning scores 1 to 4, which align with beginning-level 

to exemplary-level of performance. The LCJR has a maximum score of 44, which is 

divided into 11 subscales for each section of Tanner’s model (Lasater, 2007a). 

 The clinical judgment aspects developed by Tanner, beginning-level, developing-

level, accomplished-level, and exemplary-level, have been established by Lasater and 

furthered developed in the LCJR. The first level is defined as the beginning-level on the 

LCJR. The beginning-level of clinical judgment and actions are described for each aspect 

on the rubric (Lasater, 2007a, 2007b, 2011). Developing-level refers to the second level 

of progress in clinical judgment proficiencies. It reflects an increased degree of clinical 

judgment, and actions are described for each aspect on the rubric (Lasater, 2007a, 2007b, 

2011). The third level, accomplished, suggests competent clinical judgment, and actions 
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are described in each aspect on the rubric. The fourth and highest level, exemplary, 

demonstrates exceptional clinical judgment. Observable actions are described for each 

aspect on the LCJR (Lasater, 2007a, 2007b, 2011). 

 Lasater’s study (2007a) involved a convenience sample of junior level nursing 

students enrolled in an adult medical-surgical clinical course. Thirty-nine participants 

provided patient care performances, which were observed using multiple scenarios in the 

simulation lab over 7- weeks to refine the characteristics of the instrument (Lasater, 

2007a). Lasater selected weeks 4 and 5 for scoring actual student performances using the 

LCJR. The mean clinical judgment score of students in the primary nurse role (N 26) 

was 22.98 points out of 44 possible points. Descriptive analysis and ANOVA were 

performed on established independent variables of: (a) effective noticing; (b) effective 

interpreting; (c) effective responding; and (d) effective reflecting. The small sample size 

provided data that were not statistically significant; however, significant construct 

validity was discovered (Lasater 2007a).  

Lasater (2007b) then examined the LCJR qualitatively by exploring the lived 

experiences of first term junior level nursing students using focus groups as part of the 

learning during simulation in a nursing course. Junior level students (N 48), enrolled in a 

course with requisite clinical experiences, were exposed to weekly high-fidelity 

simulations as part of their classwork. Students were observed and assessed in the 

simulation laboratory and were included in focus group discussions. During the 

qualitative focus group discussions, five themes emerged:  

� The strengths and limitations of high-fidelity simulation. 
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� The paradoxical nature of simulation provoked anxiety and feelings of 

incompetence in students; yet they developed an increased awareness of the 

situation. 

� There was an intense desire for more instructor feedback concerning student 

performance. 

� The importance of teamwork and connecting with others was realized. 

� General recommendations for improved facilitation of simulation were identified.  

(Lasater, 2007b, pp. 501-502) 

The LCJR serves as an instrument to help promote an expansion of students’ 

clinical judgment through the four aspects of the Tanner’s model, and with the level 

descriptors on the LCJR. The rubric provides a language for learners, and nurse 

educators, that increases the understanding of expected levels of clinical judgment that 

learners have achieved, or need to achieve (Lasater, 2011). Students’ thinking processes 

are not always clear when observing their skills in actions, and the language of the LCJR 

is useful in evaluating the current level of clinical judgment the student has 

accomplished. Therefore, a common language provides the ability to set clear goals with 

the learner for program progression. The common language also offers a means for 

student reflection and self-evaluation, as well as the ability for nurse educators to 

formulate higher level questioning that advances the learning process (Lasater, 2011). 

LCJR Validity and Reliability Evidence 

The LCJR has been used extensively as an observational evaluation instrument in 

nursing to explore the use of simulation and its impact on clinical judgment development 
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in nursing students (Adamson et al., 2012; Lasater, 2007a). The LCJR has accumulated 

evidence of validity and reliability since its inception in 2007 (Adamson, 2016; Adamson 

et al., 2012; Adamson & Kardong-Edgen, 2012; Ashcraft et al., 2013; Cazzell & 

Anderson, 2016; Jensen, 2013; Lasater, 2007a, 2007b; Sideras, 2007). This section 

provides a synthesis of eight recent studies on the rubric’s construct validity and 

reliability. The LCJR was designed by Lasater after an extensive literature review on 

clinical judgment and her own observations of students in simulation encountering 

clinical patient problems (Sideras, 2007). Construct validity based on content of the 

rubric, was supported by Lasater’s consultation with experts in rubric design, simulation, 

and evaluation (Lasater, 2007a; Sideras, 2007).  

Tanner’s (2006) Clinical Judgment Model (CJM) was used as the theoretical 

framework for the rubric. High-fidelity simulation provided situational consistency, 

offering a stable base from which to reveal levels of student ability in response to the test 

construct (Lasater, 2007a; Sideras, 2007). To further test construct validity of the rubric, 

the next step was to use the rubric to measure clinical judgment based on relationships of 

known-groups, according to Sideras (2007). If the LCJR was sensitive to differences of 

clinical judgment known to exist between groups, this finding would have supported 

discriminate validity of the rubric (Sideras, 2007).  

The study conducted by Sideras in 2007 involved performance assessments using 

the LCJR. Four raters were blinded to the educational level of study participants. Three 

simulations and 141 ratings were completed to determine the progression of students’ 
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clinical judgment. Interrater reliability was established to be 57% to 100% agreement. In 

this study, students rated their performance as well as the four evaluators.  

Raters evaluated the junior level group’s clinical judgment ability in responding at 

2.13 (SD  0.69) and the senior group at 2.72 (SD  0.72), placing them both within level 

2 developing-level, with the senior level group much higher in ability. In Sideras’ study, 

two of the four indicators in the responding-level emerged from Lasater’s (2005) study. 

The two subscales in this level were calm, confident manner and being skillful. The 

indicator that demonstrated the greatest difference between groups was clear 

communication (ES  0.92). Senior level students were more likely to effectively 

establish rapport and explanations to the simulated patients (Sideras, 2007). 

In the subscale of reflecting on the LCJR in the Sideras study (2007), the rubric 

was able to differentiate between junior and senior participants. Junior level students 

scored 2.19 (SD  0.67) in their ability to reflect, and senior level students scored 2.82 

(SD  0.69). Both were in level 2 range, with the seniors scoring at a higher level of 

performance. 

Rater training for this study was conducted in two parts and demonstrated a high 

interrater agreement by all four raters of 90% (Sideras, 2007). The first part consisted of 

rater-error training, which provided information on specific errors, including leniency of 

evaluation, halo effect, and central tendency. The second training provided information 

on Tanner’s CJM and the clinical judgment performance subscales of the LCJR, so the 

raters would recognize appropriate levels of each subscale during observations (Sideras, 

2007). This study supported the construct validity of the LCJR as an outcome measure 
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and rater training to enhance interrater reliability. A limitation of this study was the small 

sample size. 

Adamson et al. (2012) summarized the methods and findings from three different 

approaches examining the reliability and validity of data from the LCJR in high fidelity 

simulation (HFS). In the first study, Adamson (2011) examined the use of three scenario- 

archived simulations and assessed the interrater reliability by using interclass correlation. 

The interrater reliability of raters (N  29) was calculated to be 0.889 (Adamson et al., 

2012). In the second study, Gubrud-Howe (2008) used a percentage agreement strategy 

for evaluating interrater reliability amongst two raters, evaluating 36 second-year, 

associate degree students. The results ranged from 92% to 96% (Adamson et al., 2012). 

The third study by Sideras (2007), used a level of agreement for reliability analysis of 

four raters evaluating junior level (N  22) and senior level (N  25) nursing students in 

simulation. Interrater reliability found in the third study ranged from 57% to 100% 

(Adamson et al., 2012).  

Adamson’s research findings from three different approaches examining the 

reliability and validity of the LCJR provided extensive information about psychometrics, 

appropriate use of the LCJR, and strong evidence of construct validity and interrater 

reliability of three evaluation instruments. This summary review by Adamson (2011) 

provided evidence of the importance of training raters in the use of evaluation 

instruments prior to data collection. However, the training processes in each of the three 

studies were not clearly described. 
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In another study, Adamson and Kardong-Edgren (2012) explored the 

psychometric properties of three simulation evaluation instruments: the LCJR, the Seattle 

University Evaluation Tool, and the Creighton-Simulation Evaluation Instrument. The 

investigators incorporated validated scenario-archived simulations depicting nursing 

students performing at varying levels of competency. In addition, they explored validity 

and reliability of the three instruments to determine interrater reliability and internal 

consistency findings. Thirty-eight nurse educators consented to participate and completed 

the instrument training. However, only 29 raters completed all 6 weeks of the study 

(Adamson & Kardong-Edgren, 2012).  

Descriptive analyses of means and standard deviations of the scores were 

computed for each of the simulations and level of student performance in each of the 

three simulations. One-way ANOVA revealed significant differences (p < .05) between 

student performance levels using each of the instruments (Adamson & Kardong-Edgren, 

2012). Inter-instrument reliability of scores using Pearson r and Spearman rho 

correlations ranged from r  0.367 to 0.811 and rho  0.376 to 0.781 (Adamson & 

Kardong-Edgren, 2012). Correlations were significant to the p < .05 level. Test-retest 

reliability using intraclass correlation for the LCJR ranged from .908 to .910; the Seattle 

University Evaluation Tool ranged from 0.900 to 0.907; and for the Creighton Simulation 

Evaluation Instrument ranged from 0.883 to 0.849. Internal consistency of each 

instrument was calculated using Cronbach’s alpha and provided high levels with the 

LCJR (a  0.974), Seattle University Evaluation Tool (a  0.965), and Creighton 

Simulation Evaluation Instrument (a  0.979) results (Adamson & Kardong-Edgren, 
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2012). Interrater reliability of the LCJR (0.889), Seattle University Evaluation Tool 

(0.858), and the Creighton Simulation Evaluation Instrument (0.955) was also reported. It 

is important to note that raters were trained on the use of each evaluation instrument prior 

to the study (Adamson & Kardong-Edgren, 2012).  

Limitations of this study were convenience sampling preventing generalization of 

results and limited information was provided on the rater training process. No rater-

student relationship was developed. Nevertheless, the study by Adamson and Kardong-

Edgren (2012) provided strong evidence of the validity and reliability of the LCJR. 

Adamson (2016) explored if faculty raters’ scores, using the LCJR with 

participants in simulation were influenced by racial or ethnic backgrounds of the 

participants. The study assigned 68 raters using the LCJR to assess scenario-recorded 

simulations portraying male and female nursing students of different racial or ethnic 

backgrounds. A different actor portrayed the lead nursing student in a specific simulation 

scenario. The scenario involved a post-operative patient requiring a blood transfusion. 

The scores were then compared with other raters in the study to determine whether there 

were significant differences (Adamson, 2016). The means and standard deviations of 

LCJR scores assigned to each of the nursing student actors were as follows: 25-year-old 

East Indian female as lead student: M  28.29, SD  3.996; 30-year-old Latino male: M  

29.41, SD  5.624; 35-year-old Filipina female: M  29.53, SD  3.590; and a 40-year-

old African American female: M  28.18, SD  5.163 (Adamson, 2016).  

LCJR scores assigned to the four nursing student actors were then compared to 

data from a previous study. Twenty-eight participants viewed and scored a scenario-



 

 

37 

 

recorded simulation depicting a 25-year-old female who self-identified as Caucasian as 

the lead nursing student. The scenario was the same, involving a postoperative patient 

requiring a blood transfusion. The mean and standard deviation from the earlier study 

were reported indicating a mean of 28.62 (SD  6.24) (Adamson, 2016).  

One-way analysis of variance was used to examine differences amongst the four 

groups to test the null hypothesis. The analysis revealed no statistically significant 

differences (p  0.753). Therefore, the slight variations in LCJR scores assigned to the 

four diverse nursing student actors were likely due to chance and not systematic 

differences in the scores or racial bias (Adamson, 2016). Limitations of the study were 

that a convenience sample was used which may affect generalizability, and the 

investigator did not have a system in place to verify sufficient rater training.  

A study conducted by Cazzell and Anderson (2016) investigated whether or not 

critical thinking contributes to, or impacts the development of clinical judgment in 

nursing students. The investigators proposed that much of the current focus in simulation 

has been on evaluating improvements of critical thinking post simulation, rather than on 

evaluating clinical judgment (Cazzell & Anderson, 2016). The sample consisted of 160 

senior-level undergraduate baccalaureate nursing students enrolled in a pediatric course 

and were evaluated on medication administration in simulation. The evaluation 

instruments used were a student demographic survey, LCJR, Tower of Hanoi (TOH), and 

Health Science Reasoning Test (HSRT) (Cazzell & Anderson, 2016).   

The LCJR had previously shown an acceptable internal consistency reliability  
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(a  .82) (Cazzell & Anderson, 2016). The average for the total LCJR score was 30.74 

(SD  2.41) out of 44 points. The TOH internal consistency reliability (a  0.77) was 

established. It consisted of a 22-item task performance evaluation of college students 

(Cazzell & Anderson, 2016). The HSRT, a 33-question instrument, demonstrated 

acceptable internal consistency reliability scores (a  0.81) with specific subscale 

reliability that varied between 0.78 and 0.84. In addition, the HSRT established predictive 

validity showing correlation with strong clinical performance scores and licensure 

success (Cazzell & Anderson, 2016).  

Comparing the elements of the LCJR to the other instruments, Cazzell and 

Anderson (2016) reported the following findings: scoring on the noticing subscale was 

linked to the OSCE checklist items and measured by checking the medication 

administration record (MAR), performing hand hygiene, viewing the patient 

identification and allergy bands, and evaluating the saline lock. Students scored an 

average of 8.60 (SD  1.07), 71.7% of 12 points (Cazzell & Anderson, 2016). The 

interpreting subscale was measured as checking the MAR and correctly calculating the 

medication dosages. Students scored 5.98 (SD  .17), 74.8% of 8 points. Students’ 

actions that defined responding subscale included dressing professionally, using 

appropriate communication with the infant and mother, gloving and hand hygiene 

decisions, aseptic technique evaluating the saline lock, intravenous and oral medication 

administration, and documentation (Cazzell & Anderson, 2016). Scores reported on this 

subscale averaged 10.41 (SD  1.52), 65.1% of 16 points. The reflecting scores were 

based on student responses to three questions focused on the OSCE experience, personal 
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learning, and translation of the experience to future practice. Scores for this subscale 

averaged 5.77 (SD  0.77), 72.1% of 8 points (Cazzell & Anderson, 2016).  

Through logistic regression analysis, the investigators discovered four 

independent variables that were statistically significant predictors of clinical judgment 

based on total LCJR scores for the study (Cazzell & Anderson, 2016). They included: 

gender (ß  1.752, p  .001), ethnicity (African American; ß  1.833, p  .01), HSRT 

score (ß  .418, p  .006), and HSRT analysis score (ß  0.630, p  .007) (Cazzell & 

Anderson, 2016). These 11 variable predictor models accounted for 17% of the LCJR 

scores variance. Females scored 2.74 points higher on the LCJR than males (p < .001). A 

post hoc power analysis was computed using the four significant predictors (R2 of .17, p  

.05), and 160 participants, resulting in a study power of 0.9 (Cazzell & Anderson, 2016). 

Thus, data from this study demonstrated statistically significant critical thinking 

predictors that can be confidently interpreted as contributing to clinical judgment. Also, 

the findings provide additional evidence of the construct validity of the LCJR. The 

quantitative analysis measures used in this study provided strong evidence and 

appropriate data measures. 

Jensen’s (2013) descriptive study evaluated associate and baccalaureate nursing 

students’ (N  88) clinical judgment performance using simulation over two semesters. 

Faculty scores and students’ self-evaluations were compared using the LCJR and found 

no significant differences between the scores. The rubric was also used to compare the 

scores of students from associate (AS) and baccalaureate (BS) degree programs and 
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found the baccalaureate students scored significantly higher on clinical judgment 

performance (BS M 34.33, AS M  30.90, t [84]  -2.65, p  .01).  

The investigator cited a limitation of this study was an increase in student anxiety 

during simulation (Jensen, 2013). However, the small sample size was not addressed. 

Although the power of this study was limited due to the small size, it provided useful 

information related to difference in level of clinical judgment between students in BS 

programs and AS programs. This difference could be related to the completion time of 

the programs. 

Ashcraft et al. (2013) developed a modified version of the LCJR to conduct 

formative and summative clinical judgment evaluations of senior level students during 

their last semester for two consecutive years. The first year, 86 senior nursing students 

were evaluated in the primary nurse role by faculty; and, during the second year, 102 

senior nursing students were evaluated by faculty in the primary nurse role (Ashcraft et 

al., 2013). Formative evaluation transpired during the first half of the semester and 

summative evaluation occurred during the second half of the semester for both years. 

The LCJR was used to measure learning outcomes in a simulated learning 

environment. The investigators modified the rubric to provide a numeric grading score 

using the rubric for measuring clinical judgment (Ashcraft et al., 2013). The first 

modified version of the LCJR was used in phase one of the study. A point spread of 0 to 

3 was added to the 11 subscales to match the four columns of the rubric, beginning, 

developing, accomplished, and exemplary. In the second version of the modified rubric, 

the investigators spread the point allocations from 0 to 11 due to finding scores were 



 

 

41 

 

heavily skewed toward the negative after the first round (Ashcraft et al., 2013). However, 

the modification made no difference and the scores remained negatively skewed the 

second year. 

During the first data collection in phase one, the formative evaluation scores 

ranged from 0 to 3 with a means average of 2.27 (SD  0.36). Total scores ranged from 

14 to 33 with a mean of 24.98 (SD  4.01). The mean of summative scores was 2.62 (SD 

 0.24). Total scores ranged from 10 to 33 with a mean of 28.84 (SD  4.86). These 

findings supported improved clinical judgment in the primary nurse role between 

formative and summative evaluations (Ashcraft et al., 2013).  

During the second data collection in phase two, the formative evaluation scores 

ranged from 0 to 11 with a mean average of 8.66 (SD  1.04). Total scores ranged from 

66 to 121 with a mean of 95.25 (SD  11.41). The mean of summative scores was 9.19 

(SD  1.08). Total scores ranged from 60 to 110 with a mean of 101.12 (SD  11.92). 

These findings supported improved clinical judgment with clinical experience in the 

primary nurse role (Ashcraft et al., 2013). Paired t-tests statistics in phase one indicated 

statistically significant differences in nine of the 11 subscales on the LCJR. Paired t-tests 

in phase two indicated statistically significant differences in eight of the 11 subscales on 

the LCJR (Ashcraft, 2013). These findings also supported improved clinical judgment. 

Appropriate quantitative measurements were selected which provided a strong analysis. 

Faculty raters in this study reported that the LCJR was a more comprehensive 

assessment tool when evaluating senior nursing students’ clinical judgment, compared to 

observational checklists. Internal consistency between both faculty raters were confirmed 



 

 

42 

 

by Cronbach alphas of α  0.83 for the formative evaluation and a  0.91 for the 

summative evaluation, which are considered high levels of interrater reliability (Ashcraft 

et al., 2013). The usefulness of the modified LCJR scoring may have altered the results. 

Interrater reliability testing was appropriate in this study and provided support for the 

reliability of the LCJR. However, the rater training process was not discussed. 

Student Evaluation Rubrics 

 This section is a presentation of the effectiveness of student evaluation rubrics in 

higher education. Seven articles are included in the discussion of using rubrics for student 

evaluation. Rubrics are performance assessment tools that outline expectations when 

completing a task or assignment (Frentsos, 2013). Learners and raters are more likely to 

recognize an anticipated action has been performed when the performance expectations 

are clearly defined. Research demonstrates that communication improves between 

learners and raters when a “fair and just” competency assessment process is used in the 

development of rubrics (Frentsos, 2013). Rubrics provide students and nurse educators 

with a common language that fosters constructive feedback for improvement (Frentsos, 

2013). The common goals of academic, as well as clinical evaluation rubrics, are to 

provide instruments that offer assessment criteria that measure the application of 

knowledge, psychomotor assessment, and interpersonal skill progression (Frentsos, 

2013). 

 A well-written evaluation rubric can list specific criteria and/or steps that are 

highlighted in a manner that denotes increasing degrees of importance. It is imperative 

that the rubric clearly communicates measurable assessment categories of clinical 
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performance for both students and raters. Ratings of performance, based on each 

criterion, must clearly identify each level of performance and focus on the highest level 

of knowledge, skill, or competency to be achieved (Frentsos, 2013). 

 Clinical judgments are necessary for nurses to ensure safe, competent patient care. 

However, developing clinical judgment in nursing students is difficult to define, teach, 

and measure. It is imperative that nurse educators use performance evaluation 

instruments that have evidence of validity and reliability. Rater training is also essential 

to facilitate interrater agreement in order to provide accurate and consistent evaluations of 

clinical judgment performance (Bussard, 2018; Docherty & Dieckmann, 2015; Graham et 

al., 2012; Halstead, 2019; Kardong-Edren et al., 2017; Oermann et al., 2016). 

Performance Evaluation: Validity and Reliability  

Research conducted using the LCJR has accumulated evidence to support its 

validity and reliability as an evaluation instrument. It is important to understand what is 

meant by validity and reliability in research based on clinical performance assessment. In 

nursing, a criterion-referenced measure is used to determine whether a subject has 

attained a predetermined set of target behaviors. The target behaviors must be determined 

precisely so that the test, or measure, discriminates between students who hit target 

behaviors, and ones who have not achieved the target behaviors (Waltz et al., 2017). How 

a student’s performance compares with the performance of others is immaterial when 

using a criterion-referenced framework (Waltz et al., 2017). 

According to the Standards for Educational and Psychological Testing (AERA, 

2014), “validity refers to the degree which theory and evidence support the 



 

 

44 

 

interpretations of test scores for proposed uses of the test” (p. 11). Validity must be 

contemplated as the most important fundamental consideration when developing 

evaluation instruments and evaluating performance data. The validation process involves 

gathering pertinent evidence in support of a scientific basis for score interpretations of the 

evaluation (AERA, 2014; Waltz et al., 2017).  

Since inherent errors in measurement are present, validity is decreased when weak 

measures are used in research; however, errors in measurement can be reduced by using 

sound approaches. Validity is a unitary concept and is the degree to which all the 

accumulated evidence supports the intended interpretation of assessment scores for their 

planned purposes (AERA, 2014; Waltz et al., 2017). Validity needs to be assessed each 

time a measure or instrument is used, and evidence accrued with repeated use of the 

instrument or measure (Furr & Bacharach, 2018). Data validity should be expressed in 

terms of strength or weakness, rather than as valid or invalid (Furr & Bacharach, 2018). 

Finally, validity is defined based on theory as well as evidence. Therefore, for data 

generated from an instrument to have a strong degree of validity, it must be both 

empirically and theoretically sound (Furr & Bacharach, 2018).  

Reliability in a criterion-referenced measurement is concerned with classification 

and dependability of the phenomena being studied. When using a criterion-referenced 

framework, reliability is estimated by interrater agreement procedures (Furr & 

Bacharach, 2018; Waltz et al., 2017). LoBiondo-Wood and Haber (2018) reported that 

reliability is concerned with the accuracy, consistency, precision, and homogeneity of the 
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results. Simultaneous with the question of validity of an instrument is the question of 

reliability (LoBiondo-Wood & Haber, 2018). 

Consistency in scores is usually obtained independently and is expressed as a 

correlation coefficient, determined between 0 to 1. The correlation coefficient expresses 

the relationship between error variance, true variance, and the observed score. When the 

error variance is low, the reliability coefficient will be closer to 1 and the reliability of the 

evaluation instrument is considered high (LoBiondo-Wood & Haber, 2018). 

Investigators in research often use interrater reliability to refer to rater 

consistency. Some measurement experts define interrater reliability as “the measurement 

of consistency between raters in the ordering or relative standing of performance ratings, 

regardless of the absolute value of each rater’s rating” (Graham et al., 2012, p. 5). 

Interrater agreement “is the degree to which two or more raters using the same rating 

scale give the same rating to an identical observable situation” (Graham et al., 2012, p. 

5). Interrater agreement is considered a measurement of the consistency between the 

absolute value of raters’ scores (Furr & Bacharach, 2018; Graham et al., 2012; Kardong-

Edgren et al., 2017; Waltz et al., 2017).  

It is understood that raters’ interpretations of the LCJR, behaviors that they 

observe, as well as their motivations to score student performances can change (Graham 

et al., 2012; Kardong-Edgren et al., 2017). There is no guarantee that different raters will 

rate consistently over time. When measures of interrater reliability and agreement are 

high, educators can be assured that their scores are consistent and fair (Graham et al., 

2012; Kardong-Edgren et al., 2017). Since summative high-stakes clinical performance 
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evaluations are being used more often in nursing education for progression through 

nursing programs, it is increasingly important to achieve high interrater reliability and 

rater agreement in observational evaluation of nursing students (Furr & Bacharach, 2018; 

Graham et al., 2012; Kardong-Edgren et al., 2017; Waltz et al., 2017).  

Observation-based performance evaluation instruments pose a threat to reliability 

of data due to perception or human judgment from one rater to another (Waltz et al., 

2017). One way to determine if data produced from an observation-based performance 

instrument is reliable, is to have two or more raters evaluating the performance at the 

same time (Waltz et al., 2017). However, there is a danger of inconsistencies when 

employing two or more raters evaluating live performances. To limit this danger, 

scenario-recorded performances potentially can improve agreement between raters by 

allowing scenario review and having the exact same performance observed (Waltz et al., 

2017). The effects of unskilled raters and rater bias can be reduced by using multiple 

raters per scenario, training raters on the use of the instrument, and using multiple 

simulated scenarios and/or live assessments (Boulet & Murray, 2010; Boulet et al., 2011; 

Gormley, 2011; Waltz et al., 2017).  

Observational Analysis Methods 

According to Polit and Beck (2017), observations are made in nursing to evaluate 

certain events or student behaviors and may be used as an alternative to self-reports (Polit 

& Beck, 2017). Grove et al. (2016) verified that measurement using observation is one of 

the most prevalent strategies employed in data collection and is at the core of clinical 

practice. According to Waltz et al. (2017), a structured observational approach specifies 
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behaviors or events in a detailed manner, and procedures for observing and scoring 

performance are described in advance. Well-developed resounding systems facilitate 

accurate coding of phenomena within a common frame-of-reference (Waltz et al., 2017). 

Validity of observational measures are dependent on their reliability and valid assessment 

data and the ability of the rater to identify and record specific behaviors of student 

performance (Waltz et al., 2017).  

Training of raters must be established to familiarize raters with the evaluation 

instrument, nature of behaviors to observe, sampling procedure, and the purpose of the 

assessment (Waltz et al., 2017). Waltz et al. (2017) asserted that if more than one rater is 

participating in performance evaluation, training should continue until there is sufficient 

interrater reliability. Frequent assessment of interrater reliability is necessary to prevent 

possible observer drift over time. If drift occurs, the reliability of the data decreases and 

raters will need to be retrained (Waltz et al., 2017). 

Simulation for Assessment and Evaluation of Clinical Performance 

Simulation-based instruction has become increasingly popular in nursing 

education because it provides real life patient care situations in a controlled safe 

environment. Human fidelity simulation (HFS) is being used more readily in summative 

high-stakes nursing student performance evaluations (Shelestak & Voshall, 2014). It is 

essential that the content validity of the scenario, the fidelity of the simulation, and the 

reliability of the scoring rubric, as well as rater training, are considered prior to 

evaluating students’ clinical judgment (Shelestak & Voshall, 2014). It is necessary to pay 

particular attention to the HFS design and evaluation instruments in research to control 
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for extraneous, confounding, and intervening variables. The reliability and validity of the 

instrument must be acceptable before beginning data collection (Shelestak & Voshall, 

2014). 

Simulation provides a model for observational assessment of student performance 

because it can reproduce practice situations without the risk to actual patients (Shinnick 

& Woo, 2020; Sittner et al., 2015). Through HFS, students experience safe learning 

environments that allow them to become engaged active learners (Jeffries & Clochesy, 

2013; Shinnick & Woo, 2020; Sittner et al., 2015). This safe, active learning environment 

provides an avenue to improve understanding of various perspectives of patient care. This 

process blends the “thinking and doing” together for higher-level cognitive development 

(NLN, 2012). As an evidence-based teaching methodology, HFS delivers quality 

experiences which provide students with skills that promote critical thinking, clinical 

reasoning, and clinical judgment. The distinction is on contextual learning environments 

that replicate critical nursing practice situations (NLN, 2015; Sparacino & Vecchia, 

2013). 

Over the last decade in the United States, there has been increased interest in the 

development of standardized guidelines and/or regulations that support the use of 

simulation as a substitute for clinical time in undergraduate nursing programs. In 2014, 

twenty-two State Boards of Nursing (BON) supported the use of simulation as a 

replacement for clinical time after the landmark study by the National Council of State 

Boards of Nursing (NCSBN) (Hayden et al., 2014).  
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The NCSBN’s study findings revealed that up to 50% of traditional clinical time 

could be substituted with HFS without statistically significant differences in learning 

outcomes, compared to students offered more traditional methods of clinical time in 

healthcare settings (Hayden et al., 2014). More importantly, the NCLEX-RN® pass rates 

post-graduation did not differ between prelicensure nursing students who spent clinical 

hours in traditional clinical settings, compared to nursing students who had 25% to 50% 

clinical time replaced with high quality HFS (Hayden et al., 2014). In 2017, the 

International Nursing Association for Clinical Simulation and Learning (INACSL) 

updated the published evidence-based guidelines for best-practices in simulation. By 

following these guidelines in integrating simulation into nursing curriculum, high quality 

simulation offers a significant contribution in the attainment of desired learning outcomes 

and student evaluation opportunities. 

Rater Training Models for Performance Assessment 

  Accurate observational high-stakes clinical performance assessment is an elusive 

goal for many healthcare professions. In 1994, Woehr and Huffcutt presented an 

outstanding review of rater training for performance assessments that is still cited in 

medical, nursing, education, and psychology research literature (Davis, 2016; Feldman et 

al., 2012; Jackson et al., 2005; Kardong-Edgren et al., 2017; Pugh et al., 2015; Schleicher 

et al., 2017).  

The four main training frameworks reviewed by Woehr and Huffcutt (1994) 

involved: rater error training (RET) with the main focus of training on errors due to 

subjective analysis (leniency, strictness, halo, and contrast errors); performance 
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dimension training (PDT) to examine the way raters processed information as the key to 

training; frame-of-reference training (FOR) which is a more elaborate training process 

that emphasizes the multidimensionality of performance; and behavioral observation 

training (BOT) which focuses on raters’ behavioral observations of performance, instead 

of the rater’s evaluation of behavior (Woehr & Huffcutt,1994).  

This section will provide additional information on the common frameworks 

outlined. Performance ratings have been noted to be unreliable due to common rating 

errors such as leniency, strictness, halo, and contrast errors. According to Woehr and 

Huffcut (1994), these psychometric errors cause ratings to have substantial systematic 

and non-systematic error. The major premise of RET is that by familiarizing raters with 

common rater training errors and encouraging raters to avoid these errors would provide 

more effective performance ratings by evaluators being aware of and avoiding these 

errors. 

The second-rater training strategy discussed in this writing is PDT training. The 

main premise of this strategy is developing an understanding of the way raters’ process 

information and form judgments as behavior is observed instead of how the evaluation 

instrument is to be used. Performance dimension training is based on the effectiveness of 

ratings can be improved by reviewing the evaluation instrument and becoming familiar 

with the dimensions of the instrument prior to the performance rating. The accuracy of 

the performance rating is computed across dimensions and/or compared to one or more 

expert ratings (Woehr & Huffcutt, 1994). 
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Next, the FOR training is a more extravagant training format that focuses on 

performance standards and performance measurements. The goal of FOR training is to 

share and use common notions of performance prior to the evaluation taking place. The 

premise of this strategy is if raters evaluate performance in line with the standards and 

dimensions of the evaluation instrument and come to a consensus of ratings compared to 

expert raters,’ ratings would be more accurate (Woehr & Huffcutt, 1994). 

A final approach to rater training focuses on raters’ observations of performance 

rather than the evaluation of performance. The emphasis of this training method is on 

observational assessment which includes detection, recall, and perception of specific 

behavioral events during the performance. This training style depends on note taking or 

diary keeping over time as opposed to individual performance evaluations (Woehr & 

Huffcutt, 1994). 

The results of this review found that FOR training was the most effective single 

training strategy since the raters used the same standards as expert raters to score 

performance. Combining training strategies in this review, Woehr and Huffcutt 

discovered that RET and FOR training resulted in moderate effect sizes for decreasing 

halo and leniency errors, and also demonstrated an increase in rating accuracy when 

compared to combinations of the other training frameworks (Woehr & Huffcutt,1994).  

Observational clinical performance assessments remain difficult to evaluate due 

to the subjective measures involved. Incorporating rater training, along with an 

evaluation instrument that yields data supporting validity and reliability has the potential 

for improving the accuracy of performance assessment and evaluation. However, current 
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rater training research demonstrates inconsistencies when examining rater training effects 

on interrater reliability (Davis, 2016; Eppich et al., 2015; Feldman et al., 2012; 

Hauenstein & McCuster, 2017; Holland et al., 2020; Jackson et al., 2005; Kardong-

Edgren et al., 2017; Kogan et al., 2015; Lockyer et al., 2017; Pugh et al., 2015; Rizzolo et 

al., 2015).   

Although medicine has established simulation pedagogy for summative high-

stakes clinical performance evaluations, standardization in protocols for training raters is 

still under investigation (Kogan et al., 2015; Lockyer et al., 2017; Pugh et al., 2015). 

Kogan et al. (2015) explored faculty’s experiences with FOR training and PDT. Results 

from this study found that rater training had a positive effect on the evaluation abilities of 

the raters. Nevertheless, there were challenges in defining competency in observational 

evaluation, as well as difficulty changing a rater’s approach to scoring (Kogan et al., 

2015).  

Feldman et al. (2012) found that rater training decreased rating errors in 

simulation-based performance assessment, established standardization in training, and led 

to justifiable summative high-stakes clinical performance evaluation. Pugh et al. (2015) 

established an increase in interrater reliability post rater training in their research. Davis 

(2016) established rater training was effective in improving interrater reliability when 

using rating rubrics and exemplar responses with school principals as teacher 

performance evaluators. In research on assessment centers and FOR training, Jackson et 

al. (2005) recognized that FOR training can be applied in workplace settings to improve 

interrater reliability. Hauenstein and McCuster (2017) discovered the design of rater 
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training programs must include practice rating sessions along with training to improve 

interrater reliability. 

The ability of rater training to strengthen reliability in clinical performance 

evaluation has resulted in conflicting results in healthcare research. Cook et al. (2009) 

examined the effects of a workshop to train raters of internal medicine preceptors using 

RET, PDT, FOR, and BOT strategies in their training program. The results of their study 

found that training did not significantly improve interrater reliability (Cook et al., 2009). 

In a literature review of rater training in medicine, Vergis et al. (2020) established that 

with a shift in medical training toward competency-based education, there is a need for 

rater training modalities. However, their review did not find rater training as effective in 

improving interrater reliability.  

In nursing, Kardong-Edgren’s et al. (2017) research found that even with rater 

training, outlier faculty inconsistencies in ratings occurred. Nine of 11 raters were able to 

develop a shared mental model for scoring, but two did not. The results of 11 raters’ 

interrater and intra-rater reliability of 0.47 and 0.63 was obtained. Once the two-outlier 

faculty were removed, the interrater and intra-rater reliability increased to 0.66 and 0.71 

respectively. 

Evidence of rater training for nurse educators is limited in medicine and nursing 

literature. A study using preceptor questionnaires and focus groups conducted by 

Haggerty et al. (2012) found that nurse educators believed they were not prepared 

adequately for their role. Participants were concerned that nurses were operating as 

clinical nurse educators without sufficient training.  
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In another systematic literature review, 10 studies were examined that reported 

the effects of clinical nurse educator training on new graduate nurses’ retention, critical 

thinking, and levels of stress (Piccinini et al., 2018). Piccinini et al. (2018) stated that the 

quality of evidence in the review was limited due to the lack of experimental studies that 

examined training processes using a control and intervention group. Another weakness 

noted in their review was the lack of discussion on rater training for nurse educators to 

accurately evaluate students’ clinical performance (Piccinini et al., 2018).  

Clinical instructor training in other healthcare professions such as medicine, 

athletic training, and pharmaceutical programs demonstrated a gap in the literature on 

appropriate evidence-based training processes (Bewley & O’Neil, 2013; Hankemeier et 

al., 2017; Hyland et al., 2020; Knott et al., 2020; Scheicher et al., 2017). There was 

considerable diversity in training design and delivery methods, and many studies lacked 

post training evaluation processes, which could have improved the quality of the 

evaluation outcomes (Hankemeier et al., 2017; Hyland et al., 2020; Knott et al., 2020; 

Scheicher et al., 2017).  

The absence of evidence-based training standardization makes it difficult to 

determine best practices. Without training standardization, the educational quality, 

accuracy, and value, of clinical performance assessments are in question. The reliability 

of the evaluation instrument is then reduced, which diminishes its construct validity for 

use in healthcare research (Hankemeier et al., 2017; Hyland et al., 2020; Knott et al., 

2020; Scheicher et al., 2017). 



 

 

55 

 

Rater Training in Nursing Research 

Rating student performance often presents many barriers that affect the rater’s 

ability to provide accurate student clinical performance assessment. There are wide 

variations in nurse educator aptitudes in rating student clinical performances. These 

variations are associated with the nurse’s experience rating students, their understanding 

of the assessment instrument, and their personal judgments related to the quality of a 

student’s performance (Oermann & Gaberson, 2014; Oermann et al., 2016). Inadequate 

or limited rater training processes may not prepare raters to accurately evaluate students 

which may lead to raters giving students the benefit of the doubt. They may be reluctant 

to fail students who do not perform well clinically but are able to perform well on written 

and other classroom evaluation methods (Oermann et al., 2016).  

Rater training for nurse educators has been explored in a variety of settings with 

the Creighton Competency Evaluation Instrument (CCEI) (Holland et al., 2020, Kardong-

Edgren et al., 2017, Rizzolo et al., 2015) and rater training methodologies (Eppich et al., 

2015; Hauenstein & McCuster, 2017) that are notable for preparing rater training for the 

LCJR. Three studies focused on the evaluation instrument (Kardong-Edgren et al., 2017; 

Manetti, 2015; Rizzolo et al., 2015) and three (Eppich et al., 2015; Hauenstein and 

McCuster, 2017; Holland et al., 2020) examined multiple rater training methodologies 

and strategies in developing rater training programs.  

The NLN high-stakes study conducted by Rizzolo et al. (2015) was designed to 

determine if summative high-stakes clinical performance evaluations could feasibly be 

conducted in simulation using a shared mental model. A total of 12 recorded performance 
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scenarios were sent to ten schools of nursing (five baccalaureate, four associate degree, 

and one diploma school) to be evaluated and rated. To replicate the NLN high-stakes 

study and improve interrater reliability results, Kardong-Edgren et al. (2017) examined 

one method of standardizing training to improve interrater reliability in a group of raters, 

using both the CCEI and a Global Rating Score (GRS). A rigorous selection process was 

employed by the investigators and 11 raters were nationally selected. Frame-of-reference 

training was used, and the scoring criteria were predetermined by a team of five expert 

raters (Kardong-Edgren et al., 2017). Additionally, in a recent experimental randomized 

control study, Holland et al. (2020) examined the effectiveness of a training program 

intervention using faculty raters to achieve interrater reliability. Ten student performance 

scenarios were selected from the NLN high-stakes study for this research. 

Results of the Rizzolo et al. (2015) study found fair reliability results using 

intraclass correlation (ICC) in the range of 0.42 to 0.48.  In the Kardong Edgren et al. 

(2017) study consensus on a shared mental model of essential behaviors was not reached 

until the team watched and scored 11 of 28 scenarios that portrayed students at different 

levels of performance. Results for overall competency of the 11 raters scoring 28 

scenarios found the interrater reliability percentage range from 0.58 to 0.70, and 

competency score range from 0.47 to 0.66. The investigators became aware that there 

were score variations throughout the study. The effect of omitting two outlier faculty 

raters and two student scenarios improved the interrater reliability percentage results 

from the “fair” to the “good” range in this study (Kardong-Edgren et al., 2017).   
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Holland et al. (2020) demonstrated excellent interrater reliability using ICC 

statistics (.811 to .969). The rater training used in this study produced higher interrater 

reliability results than the NLN high-stakes study (Holland et al., 2020). However, an 

important finding is that both control group and intervention group’s interrater and intra-

rater reliability was high overall which suggested that the basic orientation that was given 

to the entire sample was beneficial. The advanced training that the intervention group 

received was considered an intervention plus a value-added (Holland et al., 2020). 

Offering the orientation recording to the entire sample allowed all participants to be 

better prepared rating student performance in this study.  

These three studies established that raters need preparation when conducting 

student evaluations whether it is in the clinical environment or simulation. Observational 

assessments are difficult; however, if the rater is trained, interrater reliability may be 

improved (Holland et al., 2020; Kardong-Edgren et al., 2017; Rizzolo et al., 2015).   

It is important to establish rater agreement prior to data collection and during 

training sessions (Kardong-Edgren et al., 2017). The results also strongly support rater 

training for the CCEI, as well as other evidence-based evaluation instruments like the 

LCJR. Providing an orientation to all raters may have improved interrater reliability 

results in the Holland et al. (2020) study, and this phenomenon was examined in the 

current study.  

 In the Eppich et al. (2015) study, multiple rater training methodologies served as 

the foundation for their study, which included: a) rater error training (RET); b) 

performance dimension training (PDT); c) frame-of-reference training (FOR); and d) 
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behavior observation training (BOT). Three training sessions were conducted over a 16-

week period, with a selection of nine raters. Raters scored three scenarios that 

demonstrated poor, mixed, and excellent team performances during an emergent patient 

care situation (Eppich et al., 2015).  

The investigators found that adjacent agreement increased from the second 

training meeting (83.6%) to the third training meeting (85.6%) when evaluating the same 

scenarios. Overall team performance rating for adjacent agreement was 78.3%. Four 

weeks post training, the adjacent agreement was 97% and 90.6% after scoring 42 

simulation scenarios (Eppich et al., 2015). In the Hauenstein and McCuster (2017) study 

FOR and RET training were examined individually and as a combined training strategy. 

The results in their study determined that training that used FOR and RET training 

strategies improved interrater reliability over time. Results of interrater agreement were 

consistent regardless of the level of aggregation.  

A core principle to rater training is adhering to a model designed to assist raters in 

a shared mental model and to focus on training methodologies established in the literature 

(Eppich et al., 2015; Hauenstein & McCuster, 2017; Holland et al., 2020, Kardong-

Edgren et al., 2017, Rizzolo et al., 2015).  Some of these include, RET, PDT, FOR, BOT, 

and combinations of the four (Eppich et al., 2015; Hauenstein & McCuster, 2017). The 

Hauenstein and McCuster (2017) study found by combining FOR and RET training 

methodologies improved interrater agreement over time. Furthermore, providing multiple 

practice sessions along with feedback on ratings may increase the efficacy of rater 

training programs (Hauenstein & McCuster, 2017). 
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In the current study, training sessions were based on FOR and RET strategies. 

Multiple practice training opportunities were included in the evaluation instrument 

orientation and the two training sessions conducted for the intervention group. Also, the 

LCJR was reformatted to provide ease of use of the evaluation instrument during ratings 

of the simulations recorded for this study. The participants were allowed to download the 

Lasater Clinical Judgment Scoring Sheet (LCJSS) and use it to rate the videos prior to 

submitting their weekly surveys if they so desired.  

Academic-Practice Gap 

 According to Quek and Shorey (2018), clinical practice opportunities are 

necessary components of learning in many practice-based occupations such as nursing, 

medicine, pharmacy, occupational therapy, and dentistry. Inconsistent student feedback 

and guidance may be an indication of a less experienced, poorly trained nurse educator or 

clinical instructor (Quek & Shorey, 2018). 

It is clear that nurse educators have different expectations and visions when 

educating nursing students, which further perpetuates the academic-practice gap (Huston 

et al., 2018; L’Ecuyer et al., 2018; Quek & Shorey, 2018). The nursing profession has 

been aware of this gap for over four decades without significant change in practice 

(Huston et al., 2018). According to Huston et al. (2018) nursing students that are not well 

prepared for practice can cause increased risks for adverse patient care outcomes and 

decreased patient safety. Clinical practice nurse leaders often criticize academic nurse 

educators for not preparing nursing students adequately for clinical practice. Equally, 

academic nurse educators frequently denigrate clinical nurses for having unrealistic 
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expectations of students providing patient care. The academic-practice gap demonstrates 

the siloed effect of nurse educators and clinical practice nurses lacking collaboration for 

students’ teaching, learning, and evaluation processes that promote a smooth transition to 

practice (Huston et al., 2018).  

In the integrated review by Quek and Shorey (2018), the importance of 

introducing nurse educators to their new role and responsibilities early in the process 

were stressed. Additionally, it revealed that formalized training should be developed and 

implemented that focuses on teaching and learning principles to keep clinical nurse 

educators current with existing academic learning objectives (Quek & Shorey, 2018). 

Nurse educators in academia must develop a working relationship to provide support that 

blends important academic nursing concepts with clinical experiences to provide students 

with real life patient care opportunities. 

The debate continues to determine if accountability for the academic-practice gap 

lies with nursing education or clinical practice. Huston et al. (2018) suggested that the 

responsibility be shared by both. There is a lack of conceptual clarity in nursing 

education as well as clinical practice to what constitutes clinical judgment, clinical 

reasoning, and clinical decision making in practice. Hence, there is a misperception 

regarding the best way to teach nursing students clinical judgment skills and how to 

develop adequate clinical decision-making processes upon graduation (Huston et al., 

2018). In the Huston et al. (2018) integrated review, the authors note that “consequences 

of an ill prepared new graduate must be viewed in terms of patient safety or the lack 

thereof” (p. 29). There is evidence in the literature that increased patient errors and poor 
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patient outcomes occur when new nurses are not adequately prepared upon entry to 

practice (Huston et al., 2018). 

Huston et al. (2018) found different strategies that have been studied in which to 

narrow the academic-practice gap in the literature. Educational strategies are a) increased 

use of simulation in nursing education focusing on the gaps clinical partners observe 

when students are on clinical units; b) promoting learner-centered active approaches to 

nursing education; and c) incorporation of concept-based and competency-based 

education that threads global concepts that are significant for both nursing practice and 

healthcare, rather than strictly on disease processes (Huston et al., 2018, pp. 29 - 31).  

Lastly, Huston et al. (2018) suggested academic service partnerships have been 

effective in addressing the academic-practice gap. When academic service partnerships 

are formed between nurse educators in academia and practice, students are provided with 

enhanced learning opportunities.  

Synthesis of Clinical Judgment and Rater Training Literature 

 Over thirteen years of data have been accumulated using the LCJR to assess 

clinical judgment aptitude in students and newly licensed nurses. The LCJR, which is 

theoretically based on Tanner’s CJM, has established evidence of construct validity and 

reliability as an evaluation instrument for rating clinical judgment performance 

(Adamson, 2016; Adamson et al., 2012; Adamson & Kardong-Edgen, 2012; Ashcraft et 

al., 2013; Cazzell & Anderson, 2016; Jensen, 2013; Lasater, 2007a, 2007b; Sideras, 

2007). The LCJR has been studied using different techniques and student populations, 

which has added substantive evidence in support of the validity of the instrument.  
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Some studies included in this review examined undergraduate nursing student’s 

clinical judgment competency at the junior and senior nursing program level (Ashcraft et 

al., 2013; Cazzell & Anderson, 2016; Lasater, 2007a, 2007b; Sideras, 2007). Research 

has been done comparing baccalaureate degree to associate degree programs and ethnic 

or racial bias of raters using the LCJR (Adamson, 2016; Jensen, 2013). These studies 

found no significant differences in evaluation scores between faculty and students and no 

significant rater bias when rating a diverse student population using the LCJR. 

Important psychometric data for the LCJR were examined and established in the 

literature supporting the construct validity of the LCJR (Adamson et al., 2013; Cazzell & 

Anderson, 2016; Sideras, 2007). Noted were limitations due to small sample sizes 

(Adamson & Kardong-Edgren, 2012; Sideras, 2007) and a lack of information provided 

on rater training processes for faculty rating student performance using the LCJR 

(Adamson et al., 2013; Adamson & Kardong-Edgren, 2012; Adamson, 2016; Lasater, 

2007a, 2007b). Research on the effects of rater training on interrater in nursing is scant.  

Studies included in this review were developed to further test the evidence 

obtained from the NLN high-stakes clinical performance study (Rizzolo et al., 2015). The 

outlier scores from faculty participants using the LCJR after training in the Kardong-

Edgren et al. (2017) study, to the recent experimental control and intervention group 

study conducted by Holland et al. (2020), stress the importance of an established rater 

training program for acceptable interrater reliability of the LCJR. 

The current study provides data to determine if the rater training program 

developed for this study has an effect on trained raters’ abilities to evaluate students 
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consistently and accurately compared to untrained raters. This study was also important 

to determine if experience with the Lasater Clinical Judgment Rubric, years of experience 

in student evaluation in clinical settings or simulation, or nursing educational level, or 

influenced interrater reliability in scoring the LCJR. Nurse educators must guarantee that 

fair testing guidelines are used when evaluating students’ clinical judgment progression. 

Chapter Summary 

 The selected literature presented and reviewed in this chapter examined evidence-

based simulation pedagogy and its use in nursing education. Studies that explored clinical 

judgment, as well as evidence of validity and reliability in the use of LCJR were 

reviewed as well. Also, included were rater training strategies and their effects on 

interrater reliability in healthcare and nursing.  

There is a gap in the evidence describing best practices for training raters in the 

use of the LCJR in formative and summative high-stakes clinical performance evaluation. 

This study adds to the body of nursing science using an experimental comparative 

methodology with rater training as the study’s intervention. Nurse educators that teach, 

guide, and evaluate student’s clinical judgment performance in clinical or simulation are 

crucial in providing professional guidance and support in the transition to practice. 
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Chapter 3 

Methods 

Newly licensed nurses are faced with increasingly complex decisions working 

with patients in the current healthcare environment. It is important to assess the levels of 

clinical judgment nursing students have achieved prior to graduation. It is the 

responsibility of nurse educators to provide accurate and consistent nursing student 

clinical judgment performance assessments throughout a nursing curriculum to ensure 

new graduates are safe to practice. The primary purpose of this study was to determine if 

rater training had an effect on interrater reliability among raters with the Lasater Clinical 

Judgment Rubric (LCJR) subscales in simulation compared to those who received no 

training. The second purpose was to determine the effect of experience with the LCJR, 

years of experience evaluating nursing students, and level of nursing education on 

interrater reliability with the Lasater Clinical Judgment Rubric. 

The research questions for this study were: 

1. What are the effects of a rater training intervention on interrater reliability 

using subscale scoring with the Lasater Clinical Judgment Rubric (LCJR) 

when evaluating nursing students' clinical judgment performance in 

simulation compared to a benchmark LCJR scoring set by an expert rater?  

2. Which of the following predictors are independently associated with LCJR 

subscale scores: rater training versus no training, years of experience 

evaluating students in clinical settings, years of experience evaluating students 

in simulation, and level of nursing education?  
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This chapter includes a description of the research design used for this study. 

Next, potential threats to internal and external validity are discussed. Then, this 

investigator presents an exploration of the sample population, recordings portraying 

different levels (above average, average, and poor levels) of student performance, and 

rater training interventions. The chapter continues with a description of the instruments, 

data collection procedures, and data analysis conducted in the study. Lastly, an 

explanation of the Institutional Review Board process is presented.   

Overview of the Experimental Design 

 According to Polit and Beck (2017) a true experimental design research is 

illustrated by the following properties: a) there is an intervention with a selected number 

of participants exposed to the intervention; b) there is a control group that does not 

receive the intervention; and c) the participants are assigned to groups using random 

assignment. In this study, random assignment processes were used to assign participants 

to the control and intervention groups. 

 This study incorporated the development and utilization of multimedia training 

processes to examine interrater reliability of nurse educators in academia, simulation, and 

clinical practice. The investigator recorded and pilot-tested seven simulations portraying 

different levels of competency using senior level nursing students’ clinical judgment 

performances. During the six-week study, all participants received a recorded evaluation 

instrument orientation to view, and practice scoring opportunities using the Lasater 

Clinical Judgment Rubric Scoring Sheet (LCJRSS). Additionally, the intervention group 
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received two one-hour training sessions during weeks 3 and 5 via Zoom to determine the 

effect of rater training on interrater reliability using the LCJRSS. 

Study Hypotheses 

The hypotheses addressed in this study were: 1) Trained raters will have higher 

levels of interrater reliability in subscale scoring of the Lasater Clinical Judgment Rubric 

(LCJR) with benchmark LCJR scoring set by an expert rater compared to untrained 

raters; and b) raters’ experience with the LCJR, years of experience conducting student 

evaluations in clinical settings, simulation settings, and level of nursing education of the 

sample will influence interrater reliability.  

Threats to Internal and External Validity 

 Threats to internal validity in this study may have included the length of time 

required for completion. It is unknown to the investigator if study participants conducted 

their own research on the use of the LCJR over the six-week period, which may have 

biased the collected data. Furthermore, raters may have viewed the videos more than one 

time prior to submitting their scoring sheets. 

There were opportunities for human error that may be both systematic or random 

in nature that may have negatively affected the research study. Human error is not limited 

just to the investigator, participants may have been influenced by a number of extraneous 

variables that caused distraction during this study. These variables are related to the 

timeframe for ratings each week, personal internal triggers, or rating the simulations as 

the rater thinks the investigator would like them to be rated. Lastly, human responses in 

experimental research can be difficult to measure. Different life experiences and personal 
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situations may have caused varied results when reacting to the videos due to personal and 

professional experiences (Polit & Beck, 2017). These factors were out of the investigators 

control. 

The investigator attempted to minimize the threats to internal and external validity 

by sending two to three reminder emails each week to participants that did not submit 

their ratings and to remind them when they were due each week. Participants were 

instructed to contact the investigator via email if they had questions or concerns 

pertaining to the submissions. Also, participants were asked not to search for additional 

information on the use of the LCJR during data collection.  

Setting and Sample 

Setting 

 Participants completed surveys using their personal computers from a convenient 

location of their choosing. Data were collected from participants completing weekly 

Qualtrics®XM surveys while observing recorded clinical judgment performance 

simulations over a six-week period, plus the completion of a recorded evaluation 

instrument orientation during week 2. The intervention group were also required to attend 

two one-hour training sessions virtually during weeks 3 and 5.  

Sample Selection 

The convenience sample was comprised of pre-licensure baccalaureate nurse 

educators in academia and clinical practice with experience rating students’ clinical 

judgment performance in simulation and/or clinical environments.  
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Inclusion Criteria. To be eligible to participate in this study, nurse educators self-

reported their appropriateness as follows: 

• graduate of a U. S. registered nursing program;  

• over the age of 18; 

• speaks and reads English;  

• registered nurse educator or clinical instructor currently evaluating nursing 

students in a clinical area and/or simulation laboratory for a baccalaureate nursing 

program in the U. S.; 

• possess an active email address; 

• access to the internet and are able to use the Zoom® teleconferencing platform. 

Exclusion Criteria. Exclusion criteria for this study were nurses who:  

• did not graduate from a registered nursing program in the U. S.;  

• taught in an associate degree program; 

• did not evaluate students as a nurse educator or clinical instructor for a 

baccalaureate nursing program;  

• did not have access to the internet, or an active email address;  

• only taught nursing students’ theoretical content.  

Recruitment of Sample 

The investigator recruited nurse educators from across the United States. The 

initial recruitment was conducted by accessing public email listings of potential 

participants from accredited undergraduate nursing programs using the American 

Association of Colleges of Nursing (AACN) website. Two hundred and thirty-eight email 
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invitations were sent to nurse educators from nine colleges and universities located in 

Delaware (n  1), New Jersey (n  1), Pennsylvania (n  5), Texas (n  1), and the state 

of Washington (n  1). Snowball sampling was also used to recruit study participants.  

After the first phase of recruitment, nine potential participants expressed an 

interest in the study. To increase sample size, invitations were sent through other 

professional organizations such as the National League for Nurses (NLN), Society of 

Simulation in Healthcare (SSH), and professional nursing social media sites on Facebook 

and Twitter. Once invitations were sent through social media, participation response 

increased to 57 nurse educators from 14 U. S. states.  

An informational invitation (Appendix A) was then sent to potential participants 

who expressed interest. The invitation provided a description of the study which included 

participant expectations during data collection, time commitment of the study, and 

investigator’s contact information. A quick response (QR) barcode was included on the 

invite to connect participants directly to the investigator’s study email account.  

 Once the investigator was contacted by potential participants, another email was 

sent providing a link that connected them to the investigator’s Qualtrics screening 

questionnaire to verify inclusion criteria (Appendix B). If a potential participant did not 

meet inclusion criteria, an electronic response was sent thanking them for their interest in 

participation, but did not allow progression to the investigator’s Qualtrics software site.  

Sample Size 

Multiple factors were considered in determining the sample size for this study. 

With limited interrater reliability research in the nursing literature, reviewed literature 
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documented smaller numbers of evaluators (raters) compared to participants (ratees) 

being evaluated (Adamson, 2011; Holland et al., 2020; Kardong-Edgren et al., 2017; 

Manetti, 2015). Sample sizes varied as reported in: a) Adamson’s post-hoc analysis 

(2011) with an expected attrition rate of 10 to 15% found that a sample size of 29 nurse 

educators provided adequate power analysis; b) the sample size maintained in the 

Holland et al. experimental study (2020) included 75 nurse educators; the c) a study by 

Kardong-Edgren’s study (2017) had a sample size of 11 nurse educators; and lastly, d) 

Manetti’s study (2015) consisted of 18 nurse educators serving in the role of 

observational clinical performance raters.  

A commonly accepted power in nursing research is .80, minimizing the chance of 

Type II errors or failing to reject a false null hypothesis (Polit & Beck, 2017). A 

statistical a priori point biserial correlation power analysis was conducted to provide a 

sample size estimation based on data from previous research and a .80 power. With an 

alpha of .05, power of 0.80, and effect size of 0.4, the anticipated sample size projected, 

using a statistical power analysis software (GPower 4 and Pearson’s coefficient), was a 

minimum of 44 participants. According to May and Looney (2020) when using Kendall’s 

W as a measure of agreement in a study, a smaller sample size may be achieved in order 

to yield a degree of statistical significance compared to a Pearson correlation coefficient 

(r). Hence, a smaller sample size of 38 participants was estimated by the investigator to 

maintain power in the current study. The sample size maintained throughout the six-week 

study was 34 participants.  
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Description of the Sample 

The sample of participants represented 14 states across the four U. S. time zones. 

All participants self-reported that they met the inclusion criteria. From the original 

recruitment effort, 57 potential participants responded to the email and social media 

invitations expressing an interest in study participation. Forty-seven participants signed 

informed consent electronically through the investigator’s Qualtrics site. However, only 

42 responded to the follow-up email and started data collection. 

The most common reason for potential participant exclusion was that they did not 

teach in a baccalaureate nursing program (two individuals taught at the associate degree 

level and one taught in an RN to MS program). Another reason cited for not being able to 

participate was the time commitment (two potential participants reported the time 

commitment was too great). In addition, participants who originally expressed interest in 

participating in the study (n  10) did not respond to the follow-up email and the reasons 

for their non-participation are unknown. Of the 42 participants that were eligible to 

participate, an attrition rate of 19% occurred during the first week of data collection. 

Eight participants did not complete the survey by the due date and those participants were 

notified of their termination as a participant in the study by the investigator. Eighty-one 

percent (n  34) of the original 42 subjects began data collection and successfully 

completed the six-week study.  

Table 1 provides detailed results from the demographic data of the entire sample. 

The participants were predominately Caucasian/non-Hispanic females with a mean age of 

45.87 years. The level of education of the sample was mostly doctoral prepared nurse 
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educators (53%; n  18), followed by master’s prepared nurse educators (44%; n  15), 

and one baccalaureate-prepared nurse educator (3%; n  1). Reported number of years as 

a registered nurse ranging from 16 to 26 years, comprising 41% of the sample.  

The majority of the study participants worked as faculty in academia (94%; n  

32). Many served as clinical instructors (79%; n  27) who also evaluated students in 

clinical environments and/or simulation (82%; n  28). Three participants worked less 

than two years as clinical instructors and four worked less than two years as simulation 

educators.  

The final 34 participants were randomly assigned to the control (n  16) or 

intervention (n  18) groups. The control group consisted of 10 doctoral prepared 

participants and 8 master’s prepared. The intervention group consisted of eight doctoral 

prepared participants, seven were master’s prepared and one had achieved a 

baccalaureate degree as the highest level. The two males in the sample were randomly 

assigned to the control group. 

Table 1 

Demographic Characteristics of Participants at baseline (N  34) 

Baseline characteristics Total sample 
 n % 
Race/Ethnicity   
     African American 1 3 
     Asian 3 9 
     Caucasian/Non-Hispanic 29 85 
     Euro-American 1 3 
Gender   
     Female 32 94 
     Male 2 6 
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Baseline characteristics Total sample 
 n % 
Number of Years as an RN   
     5 to 15 yrs. 12 36 
     16 to 26 yrs. 14 41 
     27 to 45 yrs. 8 23 
Employed in Clinical Practice   
     Yes 13 38 
      No 21 62 
Employment Status   
     Full-Time 28 82 
     Part-Time 3 9 
     Per Diem 3 9 
Clinical Instructor?   
     No 7 21 
     Yes 27 79 
Yes Response: How Many Years (n  27)   
     < 2 yrs. 3 11 
     3 to 6 yrs. 8 30 
     7 to 10 yrs. 7 26 
     >10 yrs. 9 33 
Nursing Faculty?   
     No 2 6 
     Yes 32 94 
Yes Response: How Many Years (n  32)   
     < 2 yrs. 5 16 
     3 to 6 yrs. 10 31 
     7 to 10 yrs. 6 19 
     >10 yrs. 11 34 
Simulation Instructor?   
     No 6 18 
     Yes 28 82 
Yes Response: How Many Years (n  28)   
     < 2 yrs. 4 13 
     3 to 6 yrs. 8 29 
     7 to 10 yrs. 8 29 
     >10 yrs. 8 29 
Level of Education   
     Bachelor Degree 1 3 
     Master Degree 15 44 
     Doctoral Degree  
     (PhD, EdD, DNS, DNP) 18 53 
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Descriptive data in Table 2 indicates that the majority of nurse educators working 

in academia were at the appointment of assistant professor (47%; n  16). Three 

participants reported having experience with the Lasater Clinical Judgement Rubric 

(LCJR) evaluating students’ clinical judgment performance and 31 participants had no 

experience with the LCJR. Of the three participants that had experience with the in 

simulation, they reported using the LCJR with 100 students. 

Table 2 

Additional Demographic Characteristics of Sample (N  34)  

Baseline characteristics        Total sample 

 n % 
Academic Appointment (n  32)   
     Full Professor 1 3 
     Associate Professor 5 16 
     Assistant Professor 16 47 
     Clinical Faculty/Instructor 9 28 
     Simulation Lab Coordinator 1 3 
     Other 1 3 
Experience with the LCJR   
     No 31 91 
     Yes 3 9 

 

Selection of Control and Intervention Groups 

Once the screening surveys were completed, and inclusion criteria confirmed by 

the investigator, participants’ identification codes and email addresses were recorded on a 

tracking sheet (Appendix C). The tracking sheet was used to access sample participants 

and randomly assign them to the control or intervention groups.  

Group randomization was conducted after participants were assigned an 

individual code using a randomizer software program (Randomlist.org). A comparative 
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and heterogenous sample for the control and intervention group was an important 

consideration in support of external validity and generalizability of the evidence (Polit & 

Beck, 2017).  

The email addresses and identification codes of participants were kept in the 

investigator’s Qualtrics software and private study email account to keep their identity 

confidential yet accessible in case a participant withdrew from the study or did not 

complete the study. After the informed consent was signed (Appendix D), participants 

were notified via email if they were assigned to the control group (Appendix E) or 

intervention group (Appendix F).  

Instrumentation 

Data were collected with the Lasater Clinical Judgment Rubric (LCJR) (Appendix 

G) in a worksheet format developed by the investigator and labeled the Lasater Clinical 

Judgment Scoring Sheet (LCJSS) (Appendix H). Formatting of the LCJR was changed 

for ease of use by the raters. The investigator also developed a demographic 

questionnaire (Appendix I) to collect the sample characteristics.   

Scoring the LCJR 

The LCJR incorporates the four aspects of Tanner’s Clinical Judgment Model 

(Lasater, 2007a, 2007b, 2011), including Noticing, Interpreting, Responding, and 

Reflecting. Lasater further developed her rubric by describing subscales that clarify what 

is meant by each aspect (Lasater, 2007a, 2007b, 2011). Scoring, using the rubric to 

evaluate each of the aforementioned areas, involved assigning scores 1 to 4, which align 
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with the development of clinical judgment at beginning-level (1) to exemplary-level (4) 

of performance (Table 3).  

 The LCJR consists of 11 subscales with a minimum score of 11 and a maximum 

score of 44. The aspect of effective noticing includes three subscales for a maximum of 

12-points, and they are labeled “focused observation”, “recognizes deviations from 

expected patterns”, and “information seeking”. The aspect of effective interpreting 

includes two subscales with a maximum of 8-points designated as “prioritizing data” and 

“making sense of data.” Effective responding has four subscales with a maximum of 16-

points and named “calm confident manner,” “clear communication,” “well-planned 

intervention/flexibility,” and “being skillful.” The last aspect, effective reflection includes 

two subscales worth a maximum of 8-points and labeled “evaluation/self-analysis” and 

“commitment to improvement”.  

 Each subscale of the rubric can be scored as beginning-level, which refers to the 

first level of clinical judgment development and is given a score of 1. The beginning-

level of clinical judgment and actions are described on the rubric (Lasater, 2007a, 2007b, 

2011). Developing-level refers to the second level of progress in clinical judgment 

proficiencies and is given a score of 2. This reflects an increased degree of clinical 

judgment, and actions are described on the rubric (Lasater, 2007a, 2007b, 2011). The 

third level, accomplished, suggests competent clinical judgment, and actions are 

described on the rubric. Scoring at this level is revealed by a score of 3. The fourth and 

highest level, exemplary, designated by a score of 4, demonstrates exceptional clinical 

judgment and are described on the LCJR (Lasater, 2007a, 2007b, 2011).  
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Table 3 

LCJR Scoring 

 Subscales Scoring ranges of LCJR 
TOTAL SCORE LCJR 1  11 11- 44 
   
NOTICING 1, 2, 3 3 to 12 
     1.  Focused Assessment 1 to 4 pts.  
     2.  Recognizes Deviations 1 to 4 pts.  
     3.  Information Seeking 1 to 4 pts.  
INTERPRETING 4, 5 2 to 8 
     1.  Prioritizing Data 1 to 4 pts  
     2.  Making Sense of Data 1 to 4 pts  
RESPONDING 6, 7, 8, 9 4 to 16 
     1.  Calm, Confident, Manner  1 to 4 pts  
     2.  Clear Communication 1 to 4 pts  
     3.  Well-Planned Intervention 1 to 4 pts  
     4.  Being Skillful 1 to 4 pts  
REFLECTION 10, 11 2 to 8 
     1.  Evaluation 1 to 4 pts  
     2.  Commitment to Improvement 1 to 4 pts  
LCJR SUBSCALE SCORING  
KEY 

 TOTAL LCJR RANGES 

     1 point  Beginning Level  1 to 11 
     2 points  Developing Level   12 to 22 
     3 points  Accomplished Level  23 to 33 
     4 points  Exemplary Level  34 to 44 

 
Note. It is important for raters to understand scoring of the LCJR, the competencies being 

assessed, and are able to recognize behaviors and actions that indicate both acceptable 

and unacceptable performance (K. Lasater, personal communication, May 30, 2020). 

 In this study, subscales of the Lasater Clinical Judgment Rubric were used for 

data analysis to provide a more accurate representation of true interrater reliability scores 

of raters’ data. Additionally, since the development of the LCJR is based on formative 
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evaluation of students’ clinical judgment, participants in this study rated the performance 

simulations as formative evaluations. Lasater (2007) determined that an acceptable 

clinical judgment development range for prelicensure senior level nursing students should 

be in the accomplished range of the rubric by the end of their nursing program. 

Lasater Clinical Judgment Scoring Sheet (LCJSS) 

 The original LCJR was formatted as a worksheet by the investigator with 

permission (K. Lasater, personal communication, May 30, 2020) without alterations to 

the aspects or level descriptors. The investigator formatted the rubric to provide ease of 

rating during observational performance evaluations. The investigator labeled this 

document as the Lasater Clinical Judgment Scoring Sheet (LCJSS). The rubric’s four 

aspects of noticing, interpreting, responding, reflecting, and the 11 subscales were 

formatted to reside on individual pages of the scoring sheet. The worksheet also included 

an area for the raters to leave student performance comments during each simulation 

rating. Rater comments will not be analyzed for this study but may provide feedback for 

future research. 

Demographic Questionnaire 

 The demographic data questionnaire developed by the investigator captured 

information that described the characteristics of the sample participants including age, 

gender, ethnicity, evaluation experience, and nursing professional status. Once 

participants completed the screening survey, inclusion criteria verified, and the informed 

consent signed, they were emailed a link that connected them to the investigator’s 

Qualtrics demographic data form to complete (Appendix I).    
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Performance Simulations and Orientation Video Recordings 

 According to Shelestak and Voshall (2014) it is crucial to use simulation 

scenarios that have evidence of validity, reliability, and fidelity in simulation lab 

environments. A barrier that has been recognized in student performance assessment 

practices is the lack of standardized simulation scenarios that provide multiple evaluators 

with the ability to simultaneously observe the same performance involving the same 

students (Adamson, 2011; Adamson & Kardong-Edgren, 2012; Holland et al., 2020; 

Kardong-Edgren et al., 2017). To prevent this obstacle from adversely affecting data, 

along with allowing opportunities for multiple raters to observe the same exact 

presentation, recorded simulation performances have been used in much of the current 

nursing interrater reliability research (Adamson, 2011, 2012; Adamson & Kardong-

Edgren, 2012; Holland et al., 2020; Kardong-Edgren et al., 2017). 

 For this study, the investigator recorded seven simulations using two publicly 

available National League for Nursing-Laerdal® (Laerdal Medical Corporation, 2020) 

simulation scenarios. Compensated student actors/assistants portrayed senior level 

nursing students presenting above average, average, and poor levels of clinical judgment 

performance. The recorded simulations included nursing students performing at different 

levels of competency and were categorized using Walker and Avant’s (2018) defining 

attributes for a model case, borderline case, and contrary case. The length of the seven 

simulations range between 15 to 29 mins (including a short debriefing segment) and the 

expected rating time was between 60 to 90 minutes each week. The six-week study 

required approximately a nine-hour total commitment from subjects in the control group 
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and approximately a twelve-hour obligation for the intervention group. Participants were 

allowed to start and stop the simulations as needed, but completion of the weekly surveys 

were required to be submitted before the participant could progress in the study. The 

investigator was unable to determine how many times participants stopped/restarted the 

recordings, or how many times the simulations were viewed prior to submitting ratings. 

 The simulations were each titled as a type of fruit (e.g., Apple) to prevent raters 

preconceived leveling of ratings in coding the level of student competency. The 

simulations were labeled accordingly as a model case simulation, borderline case 

simulation, or contrary case simulation. A model case was an example of a true exemplar 

and provided all defining attributes and learning objectives outlined in the simulation. A 

borderline case contained many of the elements of the model case, but some of the 

defining attributes differ. Lastly, a contrary case was the direct opposite of a model case 

in which most of the defining attributes were absent or differed compared to the model 

case (Walker & Avant, 2018).  

 Student assistants acted the role of primary nurse and secondary nurse alternating 

intermittently throughout the recordings. The student assistants edited, added titles and 

descriptions to each case, along with adding the major learning objectives to the seven 

simulations. These edits were added to help familiarize raters with the main learning 

objectives for each performance scenario. The simulations were finalized after review by 

the investigator, then uploaded and stored in the investigator’s private Google account. 

For data collection, the simulations were embedded into the surveys so once the 
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participants clicked on the emailed link, they were taken to the correct survey in the 

investigator’s Qualtrics site. 

 During week 2 of the study, participants in both control and intervention groups 

completed a recorded evaluation instrument orientation using a frame-of-reference (FOR) 

and rater-error-training (RET) frameworks to highlight the multidimensionality of 

observational performances (Hauenstein & McCuster, 2017; Woehr & Huffcutt, 1994). 

The aim of this evaluation instrument orientation was to familiarize the participants with 

the evaluation instrument prior to rating performance simulations. 

 The instrument orientation provided a narration from the investigator with a 

structured flow of information. This began with a discussion of Tanner’s CJM 

(permission by Tanner, July 5, 2020), followed by a podcast from Lasater (permission by 

Lasater, May 31, 2020) discussing the development and use of the LCJR in formative 

observational evaluations. After the podcast, instruction on how to rate students’ clinical 

judgment performance using the Lasater Clinical Judgment Scoring Sheet (LCJSS) 

worksheet were discussed. Participants were then guided through an instructional video 

developed by Adamson Haerling (permission by Adamson Haerling, May 26, 2020) on 

scoring with the LCJR. This instructional video was edited to demonstrate rating the 

performance simulations replacing the LCJR with the LCJRSS for this study.  

 Finally, participants were sent a Qualtrics survey link to score a practice 

simulation without narration using the LCJSS. The submitted scoring sheet provided 

quantified evidence that participants completed the recorded orientation.  
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Establishing Content Validity of Simulation Videos 

 A pilot was conducted to validate the level of clinical judgment performance 

competency of each simulation along with determining the effectiveness of the evaluation 

instrument’s orientation recording. A panel of five academic PhD prepared nurse 

educators, a PhD candidate who recorded the seven student performance simulations, and 

one registered nurse from clinical practice were selected as members of an expert rater 

panel to ensure content validity of the study’s simulations. The qualifications of the panel 

included: 

• Five members of the panel were experts in simulation pedagogy;  

• Five members had recent experience evaluating nursing students’ clinical 

judgment; and 

• Three members had previous experience using the LCJR instrument.  

The panel viewed the recorded evaluation instrument orientation and then rated 

seven performance simulations to determine content validity. This pilot was significant 

to determine if the recorded evaluation instrument’s orientation was sufficient to achieve 

an acceptable range of interrater reliability among the panel of expert raters. 

Data Analysis of Expert Rater Panel Scores  

Intraclass correlation coefficients (ICC) were originally calculated with the data 

from the expert rater panel’s subscale scores for each of the seven simulations using 

SPSS version 27 (Armonk, NY: IBM Corp). The total ICC results of the seven 

simulations ranged from -.27 to .53 and considered to be in the extreme variability among 

raters’ range to moderate variability among raters’ range. A likely reason for this was 
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that the overall distribution of raters’ scores was skewed with unstable variance. The 

accuracy of the ICCs in general was reduced since they depended on a normal 

distribution of data (J. Stoltzfus, personal communication, March 25, 2021). Also, ICCs 

are sensitive to errors and biases within the data itself and show up as inconsistent rating 

patterns. Kendall’s coefficient of concordance W was a more appropriate measure of 

interrater reliability in this study due to the ordinal nature of the variables and/or skewed 

data (J. Stoltzfus, personal communication, March 25, 2021).  

Table 4 provides the subscale means, standard deviations, and Kendall’s W 

interrater agreement results of the pilot. Kendall’s W was used to analyze the data with a 

p < .05 denoting statistical significance without adjustment for the multiple comparisons 

for four separate subscales, within seven separate simulations (J. Stoltzfus, personal 

communication, March 25, 2021). There were high levels of interrater reliability across 

all four subscales, with the exception of simulation five, which had a moderate but 

statistically significant interrater reliability.   

It is important to note that the Mango simulation was included in the descriptive 

analysis of the pilot to determine the validity of the videos prior to the start of data 

collection. This simulation was used for the first intervention training session as a 

facilitated practice rating opportunity. The Kendall’s W, mean, and standard deviations 

for this video is reported in Table 4 and Table 5. However, these data were not included 

in additional data analyses for this study.  
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Table 4 

Analysis of Pilot Performance Scenario Data 

       Simulations M SD 
 

W (p value) 
 

Week 1: Apple    
     Effective Noticing 7.6 1.5 0.79 (< .001) 
     Effective Interpreting 5.6 1.3  
     Effective Responding 10.6 2.7  
     Effective Reflecting 6.1 1.2  
Week 2: Cherry    
     Effective Noticing 9.7 1.8 0.97 (< .001) 
     Effective Interpreting 6.9 1.5  
     Effective Responding 13.9 2.3  
     Effective Reflecting 5.9 1.4  
Week 3: Pear    
     Effective Noticing 10.0 1.6 0.96 (< .001) 
     Effective Interpreting 6.9  0.9  
     Effective Responding 13.4 2.0  
     Effective Reflecting 7.0 1.5  
Week 4: Watermelon    
     Effective Noticing 4.0 1.0 0.53 (.01) 
     Effective Interpreting 3.9 1.7  
     Effective Responding 5.3 1.4  
     Effective Reflecting 2.6 0.8  
Week 5: Kiwi    
     Effective Noticing 8.9 1.6 0.95 (< .001) 
     Effective Interpreting 6.1 1.5  
     Effective Responding 11.9 2.1  
     Effective Reflecting 5.7 1.3  
Week 6: Banana    
     Effective Noticing 10.4 2.0 0.95 (< .001) 
     Effective Interpreting 7.1 1.5  
     Effective Responding 14.7 1.8  
     Effective Reflecting 7.7 0.8  
Mango (Training)    
     Effective Noticing 10.0 1.4 0.97 (< .001) 
     Effective Interpreting 7.0 1.2  
     Effective Responding 14.3 2.4  
     Effective Reflecting 7.4 1.1  
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Note. Expert rater panel (N  7) rated seven performance simulations. Point Range of 

Effective Noticing: 3 to 12 points; Effective Interpreting point range: 2 to 8 points; 

Effective Responding point range: 4 to 16 points; and Effective Reflecting point range: 2 

to 8 points. 

 

To provide a rating benchmark in each simulation, acceptable subscale ranges 

were set by the investigator’s subscale scores, plus or minus 1 point. The acceptable 

range of ratings presented in Table 5 categorized the simulations as model cases, 

borderline cases, and a contrary case. The Cherry, Banana, and Mango simulations were 

classified as model cases, Apple, Pear, and Kiwi simulations were borderline cases, and 

Watermelon was categorized as a contrary case.  

Table 5 

Classification of Simulations by Defining Attributes 

Simulations Defining attributes Expert rater 
scores 

Subscale level 
score range 

(+ or -1) 
Week 1: Apple Borderline Case   
     Effective Noticing  8 7 to 9 
     Effective Interpreting  6 5 to 7 
     Effective Responding  11 10 to 12 
     Effective Reflecting  7 6 to 8 
Week 2: Cherry Model Case   
     Effective Noticing  11 10 to 12 
     Effective Interpreting  8 7 to 9 
     Effective Responding  15 14 to 16 
     Effective Reflecting  6 5 to 7 
Week 3: Pear Borderline Case   
     Effective Noticing  11 10 to 12 
     Effective Interpreting  7 6 to 8 
     Effective Responding  12 11 to 13 
     Effective Reflecting  7 6 to 8 
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Simulations Defining attributes Expert rater 
scores 

Subscale level 
score range 

(+ or -1) 
Week 4: Watermelon Contrary Case   
     Effective Noticing  5 4 to 6 
     Effective Interpreting  2 1 to 3 
     Effective Responding  4 3 to 5 
     Effective Reflecting  2 1 to 3 
Week 5: Kiwi Borderline Case   
     Effective Noticing  10 9 to 11 
     Effective Interpreting  8 7 to 9 
     Effective Responding  14 13 to 15 
     Effective Reflecting  6 5 to 7 
Week 6: Banana Model Case   
     Effective Noticing  11 10 to 12 
     Effective Interpreting  7 6 to 8 
     Effective Responding  14 13 to 15 
     Effective Reflecting  8 7 to 9 
Mango (Training) Model Case   
     Effective Noticing  10 9 to 11 
     Effective Interpreting  8 7 to 9 
     Effective Responding  16 15 to 16 
     Effective Reflecting  8 7 to 9 

 

Note. Defining attributes: Walker, L. O., & Avant, K. C. (2018). Strategies for theory 

construction in nursing (6th ed.). Pearson. 

 

Lessons Learned 

 After the pilot was completed, the investigator conducted informal discussions 

with expert rater panel members through email correspondence and virtual meeting to 

determine how to improve the intervention prior to study data collection. Some of the 

panel members stated that they did not know who they were evaluating in the 

simulations. Each simulation consisted of a primary nurse and a secondary nurse. 

According to the panel, the instructions given prior to rating each recorded simulation 



 

 

87 

 

were not clear. Another issue discovered from the pilot results were that some panel 

members reported it had been several years since they evaluated students in simulation or 

clinical environments. They also expressed that they believed their ratings improved over 

time as they rated additional simulations due to the repeated practice experience.  

Furthermore, the simulations were developed during the initial outbreak of the 

COVID-19 pandemic in 2020. Student actors were required to wear personal protective 

equipment (PPE) while performing patient care. Several members of the panel shared that 

they were not aware that PPE safety measures should be considered during patient care 

and in the evaluation of clinical judgment.  

 The pilot results indicated that the recorded evaluation instrument’s orientation 

was helpful but insufficient in establishing consistently high levels of interrater reliability 

among the raters of this expert rater panel. Clear instructions need to be provided to each 

participant prior to data collection, along with face-to-face interactions with the 

facilitator, to provide opportunities for clarification and feedback. Finally, the pilot 

established practice sessions rating clinical judgment performance using the LCJR is a 

critical component in a training program to ensure participants gain experience using the 

evaluation instrument prior to actual data collection.  

 The published evidence reviewed for this study had revealed that the way raters 

were trained was time consuming and occurred over many weeks or months without 

improving interrater reliability in many of these studies. The lessons learned from the 

pilot results and current rater training literature, further highlights that raters required 

training that incorporates multiple approaches. In addition, best practice during and post-
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pandemic, as well as Centers for Disease Control (CDC) regulations, heightened the need 

for multiple training approaches to conduct rater training and these were incorporated 

into the study’s intervention.  

Study Blueprint 

 The study had a pretest-intervention-posttest framework. The pretest during  

week 1 involved the first scenario rating submission from both the control and 

intervention groups. All participants rated this simulation using the LCJSS without rater 

training or evaluation instrument orientation. All recorded simulations involved two 

student actors portraying senior level nursing students caring for a patient represented by 

a high-fidelity manikin (Laerdal©). The students performed the role of a primary nurse 

and secondary nurse in each simulation.  

Study participants received links for recorded student performance simulations 

via email to rate each week over six-weeks. Participants began the study on a date and 

time of their choosing keeping within the timeframe allowed each week. During week 2, 

both groups were required to view the evaluation instrument’s orientation and then 

complete the survey submission for the orientation practice simulation. After completion, 

another simulation link was sent for an additional rating submission for a total of two 

ratings within the weekly timeframe. Additionally, during the training sessions, 

participants in the intervention group were required to attend a live training via Zoom and 

then rate another separate simulation within the scheduled weekly timeframe during 

weeks 3 and 5.  
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During week 3 of the participants’ involvement, members of the control group 

were sent a link to complete a clinical judgment performance rating using the LCJSS for 

a simulation categorized as a borderline case. The intervention group were required to 

complete the first training session prior to rating the simulation for week 3. Training 

sessions were synchronously conducted in small groups via Zoom and were facilitated by 

the investigator. The first one-hour training session was conducted over a three-day 

period in small groups to ensure all participants (n  18) were able to complete the 

training. Once completed, participants received the email link to complete the rating for 

week 3 by the investigator.  

During weeks 4 through 6, both groups were sent links to rate a simulation each 

week. In addition, the intervention group completed a second one-hour small group rater 

training session via Zoom during week 5. 

To decrease anticipated performance leveling of clinical judgment simulations, 

the investigator scheduled the remaining ratings during weeks 3, 4, 5, and 6 as follows: 

week 3, a borderline case, week 4, a contrary case, week 5, a borderline case, and week 

6, a model case. The seventh simulation, a model case was used as a practice scoring 

opportunity during the first Zoom training session. After data collection was completed, a 

post survey was sent to the control and intervention groups to collect additional data 

regarding the ease of use of the LCJRSS and the effectiveness of the LCJR.  

Training Interventions: Weeks 3 & 5 

 The training session for intervention group participants during week 3 was 

conducted using Zoom to provide face-to-face interaction. The training session was 
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conducted in small groups of one to eight participants at a time and was accomplished 

over a three-day period. Participants were polled to determine a convenient time to ensure 

that all intervention participants were able to attend. Reinforcement of learning objectives 

presented in the evaluation instrument orientation were highlighted in each training 

session during week 3 and week 5. 

The participants commitment to this training was approximately one-hour each 

session which included a question and answer period. A combination of Frame of 

Reference training (FOR) and Rater Error Training (RET) platforms were used to 

develop the intervention and training outlines were followed for both sessions. The 

outlines used for the training sessions can be viewed in Appendix K. Use of the LCJR 

was discussed along with the investigator’s formatting changes on the LCJSS. Next, 

common rater scoring errors were defined including halo effect, contrast effect, leniency 

errors, and strictness errors. The objectives of each simulation were reviewed next in the 

training. Additionally, participants were instructed to rate students’ according to correct 

wearing of PPE during the first phase of COVID-19 pandemic. Raters were informed of 

the CDC guidelines for appropriate PPE use by student actors in the performance 

simulations. The raters were cued on the importance of students wearing PPE properly 

and if the student actors were not wearing PPE appropriately, this should be noted when 

rating the simulations each week. 

Finally, rater practice opportunities and facilitator feedback were provided to 

ensure participants were comfortable with the LCJSS worksheet. Training was 

constructed to focus on the raters’ ability to identify a good performance compared to 
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average or below average performance (Hauenstein & McCuster, 2017; Woehr & 

Huffcutt, 1994). Time was allowed to answer questions that participants had related to 

rating the videos and use of the LCJSS. 

During week 5, another training session was conducted using Zoom to reinforce 

the learning objectives from the previous training session. This session’s length was 

approximately one-hour in length, allowing substantial time to answer questions and 

review training information previously covered in the first training session. Again, 

multiple small group meetings were arranged to ensure all members of the intervention 

group would be able to attend. Participants of the control group were informed that once 

the study ended and data collection completed, they would have access to a recorded 

session upon request.  

Webinar Orientation Content 

The following section provides a discussion of the content included in the webinar 

orientation. During the second week of the study, all participants were required to view 

then submit a rating survey for the practice simulation to fulfill the requirements of 

completion of the evaluation orientation recording. The evaluation orientation highlighted 

the development of the LCJR by Lasater (2007) using Tanner’s Clinical Judgment Model 

(2006). Information on the use of the reformatted Lasater Clinical Judgment Scoring 

Sheet (LCJSS) was then discussed along with how to rate student performance using the 

subscales of the rubric. A review of common observational scoring errors was conducted, 

including discussion of the learning objectives of the Laerdal® scenarios, and proper 

wearing of PPE during the first wave of COVID-19 in 2020. 
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Evaluation Instrument Orientation Content 

Observational Scoring Errors. Part of the evaluation instrument orientation 

provided an opportunity for discussion of potential observational scoring errors and offer 

awareness of how these errors can occur and negatively affect evaluation data. It was 

determined that understanding of potential errors that could threaten observational 

evaluation processes may prevent common errors from occurring during rating of the 

performance simulations developed for this study.  

Figure 4 provides information on potential errors. According to Woehr and 

Huffcutt (1994) most of the common psychometric scoring errors that occur provide 

evidence for the potential of unreliable assessments if processes are not in place that 

control for systematic and non-systematic errors. Training raters to recognize and avoid 

these common errors may effectively eliminate several possible rater errors including 

halo effect, contrast effect, leniency, and strictness errors. 

Figure 4  

Common Rater Errors 

Halo Effect The tendency to make misplaced generalizations from one aspect of 
a student’s performance. This is due to being influenced by one or 
more positive or negative characteristics of the performance, which 
influence judgment of the overall performance. 

  
Contrast Effect The tendency for a rater to evaluate a student compared to another 

student’s performance rather than on constructs of the evaluation 
instrument. 

  
Leniency Error The tendency to evaluate all students higher than other raters rather 

than providing true assessments of performance. 
  
Strictness Error The tendency to rate all students at the low end of the scale and 

raters being overly critical of performance. 
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Note. Common rater error descriptions Adapted from Woehr, D. J., & Huffcutt, A. I. 

(1994). Journal of Occupational and Organizational Psychology, 67, 189-205. Copyright 

2021 American Psychological Association. 

 

Learning Objectives.  According to Tanner (2006) attributes of sufficient clinical 

judgment involve the ability of the registered nurse to: a) demonstrate an understanding 

of the pathophysiological and diagnostic elements of the patient’s presentation; b) 

understand the illness experience for both the patient and family members; c) as well as 

the physical strength, emotional strength, and coping mechanisms for patients and family 

members (p. 205). Additionally, Shelestak and Voshall (2014) stressed that validity, 

reliability, and fidelity are the cornerstones of rigorous research design and are essential 

components of interventional studies. This is also true when research concepts are 

applied to simulation pedagogy (Shelestak & Voshall, 2014). 

For this study, the investigator selected the National League for Nursing-Laerdal®  

evidence-based simulation scenarios of Carl Shapiro- Angina, Care of the Patient, and 

Rashid Ahmed- Fluid and Electrolytes Management in the recorded student performance 

simulations (Laerdal Medical Corporation, 2020). The investigator selected these cases 

because they involved significant opportunities for raters to assess the level of students’ 

clinical judgment in each simulation and were appropriate for evaluating senior level 

nursing students. Each National League for Nursing-Laerdal® scenario included learning 

objectives and performance expectations that determined the level of students’ clinical 
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judgment in simulation. The general learning objectives for both simulation scenarios 

involved: 

• the ability to recognize abnormal findings during patient assessment and respond 

to changes. 

• assume accountability and demonstrate prioritization in patient care.  

• use standard precautions and ensure patient safety. 

• use critical thinking when making clinical judgments. 

• use therapeutic communications techniques and provide a therapeutic 

environment for the patient and family. (Laerdal Medical Corporation, 2020) 

  Specific learning objectives for each scenario are outlined in Figure 5  

(Laerdal Medical Corporation, 2020). These learning objectives were discussed in detail 

during the live training session week 3, and reinforced learning objectives during the 

training session week 5. 

Figure 5 

Scenario Specific Learning Objectives 

Rashid Ahmed: Fluid & Electrolytes Carl Shapiro: Angina 
• Perform focused assessment of fluid 

status 
• Recall indications, contraindications, 

and adverse reactions of medications 
for angina & recognize S/S of 
adverse reactions 

  

• Recognize clinical manifestations of 
hypokalemia & hyponatremia 

• Implement the “5” rights and patient 
identification measures and dispense 
medications safely & effectively 

  

• Safely administer antibiotic 
medications & IV fluids 

• Implement a focused cardiac & 
respiratory assessment 
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Rashid Ahmed: Fluid & Electrolytes Carl Shapiro: Angina 
• Evaluate medication outcomes • Demonstrate proper O2 set-up and 

delivery 
• Provide patient education in relation 

to intake & output measurements 
• Apply cardiac chest pain protocol 

according to facility 
 

Note. Scenarios specific learning objectives adapted from Laerdal Medical Corporation. 

(2020). National League for Nursing Simulation Scenarios. Copyright 2021 Wappingers 

Falls, NY: National League for Nursing. 

 

Personal Protective Equipment (PPE).  Student performance simulations were recorded 

by the investigator during the first wave of the COVID-19 pandemic in the summer of 

2020. The National Centers for Disease Control and Prevention (CDC) recommended 

that nurses caring for patients in hospital environments be required to wear personal 

protective equipment (PPE). Due to the importance of this safety measure, the 

investigator incorporated student actors to wear eye protection, face masks, and gloves 

when caring for the patient portrayed by Laerdal’s Essentials® high fidelity manikin.  

Data Collection 

 Data collection was generated and stored in the investigator’s password protected 

university Qualtrics account and in a designated Gmail account created specifically for 

the research study. All research participants electronically completed the consent form 

and demographic questionnaire. Weekly surveys and simulation recordings were assessed 

by using the emailed links sent by the investigator. Once the survey was submitted, 
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participants were not able to access the completed surveys. This provided a way to blind 

raters to their past rating submissions.  

 The informed consent included information on the purpose, description, risks, 

benefits, confidentiality, and voluntary termination procedures in case a participant 

decided to stop contributing data. Participants were able to read the consent and had the 

ability to download the document to keep for their records. Also, the procedure was 

outlined in case the investigator had to terminate a participant due to not completing the 

protocol requirements. Once the informed consent form was signed, participants were 

randomly assigned to the control and intervention group. 

Control Group Data Collection 

After the consent form and demographic questionnaire were completed, a link for 

the first simulation was sent to all participants during the first week of data collection. 

Once participants were emailed the link, they were able to submit their ratings using the 

LCJSS worksheet on a date and time of their choosing within the specific time frame 

designated by the investigator. During week 2, once participants completed the 

evaluation instrument’s orientation, an additional simulation rating link was sent. For 

weeks 3 through 6, each participant received performance simulation links weekly to 

access and rate simulations over a six-week period.  

Intervention Group Data Collection 

After the informed consent and demographic surveys were completed, a link for 

the first recorded simulation was sent to all participants in the intervention group during 

the first week of data collection. Participants were able to access and rate the simulation 
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once they received the link using the LCJSS worksheet on a date and time of their 

choosing within the specific weekly timeframe designated by the investigator. All 

participants completed the evaluation instrument orientation simulation during week 2. 

During weeks 3 and 5, the investigator sent a poll to determine when intervention 

participants were available to meet via Zoom for training sessions. Once the small group 

training sessions were completed, the participants in the intervention group received a 

link for an additional performance simulation rating for week 3. During weeks 4 through 

6, links were sent to rate simulations each week.   

Data Storage 

 Electronic contact information was kept in a password protected computer that is 

only accessible by the investigator and will be deleted after dissertation defense. All 

printed data such as informed consent forms, SPSS statistical reports, and Qualtrics 

surveys were kept in a locked cabinet in the investigator’s secured office area.  

Data Analysis 

 This section includes the quantitative analyses that were used in this study. Data 

were collected from both the control and intervention groups and entered into SPSS™ 27 

for analysis. The data were checked by the investigator for errors and screened for 

outliers as well as missing items. A statistician worked closely with the investigator to 

ensure accuracy of data and that appropriate statistical measures were used. 

Descriptive analysis, independent-samples t tests, and correlational analysis using 

Kendell’s coefficient of concordance W were used in this experimental study. 

Additionally, means and standard deviations were reported to provide appropriate 
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measures of central tendency. Correlation is a bivariate analysis that examines the 

relationship between two variables (Polit & Beck, 2017). Kendall’s W was used to 

analyze interrater agreement across raters compared to a benchmark set by an expert 

rater. This non-parametric statistical testing method was an appropriate measure to use 

due to the restricted range of responses and the skewed distribution.  

Research Question One 

The first question is, What is the effect of a rater training intervention on 

interrater reliability using subscale scoring on the Lasater Clinical Judgment Rubric 

(LCJR) when evaluating nursing students' clinical judgment performance in simulation 

compared to benchmark LCJR scoring set by an expert rater? This was tested using 

descriptive statistics, t-tests, and Kendall’s coefficient of concordance, W, a non-

parametric method of assessing interrater reliability agreement and is designed for ranked 

data. Ranking scales like the LCJR are more skewed than normally distributed. This 

coefficient measures the degree of association between raters and is interpreted similar to 

intraclass correlation coefficient (ICC), where 1  perfect agreement and 0  no 

agreement beyond random chance. Its formula considers the ratio of the variability of the 

total ranks across all raters to the maximum possible variability of all the ranks.  

Research Question Two 

The second research question was, Which of the following predictors are 

independently associated with LCJR subscale scores: experience with the LCJR, years of 

experience evaluating nursing students, and level of nursing education on interrater 

reliability with the Lasater Clinical Judgment Rubric? To answer this second research 
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question, Kendall’s W were conducted and compared to determine the effect of rater 

training versus no training, years of experience evaluating students in clinical or 

simulation, and/or the nursing educational level on subscale scores compared to an expert 

rater benchmark scoring. Three participants in this sample had experience using the 

LCJR in this study. This predictor was eliminated from statistical analysis. 

Protection of Human Rights 

The investigator was approved to solicit participants for this study through the 

Institutional Review Board (IRB) of Widener University. The principles of beneficence, 

non-maleficence, justice, and autonomy were enforced as well as describing the benefits 

of study participation to ensure that participants were not harmed during this study. 

Risks 

The investigator followed steps to minimize risks and to ensure the privacy and 

confidentiality of participants. With electronic data collection, there is potential risk for 

loss of privacy. The data collected for this study were kept confidential and reported in 

the aggregate. Personal identification was not shared or disseminated. Secure Sockets 

Layer (SSL) technology was used to encrypted communications to keep sensitive 

information secured between internet connections. 

To decrease the risk of minimal emotional distress related to the burden of time 

with completing simulation ratings, participants were encouraged to start the performance 

rating when they had approximately a 60 to 90-minute window of free time. Participants 

could stop the rating to rest prior to completing and submitting the scoring worksheet. 
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The participants were instructed to complete simulation ratings in a setting where they 

were most comfortable. 

Benefits 

 There were no direct benefits identified by the investigator for participating in this 

study. However, data collected from this study contributes to nursing education, 

simulation, and practice in the future. The study findings provided evidence for standards 

of rater training when assessing nursing students’ clinical judgment. The results could 

inform future changes in evaluation practices in nursing education and simulation. This 

may provide evidence for more reliable and valid evaluation processes, which in turn 

may help nurse educators in preparing students’ clinical judgment development and 

readiness for nursing practice.   

Confidentiality 

Confidentiality and privacy were maintained by withholding the names of 

participants and using codes to access their identities. Other identifiers were only 

accessible to the investigator and dissertation committee members. All documents and 

information pertaining to this research study were kept confidential in accordance with all 

applicable federal, state, and local laws and regulations. Widener University’s 

Institutional Review Board (IRB) was responsible for ensuring the welfare and rights of 

research participants and that this study was within compliance of university regulations. 

Participants’ identities will not be released when the research findings are disseminated. 

Qualtrics software was used to collect participants responses. Qualtrics site 

security was maintained throughout all phases of data collection. The participants’ 
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completed and submitted responses were downloaded from and stored on the 

investigator’s password encrypted computer hard-drive. Downloaded de-identified 

electronic data will be kept on a password protected hard-drive indefinitely by the 

investigator in a secure location.  

Termination of Study Participation 

 Participants were given the option to terminate their role in the study at any time 

and study participation was voluntary. No penalty was issued to participants who 

declined taking part in the study or who were terminated after data collection began. 

Eight participants were terminated by the investigator because ratings were not submitted 

on time. All data collected from terminated participants was destroyed.  

Compensation 

 To compensate participants for their time commitment, each participant that 

completed all data collection procedures over the six-week period received a token of 

appreciation at the end of the data collection period. Participants randomly assigned to 

the control group (Group A) received a $100 electronic Amazon gift card to compensate 

them for a total of 9 hours. The participants assigned to the intervention group (Group B) 

received a $150 gift card to compensate them for a total of 12 hours. Gift cards were sent 

via email only after participants completed the entire six-week study as a thank-you for 

their time and expertise. No other compensation was provided to study participants. 

Chapter Summary 

 The methodology used in this experimental quantitative pre and post-test 

comparative research study was presented in this chapter. A convenience sample of 34 
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nurse educators from fourteen colleges and universities across the U. S. was the study 

population. Additionally, evaluation instrument data were collected, as well as 

demographic data. Data collection procedures were described in detail and rationale for 

the selection of quantitative measures outlined. Also discussed was the procedures for 

participant identification, recruitment, and sampling. The rater training interventions and 

the process for random selection were presented. Data collection methods were described 

in detail. Lastly, the focus on human subject protection was described to ensure ethical 

measures were implemented 
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Chapter 4 

Findings 

The primary purpose of this study was to determine if rater training had an effect 

on interrater reliability among raters with the Lasater Clinical Judgment Rubric (LCJR) 

subscales in simulation compared to those who received no training. The second purpose 

was to determine the effect of years of experience evaluating nursing students, and level 

of nursing education on interrater reliability with the Lasater Clinical Judgment Rubric. 

The research questions addressed in this study were, What was the effect of a 

rater training intervention on interrater reliability using subscale scoring with the Lasater 

Clinical Judgment Rubric (LCJR) when evaluating nursing students' clinical judgment 

performance in simulation compared to a benchmark LCJR scoring set by an expert 

rater? and, Which of the following predictors are independently associated with LCJR 

subscale scores: rater training versus no training, experience with the LCJR, years of 

experience evaluating students in clinical settings, years of experience evaluating 

students in simulation, and level of nursing education? 

Findings are presented addressing the two research questions. First, a detailed 

description of the characteristics of the sample are provided. Next, interrater reliability 

results are compared and discussed using Kendall’s coefficient of concordance W 

analysis, descriptive, and t test analyses to determine the level of agreement across 

participants compared to a benchmark expert rating each week during the six-week study. 

Weekly data results are presented instead of an aggregate over the study duration due to 

the timing of the evaluation instrument’s orientation and the two training sessions.  
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 Additionally, the second research question was addressed as a secondary analysis 

using Kendall’s W and descriptive analysis examining levels of education and experience 

as independent predictors of interrater agreement associated with the LCJR. Finally, 

participants post survey results are presented related to the ease of use and effectiveness 

of the LCJR.  

Demographic Statistics 

Table 6 portrays the demographic characteristics of the control and intervention 

groups. The sample was largely comprised of Caucasian/non-Hispanic females. Random 

assignment placed the two male participants in the control group. The level of education 

was examined as it is pertinent to research question two. A chi-square test of 

independence for level of education (p  0.56) demonstrated no statistically significant 

differences between groups after randomization. 

Table 6 

Description of Demographics of Control and Intervention Groups 

Baseline characteristics Control group 
(n  16) 

Intervention group 
(n  18) 

 n %  n %  

Gender       

     Male 2 12.5  0 0  

     Female 14 87.5  18 100  

Race/Ethnicity       

     African American 0 0  1 6.3  

     Asian 1 6.3  2  11.1  

     Caucasian/Non-Hispanics 15 93.7  14   76.3  

     Euro-American 0 0  1 6.3  
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Baseline characteristics Control group 
(n  16) 

Intervention group 
(n  18) 

 n %  n %  

Level of Nursing Education        

     Bachelor Degree 1 6.3  0 0  

     Master Degree 7 43.8  8 44.4  
     Doctoral Degree  
(PhD, EdD, DNS, DNP) 8 50.0  10 55.6  

 

 Table 7 provides descriptive statistics of the means and standardized deviations 

for the additional variables examined for Research Question Two. The mean age, years as 

a registered nurse, years as faculty, clinical instructors, and simulation instructors are 

presented in this table for both the control and intervention groups.  

Table 7 

Description of Age and Years of Experience for Control and Intervention Groups 

Baseline 
characteristics Control Group (n  16) Intervention Group (n  18) 

 M SD  M SD  

Age in Years 45.1 12.4  46.6 12.4  

Years as an RN 19.6 10.1  22.4 11.4  

Years as Faculty 6.7 4.5  9.0 7.8  

Years as Clinical 
Instructor (n  27) 6.2 5.1  7.9 9.1  

Years as Simulation 
Instructor (n 28) 5.8 4.6  6.9 5.4  

 

Research Question One 

 Research Question One asked, What was the effect of a rater training intervention 

on interrater reliability using subscale scoring with the Lasater Clinical Judgment Rubric 
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(LCJR) when evaluating nursing students' clinical judgment performance in simulation 

compared to a benchmark LCJR scoring set by an expert rater?   

 Table 8 presents a detailed description of the means, standard deviations, and 

paired-samples t tests results comparing the control and intervention groups subscale 

ratings for each simulation over the six-week period. The table provides a description of 

the expert rater acceptable rating ranges for the LCJR aspects each week. The important 

key to this visual presentation is that it denotes when raters were within the expert rater’s 

acceptable range, and instances when the groups were out of range of the expert rater 

benchmark. Table 8 also establishes times where there was agreement between groups, 

but not in the acceptable range of the expert rater. This information is vital to answer 

Research Question One.  

 Both groups were out of range during ratings week 1 in the effective noticing and 

effective responding and week 4 in effective interpreting, effective responding, and 

effective reflecting subscales. There were two incidences of statistically significantly 

differences in the groups ratings and they occurred in week 5. The intervention group 

ratings were out of range compared to the expert rater in the effective noticing and 

effective responding subscales. The control group scored within the expert rater range in 

all four subscales. 
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Table 8 

Control and Intervention Groups Means and Standard Deviations 

Simulations and LCJR Aspects 
(Expert Rater Score Range) 

Control Intervention  

   M   SD    M SD        p 
Week 1: Apple      
     Effective Noticing (7 9) 9.9* 1.5 9.3* 1.7 0.39 
     Effective Interpreting (5-7)  6.9 0.9  6.5 1.4 0.36 
     Effective Responding (10-12) 13.2* 1.4 12.6* 0.9 0.34 
     Effective Reflecting (6-8)   6.4 1.0  6.6 1.0 0.50 
Week 2: Cherry      
     Effective Noticing (10-12) 11.0 1.1  10.4 1.4 .16 
     Effective Interpreting (7-9) 7.5 0.8   7.4 0.9 0.73 
     Effective Responding (13-15) 14.4 1.5  13.5 3.0 .28 
     Effective Reflecting (5-7) 6.8 1.1   7.1* 1.0 .44 
Week 3: Pear      
     Effective Noticing (10-12) 9.9* 1.4  10.1 1.6 0.73 
     Effective Interpreting (6-8)   6.8 1.1   7.0 1.3 0.65 
     Effective Responding (11-13) 13.6* 2.1 13.8* 1.7 0.76 
     Effective Reflecting (5-7)    6.9 1.2   6.9 1.2 0.97 
Week 4: Watermelon      
     Effective Noticing (4-6)   5.7 2.0  4.9 1.3 .19 
     Effective Interpreting (1-3) 3.9* 1.3  3.3* 1.0 .16 
     Effective Responding (3-5) 7.2* 2.5 6.6* 1.6 .41 
     Effective Reflecting (1-3) 3.4* 1.6 4.1* 0.9 .18 
Week 5: Kiwi      
     Effective Noticing (9-11)   9.6 1.8 10.9 1.8 .05 
     Effective Interpreting (7-9) 6.8* 1.3 7.3 1.0 .18 
     Effective Responding (13-15) 12.8* 1.9 14.1 1.7 .05 
     Effective Reflecting (5-7)   6.7 0.9 6.8 1.1 0.67 
Week 6: Banana      
     Effective Noticing (10-12) 10.7 1.0 10.9 1.4 0.71 
     Effective Interpreting (6-8) 7.6 0.8 7.4 1.0 0.57 
     Effective Responding 13-15) 14.8 1.3 14.5 2.0 0.58 
     Effective Reflecting (7-9) 7.5 0.8 7.4 0.9 0.67 

 

Note. *  outside of the expert rater’s range
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Week 1. The first week was considered the pretest for this study. The simulation 

to be rated during week 1 was considered a borderline case by the expert rater’s 

benchmark subscale ratings. Kendall’s W tested the subscales rating outcomes each week 

to determine level of agreement across raters. Additionally, Landis and Koch’s 

(1977) formula was used to determine the ranges of agreement across raters as 

follows: a) 0.00  0.20 (slight agreement); b) 0.21  0.40 (fair agreement); c) 0.41 

 0.60 (moderate agreement); d) 0.61  0.80 (substantial agreement); and e) 0.81 

 1.00 (almost perfect agreement) (p. 165). A Kendall’s W of 0.90 or higher is 

considered a significant finding and demonstrates that raters’ observational 

assessment of students’ clinical judgment performance is applying essentially the 

same standards when using an evaluation instrument (Landis & Koch, 1977). 

Table 9 details subscale ratings using Kendall’s W coefficient, Chi Square 

(X2), p-value, and the range of agreement using the descriptions from Landis and 

Koch’s (1977) formula. The results across participants in the control group 

compared to the benchmark ratings set by an expert rater reported substantial 

agreement in the effective noticing subscale, almost perfect agreement in the 

effective interpreting subscale, the effective responding subscale was in the 

moderate agreement range, and substantial agreement was determined in the 

effective reflecting subscale. The intervention group results compared to 

benchmark scoring found substantial agreement in the effective noticing, effective 

interpreting, and effective reflecting subscales and moderate agreement in the 

effective responding subscale.  
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Table 9 

Week 1 Pretest: First Simulation Rating 

Week 1 W X2 p 
 
Agreement 
 

Apple (Borderline Case)     
Control Group     

     Effective Noticing 0.61 29.42 .02 Substantial 
     Effective Interpreting 0.87 27.71 .03 Almost Perfect 
     Effective Responding 0.55 35.41   .003 Moderate 
     Effective Reflecting 0.76 24.36 .08 Substantial 

Intervention Group     
     Effective Noticing 0.62 33.66   .014 Substantial 
     Effective Interpreting 0.64 23.12 .19 Substantial 
     Effective Responding 0.42 30.42 .03 Moderate 
     Effective Reflecting 0.65 23.45 .17 Substantial 

 

Note: Sample X2 and p values calculated compared to benchmark expert rater scores. 

 

 Week 2. The results across participants rating the orientation practice video in the 

control group compared to the benchmark ratings set by an expert rater reported 

substantial agreement in the effective noticing subscale, almost perfect agreement in the 

effective interpreting subscale, the effective responding subscale was in the substantial 

agreement range, and substantial agreement was determined in the effective reflecting 

subscale. The intervention group’s results compared to benchmark scoring found 

moderate agreement in the effective noticing, effective responding, and effective reflecting 

subscales, and almost perfect agreement in the effective interpreting subscale (Table 10). 

During the second model case video rating during week 2, results across 

participants in the control group compared to the benchmark ratings set by an expert rater 
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calculated substantial agreement in the effective noticing subscale, almost perfect 

agreement in the effective interpreting subscale, the effective responding subscale was in 

the substantial agreement range, and almost perfect agreement was estimated in the 

effective reflecting subscale. The intervention group results compared to benchmark 

scoring found moderate agreement in the effective noticing and effective responding and 

substantial agreement in the effective interpreting subscale and almost perfect agreement 

in the effective reflecting subscales. 

Table 10 

Week 2: Evaluation Instrument Orientation & Second Simulation Rating 

Week 2 W X2 p 
 

Agreement 
 

1st Rating     
Orientation (Model Case)     

Control Group     
     Effective Noticing 0.80 38.17 .001 Substantial 
     Effective Interpreting 0.93 20.67 .020 Almost Perfect 
     Effective Responding 0.69 44.04  < .001 Substantial 
     Effective Reflecting 0.70 22.52 .127 Substantial 

Intervention Group     
     Effective Noticing 0.60 32.64 .018 Moderate 
     Effective Interpreting 0.89 32.05 .022 Almost Perfect 
     Effective Responding 0.58 41.90  < .001 Moderate 
     Effective Reflecting 0.45 16.05     0.58 Moderate 
2nd Rating     
Cherry (Model Case)     

Control Group     
     Effective Noticing 0.70 33.44 .006 Substantial 
     Effective Interpreting 0.89 28.62 .027 Almost Perfect 
     Effective Responding 0.68 43.74  < .001 Substantial 
     Effective Reflecting 0.99 31.64 .011 Substantial 

Intervention Group     
     Effective Noticing 0.52 28.30 .058 Moderate 
     Effective Interpreting 0.73 26.23 .095 Almost Perfect 
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Week 2 W X2 p 
 

Agreement 
 

     Effective Responding 0.50 36.28 .006 Moderate 
     Effective Reflecting 0.82 29.52 .042 Moderate 

  

  Week 3. During week 3, the intervention group received their first training session 

via Zoom and the control group rated the week 3 simulation. The results across 

participants in the control group compared to the benchmark ratings set by an expert rater 

calculated substantial agreement in the effective noticing subscale, substantial agreement 

in the effective interpreting subscale, the effective responding subscale was in the 

moderate agreement range, and almost perfect agreement was discovered in the effective 

reflecting subscale (Table 11). The intervention group results compared to benchmark 

scoring found substantial agreement in the effective noticing, effective responding, and in 

the effective interpreting subscale. There was almost perfect agreement in the effective 

reflecting subscales.  

Table 11 

Week 3: Third Simulation Rating & First Training Session 

Week 3 W X2 p 
 

Agreement 
 

Pear (Borderline Case)     
Control Group     

     Effective Noticing 0.72 34.46 .005 Substantial 
     Effective Interpreting 0.79 25.19 .067 Substantial 
     Effective Responding 0.52 33.21 .007 Moderate 
     Effective Reflecting 0.85 27.32 .038 Almost Perfect 

Intervention Group     
     Effective Noticing 0.73 39.60 .002 Substantial 
     Effective Interpreting 0.80 28.70 .052 Substantial 
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Week 3 W X2 p 
 

Agreement 
 

     Effective Responding 0.62 44.31  < .001 Substantial 
     Effective Reflecting 0.82 29.55 .042 Almost Perfect 

 

Week 4. The week following the first training session, the results across 

participants in the control group compared to the benchmark ratings set by an expert rater 

calculated substantial agreement in the effective noticing subscale, almost perfect 

agreement in the effective interpreting subscale, the effective responding subscale was in 

the moderate agreement range, and substantial agreement was discovered in the effective 

reflecting subscale. The intervention group results compared to benchmark scoring found 

substantial agreement in the effective noticing. There was almost perfect agreement in the 

effective interpreting subscale and substantial agreement in the effective responding 

subscale. There was almost perfect agreement in the effective reflecting subscales (Table 

12). 

Table 12 

Week 4: Fourth Simulation Rating 

Week 4 W X2 p 
 
Agreement 
 

Watermelon (Contrary Case)     
Control Group     

     Effective Noticing 0.68 32.61 .008 Substantial 
     Effective Interpreting 0.82 26.07 .053 Almost Perfect 
     Effective Responding 0.60 38.57 < .001 Moderate 
     Effective Reflecting 0.78 24.86 .072 Substantial 

Intervention Group     
     Effective Noticing 0.76 40.89 .002 Substantial 
     Effective Interpreting 0.88 31.69 .024 Almost Perfect 
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Week 4 W X2 p 
 
Agreement 
 

     Effective Responding 0.75 54.14 < .001 Substantial 
     Effective Reflecting 0.83 29.99 .038 Almost Perfect 

 

 Week 5. Table 13 is a report of the subscale scores using Kendall’s W, Chi Square 

(X2), p-value, and range of agreement. The results across participants in the control group 

compared to the benchmark ratings set by an expert rater calculated substantial agreement 

in the effective noticing subscale and almost perfect agreement in the effective 

interpreting subscale. The effective responding subscale was in the substantial agreement 

range, and almost perfect agreement was discovered in the effective reflecting subscale. 

The intervention group met with the investigator for the second training. The intervention 

group results compared to benchmark scoring found substantial agreement in the effective 

noticing, almost perfect agreement in the effective responding subscale, the effective 

interpreting subscale was in the moderate agreement range, and almost perfect agreement 

in the effective reflecting subscales.  

Table 13 

Week 5: Fifth Simulation Rating & Second Training Session 

Week 5 W X2 p 
 
Agreement 
 

Kiwi (Borderline Case)     
Control Group     

     Effective Noticing 0.63 30.37 .016 Substantial 
     Effective Interpreting 0.94 29.97 .018 Almost Perfect 
     Effective Responding 0.63 40.06  < .001 Substantial 
     Effective Reflecting 0.87 27.89 .033 Almost Perfect 
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Week 5 W X2 p 
 
Agreement 
 

Intervention Group     
     Effective Noticing 0.75 40.35 .002 Substantial 
     Effective Interpreting 0.88 31.74 .024 Almost Perfect 
     Effective Responding 0.57 41.07  < .001 Moderate 
     Effective Reflecting 0.89 32.03 .022 Almost Perfect 

 

Week 6. The final week, both the control and intervention group rated a 

model case video. Table 14 is a report of the subscale scores using Kendall’s W, 

Chi Square (X2), p-value, and range of agreement. The results across participants 

in the control group compared to the benchmark ratings set by an expert rater 

analyzed substantial agreement in the effective noticing subscale and almost 

perfect agreement in the effective interpreting subscale. The effective responding 

subscale was in the substantial agreement range, and almost perfect agreement 

was discovered in the effective reflecting subscale. The intervention group results 

compared to benchmark scoring found fair agreement in the effective noticing. 

Substantial agreement was found in the effective interpreting subscale, and in the 

effective responding subscale there was moderate agreement, and almost perfect 

agreement in the effective reflecting subscales. 
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Table 14 

 Week 6: Sixth Simulation Rating 

Week 6 W X2 p 
 
Agreement 
 

Banana (Model Case)     
Control Group     

     Effective Noticing 0.67 32.07 .010 Substantial 
     Effective Interpreting 0.87 27.86 .033 Almost Perfect 
     Effective Responding 0.71 45.71  < .001 Substantial 
     Effective Reflecting 0.87 27.93 .032 Almost Perfect 

Intervention Group     
     Effective Noticing 0.38 20.95 .282 Fair 
     Effective Interpreting 0.79 28.25 .058 Substantial 
     Effective Responding 0.44 31.38 .026 Moderate 
     Effective Reflecting 0.88 28.25 .058 Almost Perfect 

  

Effect of Training 

 During week 1, the subscale ratings for the control group were somewhat higher 

compared to the intervention group. The control group’s interrater agreement was in the 

moderate to substantial agreement in all subscales. Subscale ratings for the intervention 

group where in the moderate to almost perfect agreement range. Data collected during 

week 2, post the evaluation instrument orientation (PO) recording, the ratings similarly 

demonstrated higher agreement in the control group subscale ratings and were in the 

substantial agreement to almost perfect agreement compared to the intervention group. 

The intervention group’s agreement was in the moderate to almost perfect agreement 

levels. 

 Table 15 provides detailed data of the control and intervention groups interrater 

agreement when comparing training to no training each week. Participants in the control 
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group rated the simulation during week 3 without being exposed to the training session. 

The first training session for the intervention group occurred during week 3. The 

intervention group revealed higher agreement in subscale ratings which was in the 

substantial agreement to almost perfect agreement levels compared to the control group’s 

moderate agreement to almost perfect agreement in subscale ratings. This level of 

agreement between groups continued into week 4 in the intervention group revealing 

substantial agreement to almost perfect agreement in subscale scoring when compared to 

the control group’s substantial agreement to almost perfect agreement. 

The control group rated the week 5 simulation without additional training. The 

second training session for the intervention group was conducted during week 5. The 

control group established slightly higher agreement in subscale ratings with substantial 

agreement to statistically significant almost perfect agreement compared to the 

intervention group’s moderate agreement to almost perfect agreement. Week 6 confirmed 

similar results compared to week 5 in subscale ratings. Agreement in the control group 

was slightly higher than the intervention group in all four subscales. 

Table 15 

Training Versus No Training: Kendall’s W Results  

Variable (INT & CON) Week 1 Week 2 
(PO) 

Week 3 
(TS-1) 

Week 4 Week 5 
(TS-2) 

Week 6 

Training (INT)       
     EN 0.62* 0.52 0.73** 0.76** 0.75** 0.39 
     EI 0.64 0.73 0.80* 0.88* 0.88* 0.79 
     ER 0.42* 0.50** 0.62** 0.75** 0.57** 0.44* 
     ERef 0.61 0.82* 0.82* 0.83* 0.89* 0.79 
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Variable (INT & CON) Week 1 Week 2 
(PO) 

Week 3 
(TS-1) 

Week 4 Week 5 
(TS-2) 

Week 6 

No Training (CON)       
     EN 0.61* 0.70** 0.72** 0.680** 0.63* 0.67* 
     EI 0.87* 0.90* 0.79 0.82* 0.94* 0.87* 
     ER 0.55** 0.68** 0.52** 0.60** 0.63** 0.71** 
     ERef 0.76 0.99* 0.85* 0.78 0.87* 0.87* 

 

Note. INT  Intervention group and CON  Control group. PO  post evaluation 

instrument orientation video; TS-1  training session 1; and TS-2  training session 2. 

EN  Effective Noticing; EI  Effective Interpreting; ER  Effective Responding; and 

ERef  Effective Reflecting. 

*p < .05. **p < .01. 

 

Research Question Two 

Research Question Two was, Which of the following predictors are independently 

associated with LCJR subscale scores: rater training versus no training, years of 

experience evaluating students in clinical settings, years of experience evaluating 

students in simulation, and level of nursing education? Training versus no training data 

were presented and explained in the previous section. This section includes a presentation 

of the additional variables and level of agreement across groups.  

Reviewing the results in Table 16, over the six-week study, participants with less 

than 5 years’ experience rating students in clinical environments demonstrated a higher 

level of agreement in subscales compared to participants with greater than 5 years’ 

experience. Additionally, interrater agreement increased in both groups over time. 
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Table 16 

Clinical Experience: Kendall’s W Results 

Variable Week 1 Week 2 
(PO) 

Week 3 
(TS-1) 

Week 4 Week 5 
(TS-2) 

Week 6 

Clin. Eval. Exp. < 5 yrs.       
     EN 0.60* 0.76** 0.85** 0.72** 0.88** 0.64* 
     EI 0.78 0.87* 0.93* 0.85* 0.87* 1.00* 
     ER 0.35 0.61** 0.71** 0.69** 0.73** 0.69** 
     ERef 0.84 0.93* 0.99* 0.86* 0.87* 1.00* 
Clin. Eval. Exp. > 5 yrs.       
     EN 0.64* 0.65** 0.64* 0.78** 0.66** 0.51 
     EI 0.76 0.82* 0.79 0.80* 0.94* 0.83* 
     ER 0.51** 0.59** 0.50** 0.66** 0.60** 0.62** 
     ERef 0.61 0.85* 0.80* 0.80* 0.89* 0.75 

 

Note: Clin. Eval. Exp.  Clinical Evaluation Experience. EN  Effective Noticing; EI  

Effective Interpreting; ER  Effective Responding; and ERef  Effective Reflecting.  

*p < .05. **p < .01. 

               

 Examining the results of all participants, those with greater than 5 years’ 

experience evaluating students in simulation demonstrated a slightly higher level of 

agreement in all subscales compared to participants with less than 5 years’ experience. 

Additionally, interrater agreement in both groups remained relatively consistent over the 

six-week study (Table 17).  
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Table 17 

Experience in Simulation Evaluations: Kendall’s W Results 

Variable Week 1 Week 2 
(PO) 

Week 3 
(TS-1) 

Week 4 Week 5 
(TS-2) 

Week 6 

Sim. Eval. Exp. < 5 yrs.       
     EN  0.56 0.43 0.67* 0.63* 0.78** 0.42 
     EI  0.66 0.77 0.77 0.77 0.86 1.00* 
     ER  0.38 0.55* 0.48* 0.65** 0.69** 0.43* 
     ERef  0.86 0.89* 0.93* 0.89* 0.86 1.00* 
Sim. Eval. Exp. > 5 yrs.       
     EN 0.69** 0.80** 0.77** 0.78** 0.74** 0.61* 
     EI 0.82* 0.86* 0.88* 0.82* 0.94* 0.85* 
     ER 0.56** 0.64** 0.64** 0.67** 0.64** 0.75** 
     ERef 0.65 0.91* 0.83* 0.79* 0.89* 0.71 

 

Note: Sim. Eval Exp.  Simulation Evaluation Experience. EN  Effective Noticing; EI  

Effective Interpreting; ER  Effective Responding; and ERef  Effective Reflecting. 

*p < .05. **p < .01.  

 

Participants that achieved doctoral level education had greater interrater 

agreement in almost all subscale ratings over the entire study compared to baccalaureate 

and master-prepared nurse educators as shown in Table 18. 

Table 18 

Level of Education: Kendall’s W Results 

Level of Edu. Week 1 Week 2 
(PO) 

Week 3 
(TS-1) 

Week 4 Week 5 
(TS-2) 

Week 6 

EN       
     BSN/MSN 0.61* 0.54 0.64* 0.68* 0.73** 0.54 
     Doctoral 0.67** 0.80** 0.79** 0.73** 0.77** 0.55* 
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Level of Edu. Week 1 Week 2 
(PO) 

Week 3 
(TS-1) 

Week 4 Week 5 
(TS-2) 

Week 6 

EI       
     BSN/MSN 0.62 0.75 0.76 0.75 0.88* 0.91* 
     Doctoral 0.92* 0.89* 0.91* 0.85* 0.94* 0.87* 
ER       
     BSN/MSN 0.46* 0.57** 0.45* 0.64** 0.66** 0.59** 
     Doctoral 0.52** 0.66** 0.66** 0.67** 0.64** 0.68** 
ERef       
     BSN/MSN 0.77 0.85* 0.87* 0.80 0.80 1.00* 
     Doctoral 0.71 0.94* 0.90* 0.87* 0.93* 0.58 

 

Note: The sample had one BSN student. Hence, data were calculated for both BSN & 

MSN participants combined. EN  Effective Noticing; EI  Effective Interpreting; ER  

Effective Responding; and ERef  Effective Reflecting. 

*p < .05. **p < .01. 

 

Ease of Use and Effectiveness of the LCJR  

 Additional data were collected from the control and intervention groups regarding 

ease of use and the effectiveness of the LCJR (Table 19). A total of 34 nurse educators 

completed the post survey in the control (n  16) and intervention groups (n  18). There 

were four questions both groups were asked to determine the ease of use and utility of the 

LCJR (n  34). The first question, “In your opinion using the slider, how comfortable 

were you using the LCJR to score the videos? 0 extremely uncomfortable to 10 extremely 

comfortable.” The control average rating on comfort level as M  7.8 and intervention 

group’s comfort level with the LCJR was M  8.0 

The next question was, “In your opinion using the slider, the instrument 

orientation recording provided enough information on the use of the instrument that I was 
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confident in my ratings. 0 extremely unconfident to 10 extremely confident.” The average 

confidence level after the orientation of the control group was M  8.2 and intervention 

group’s confidence level was M  8.1. Additionally, the average comfort level reported 

by the intervention group after the orientation and the two training sessions increased to 

M  9.5.  

The third question, “Approximately how many minutes did it take you to 

complete the scoring on LCJSS after observing the video?”  The average for the control 

was 15 minutes and the intervention group’s mean were 11 minutes. The self -reported 

range was between 2 mins to 50 mins for the control and 2 to 30 minutes for the 

intervention. After reviewing the Qualtrics surveys over the 6-weeks, the investigator was 

unable to identify a survey that was viewed, rated, and submitted, within a 2-minute time 

period. The investigator surmised participants may have misinterpreted the question and 

responded to the amount of time it took them to fill out the survey once the simulation 

was observed. The fourth question asked was, “Will you use or continue to use the LCJR 

in your practice to evaluate nurses or nursing students?” This question response required 

a “yes” or “no” answer. Eighty-one percent of the control group answered yes that they 

would use the LCJR in their practice and 88% of the intervention group report they 

would use the LCJR in their practice. 
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Table 19 

Comfort and Confidence Levels Control and Intervention Groups 

Variables M Range 
LCJR Comfort Level   
All 7.9  
Control 7.8 5 - 10 
Intervention 8.0 6 - 10 
Confidence Level: Orientation   
All 8.1  
Control 8.2 5 - 10 
Intervention 8.1 5 - 10 
Confidence Level: Two Training Sessions   
Intervention 9.5 6 - 10 
Time Spent Rating (mins)   
Control 15.1 2 - 50 
Intervention 10.6 2 - 30 

 

Chapter Summary 

 The research findings were presented in this chapter. The primary purpose of this 

study was to determine if rater training had an effect on interrater reliability among raters 

with the Lasater Clinical Judgment Rubric (LCJR) subscales in simulation compared to 

those who received no training. The second purpose was to determine the effect of 

experience with the LCJR, years of experience evaluating nursing students, and level of 

nursing education on interrater reliability with the Lasater Clinical Judgment Rubric. 

Descriptive statistics and correlational testing were completed to answer both research 

questions using subscale LCJR scores evaluating students’ clinical judgment in this 

study. The next chapter provides a discussion of the findings related to the current 

literature and the implications related to the study findings as well as future research 

inquiry. 
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Chapter 5 

Discussion of Findings, Implications, and Conclusions 

 Graduate nursing students entering practice are expected to deliver competent 

patient care from the start of their professional career. However, there is limited evidence 

in the nursing literature to support nurse educators are using evidence-based evaluation 

instruments appropriately. Additionally, research on training methods that verify raters 

understand the use of evaluation instruments in observational clinical judgment 

assessments are sparse. This research was conducted to fill a gap in the literature to 

determine the effectiveness of a rater training program in providing accurate and 

consistent clinical judgment assessments of nursing students.  

 This chapter provides a discussion of the study findings and implications of rater 

training and their application to current literature. Implications for nursing science and 

research, nursing theory, nursing education, nursing practice, and nursing leadership are 

discussed. Methodological issues, limitations, and generalizability of findings are also 

discussed, as well as recommendations for future research. 

Discussion of Research Findings 

 The primary purpose of this study was to determine if rater training had an effect 

on interrater reliability among raters with the Lasater Clinical Judgment Rubric (LCJR) 

subscales in simulation compared to those who received no training. The second purpose 

was to determine the effect of experience with the LCJR, years of experience evaluating 

nursing students, and level of nursing education on interrater reliability with the Lasater 

Clinical Judgment Rubric. A discussion of the research findings will begin with the final 
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sample demographics, analysis of the data for Research Question One and Research 

Question Two, and finally the effects of rater training will be presented.  

Sample 

 This study included thirty-four participants. The sample consisted of nurse 

educators from 14 states across four time zones of the United States. The age distribution 

of the sample was between 28-years old to 69-years old. The majority of the sample 

identified as Caucasian non-Hispanic female and the majority were master or doctoral-

prepared. Experience as a registered nurse was between 5 to 43 years, experience as 

clinical instructors was between 1 to 40 years, simulation instructors reported 0.5 to 17 

years, and years as academic faculty was between 0.5 to 32 years. In comparison, 

nationally the average age of doctoral prepared nurse educator is reported as 56.8 years of 

age and masters prepared is 54.2 years, and are mainly Caucasian non-Hispanic female 

(AACN, 2020). There were no reported statistics that could be located for comparative 

data for this study’s specific population of nurse educators or clinical instructors who 

were currently involved in evaluating students in the clinical or simulation setting. 

Research Question One 

 Analysis of the data for Research Question One examined the effect of a rater 

training intervention on interrater reliability using subscale scoring with the Lasater 

Clinical Judgment Rubric (LCJR) when evaluating nursing students' clinical judgment 

performance in simulation compared to a benchmark LCJR scoring set by an expert rater. 

There were no statistically significant differences between the control (n  16) and 

intervention groups (n  18), which supported the methods used to randomize 
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participants in this study. This study’s results suggest that the training methods used may 

have contributed to the high levels of interrater agreement in mean ratings for both 

groups. Similar results were found in the Holland et al.’s (2020) study. The investigators 

concluded that the evaluation instrument’s orientation was in effect a training 

intervention that may have contributed to the high levels of interrater agreement in their 

study.  

 When examining the results for interrater agreement with the expert rater 

benchmark, the majority of subscale ratings were in the substantial level of agreement for 

both the control group (81%) and intervention group (55%). The interrater agreement 

level of almost perfect occurred in the control group more times (50%) then the 

intervention group (39%) over the duration of the study.  

 One possible explanation for the high level of agreement between the groups 

compared to the expert rater benchmark range in the current study may have been the 

result of the Hawthorne bias effect. This effect can be defined as a behavioral change that 

occurs when participants are aware of being observed. There is a potential risk for bias 

when participants form an awareness of their behavior being assessed, which generates 

beliefs about the expectations of the investigator (McCambridge et al., 2014). Similarly, 

high levels of agreement were found in the Holland et al. (2020) study in both the control 

and intervention groups after the evaluation instrument’s orientation.  

 During week 1 (pretest), both groups were similarly out of the expert rater range 

in two of the four subscales with slightly higher levels of agreement in the control group 

compared to the intervention group. No instruction on the use of the LCJR was given to 
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participants prior to scoring the simulation for week 1. The control group was in the 

moderate to substantial level with an almost perfect agreement with the expert rater 

benchmark range in the effective interpreting subscale. Similarly, the intervention group’s 

interrater agreement was in the moderate to substantial level of agreement. 

During week 2, the evaluation instrument orientation was completed by 

both groups. The level of agreement between the two was higher for the control 

group compared to the intervention group. The intervention group’s ratings were 

within the range of the expert rater in three of the four subscales compared to the 

control group’s two of the four subscales.  

Reviewing week 3, the control group rated a simulation without additional 

training and the intervention group received their first training session during the 

midway mark of the study. The control group had ratings within the expert rater 

range in the effective noticing and effective interpreting subscales in the 

substantial agreement level. The effective reflecting subscale demonstrated perfect 

agreement and was in the expert rater range for both groups.  

However, the results for the intervention group were out of the expert 

rater’s range in two of the four subscales compared to the control group being 

within range of the expert rater in three of the four subscales. Interrater agreement 

was higher in the intervention group compared to the control after this first 

training session. There was substantial agreement between members in the 

intervention group in the effective noticing, effective interpreting, and effective 
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responding subscales with the effective noticing and effective responding subscales being 

out of range with the expert rater.  

The control group means were out of range with the expert rater in the effective 

responding range, similar to the intervention group; however, the intervention group had 

higher agreement compared to the control. It is unclear as to why these findings occurred. 

One possible explanation could be that the investigator’s facilitation during the training 

session caused misinterpretation on how to rate the effective responding subscale for 

some of the participants in the intervention group. Another explanation may reflect the 

essential behaviors that were set by the expert rater may not be the essential behaviors 

that the participants were rating during the week 3 borderline case simulation. 

The week 4 simulation was a contrary case. Both groups rated the simulation out 

of range with the expert rater in the effective interpreting, effective responding, and 

effective reflecting subscales. The control group were in the substantial agreement level 

in the effective responding and effective reflecting subscales and almost perfect 

agreement in the effective interpreting subscale The intervention group had almost 

perfect agreement in the effective interpreting and effective reflecting subscales and 

substantial agreement with the group in the effective responding subscales. The essential 

behaviors set by the single expert rater may not have been the essential behaviors 

evaluated by the participants again during this simulation.  

Kardong-Edgren et al.’s (2017) study determined that unskilled raters and 

individual rater bias can be reduced by using multiple raters during observational 

simulation assessments. Another factor may have been that some nurse educators rated 
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the contrary performance simulation higher or more lenient than other raters in both 

groups, which may have skewed the means. Nurse educators who have leniency bias, 

described as doves in the literature, are educators who routinely rate student performance 

above the means of other raters. Hawks are defined as educators who generally rate 

student performance lower than the means of other raters (Daly et al., 2017; Kardong-

Edgren et al., 2017). The level of rater skill was not evaluated prior to data collection in 

the current study. It is important to note that the participants in this study were from 

colleges and universities across the U. S. Regional differences in program expectations, 

procedures, and educators’ assessment skill in simulation evaluation, may have affected 

the results in the current study. 

 Statistically significant differences between group means occurred only twice in 

this study, during week 5 in the effective noticing and effective responding subscales. The 

lowest level of agreement among the sample also occurred in week 5 in the effective 

noticing subscale, which was in the fair agreement level (intervention group). There are a 

variety of reasons, notwithstanding speculative in this study, that may have contributed to 

what the literature reports. This may be the effect of rater fatigue occurring in the 

intervention group to a greater degree than in the control group over the six-week study. 

Both groups were required to complete the orientation recording and rate two simulation 

during week 2, however, over the remainder of the study, the control group rated one 

video each week. Whereas, those in the intervention group were required to attend two 

one-hour training sessions via Zoom during weeks 3 and 5, and rate two additional 

simulations during the timeframe allowed for both weeks. The intervention group had a 
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greater time commitment compared to the control group and rater fatigue may have been 

a considerable factor. During week 6, both groups were within the expert rater range in 

all four subscales with the control group’s interrater agreement higher than the 

intervention group. The simulation rating for week 6 was a model case which may 

explain the consistent mean ratings for both groups.  

Research Question Two  

 The second research question explored which predictors were independently 

associated with LCJR subscale scores: rater training versus no training, years of 

experience evaluating students in clinical settings, years of experience evaluating 

students in simulation, and level of nursing education. Results from the ratings using the 

LCJR demonstrated no statistically significant differences in years of experience 

evaluating students in clinical and simulation settings, or level of nursing education. A 

finding in this sample was that participants with less than 5 years’ experience evaluating 

nursing students in clinical had a higher level of agreement than participants having more 

than 5 years’ experience.  

 Several explanations may account for this finding. Nurse educators with less than 

5 years’ experience in student clinical evaluation are generally considered novice raters 

and may have been more vested in changing their current practice and thus more 

receptive to the training methods used in this study. Adequate preparation of the novice 

nurse educator is essential to increase the effectiveness of their assessment abilities 

(Docherty & Dieckmann, 2015; Kardong-Edgren et al., 2017; Summers, 2017).  
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Another possibility is that nurse educators with less than 5 years’ experience were 

closer to their academic education on evaluation methods and may have experienced less 

skill knowledge decay. Providing training on the use of an evidence-based clinical 

judgment evaluation framework such as the LCJR may empower some novice nurse 

educators to replicate and refine the training methods used in this study to improve 

evaluation methods in their institutions. In addition, the LCJR provides a framework for 

the novice educator who may lack the foundation on what and how to evaluate students’ 

clinical performance.  

 Nurse educators with greater than 5 years’ experience in student clinical 

evaluation may present instilled personal bias during student performance assessments 

and may be hesitant to fail students who do not demonstrate satisfactory progression, 

which contributes to the preparation-to-practice gap. Docherty and Dieckmann (2015) 

found that faculty who had not maintained clinical competency are unaware of the speed 

of health care change. This was especially important during the COVID-19 pandemic. In 

an effort to be comprehensive, content-laden teaching practices exist. By continuing this 

practice in the current health care environment, nurse educators exacerbate information 

overload. This is not conducive to accurately assessing experiential student clinical 

judgment knowledge during observational assessment (Docherty & Dieckmann, 2015; 

Kavanagh & Szweda, 2017).  

Conversely, participants with more than 5 years’ experience evaluating nursing 

students in simulation had a higher level of agreement than participants with less than 5 

years’ experience. One rationalization for this is research using evidence-based 
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procedures for conducting simulation in nursing education have received more attention 

than clinical evaluation processes in clinical environments. Based on the literature, 

simulation-based clinical performance evaluation provides a higher standard in approach, 

including exploring interrater reliability, consistency, accuracy, and anchor setting. 

Student clinical performance evaluation standardization may be less feasible in clinical 

environments. Also, the development of annual conferences specific for simulation 

theory, nurse educators are encouraged to use best practices in evaluating nursing 

students in simulation (Docherty & Dieckmann, 2015; Kavanagh & Szweda, 2017).  

Comparatively, nurse educators look for nurses in practice who are expert 

clinicians and assume they will also be expert clinical instructors. Limited orientation is 

usually provided to prepare clinical instructors for evaluating nursing students in clinical 

environments. Additionally, evaluation instruments used in clinical environments may be 

developed by nurse educators of the individual nursing programs. These evaluation 

instruments may not have the evidence to support validity and reliability of the 

instrument or any interrater reliability using the instrument. 

 The LCJR used in this study is an evidence-based clinical judgment evaluation 

instrument that was developed for formative evaluations in simulation. Simulation 

evaluation has more standardized and less structured observations than in the clinical 

environments and hence, simulation can measure complex levels of student competency 

by experience raters (Feldman et al., 2012; Haerling, 2021; Kardong-Edgren et al., 2017; 

Rutherford-Hemmings et al., 2016).  
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Training Compared to No Training  

The range of agreement, or interrater reliability, compared to the expert rater 

benchmark was determined by adding or subtracting one point from the expert rating in 

all LCJR subscales ratings each week. The LCJR subscale ratings in this sample found 

that frequency of participants being within the range of agreement with the expert rater 

benchmark were higher (66%) than out of range of agreement (34%) over the duration of 

the study. However, the effective responding subscale was consistently out of range 

(67%) than within the expert rater range (33%) over the study’s duration. This may 

demonstrate a gap in the training and suggests that more attention could have been placed 

on the effective responding subscale during training sessions that clearly defines and 

constitutes effective responding in the simulations used for this study. 

 Reviewing the responding subscale being out of range compared to the expert 

rater benchmark, the control group and intervention group were similarly out of range 

(67%) and independently out of range (33%) with the control having one more out of 

range occurrence compared to the intervention over the duration of the study. During the 

four weeks when both groups were out of range with the expert rater in the effective 

responding subscale, there was substantial agreement between the means of both groups 

by less than one point. This demonstrates team consensus in the responding subscale, 

even though the groups were not in range compared to the expert rater score. Hence, one 

possible explanation could be that the expert rater range may not have been a strong 

indicator of the essential behaviors viewed by the participants in the effective responding 

subscales in the simulations used for this study. Consensus and benchmark ratings 
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developed from a team of expert raters may have increased interrater reliability compared 

to the expert rater benchmark. 

 Comparing the ratings over the six-week study, the control and intervention 

groups were within range of the expert rater benchmark in the effective noticing and 

effective interpreting, and effective reflecting subscales for the majority of the study. As 

mentioned previously, more emphasis needs to be placed on the effective responding 

subscale during training of the LCJR to ensure raters are provided with clear expectations 

of how to rate effective responding during student clinical judgment assessments. 

 Similarly, the means of the control and intervention groups were out of range with 

the expert rater in three of the four subscales during week 4. Nonetheless, there was 

substantial interrater agreement established between groups. Week 4’s simulation rating 

was considered a contrary case and both groups rated the simulation higher than the 

expert rater’s benchmark range in the effective interpreting, effective responding, and 

effective reflecting subscales. The expert rater’s benchmark was not consistent with the 

team ratings in both the control and intervention groups.  

An explanation for this finding may be the outcome of comparing the results to 

one expert rater benchmark and not developing a shared mental model between multiple 

raters prior to data collection. Kardong-Edgren et al. (2017) discussed the importance of a 

shared mental model in their research. Having multiple expert raters setting the 

benchmark for each video would provide additional levels of knowledge and assumptions 

from multiple expert raters forming the basis of decision making on scoring ranges in 
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each subscale of the LCJR. This potentially may have improved interrater reliability 

compared to the expert ratings in this study. 

Rizzolo et al. (2015) used one expert rater’s scores compared to the sample results 

in their study using intraclass correlation (ICC). The total ICC outcomes for interrater 

reliability in their study was in the fair range compared to the moderate to almost perfect 

range in the current study. These results cannot be directly compared to Rizzolo et al. 

study because of different reliability analysis. However, an argument could be rendered 

that the training methods used in the current study produced higher interrater reliability 

results using subscale scoring of the LCJR compared to other studies reviewed using total 

ICC scoring (Cantrell et al., 2021; Holland et al., 2020; McNeish & Wolf, 2020). 

Effectiveness of Training 

 The findings of this study revealed that the evaluation instrument’s orientation 

(control and intervention groups) plus the intervention of two training sessions 

(intervention group) developed in this study were minimally effective in improving 

interrater reliability compared to an expert rater benchmark range. Reviewing the data of 

the six simulations used in this study, the number of time points that the control group 

was out of range with the expert rater benchmark was eight out of 24 times. Conversely, 

the intervention group was out of range with the expert rater benchmark range seven out 

of 24 times.  

 Reviewing the weekly outcomes, the intervention group’s ratings after the 

orientation were within the expert rater range in all subscales during week 2. However, 
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rating decay occurred after the first training session during weeks three and four, but 

improved after the second training session week 5 and week 6.  

The control group’s ratings remained fairly consistent over the first four weeks of 

the study. However, knowledge decay occurred during weeks 5 and 6 in this study. The 

mean ratings were within the expert rater benchmark range for two of the four subscales 

during the first two weeks and improved to three of the four subscales in the third week. 

During the last two weeks of the study, decay occurred and mean ratings were only 

within the expert rater range in two of the four subscales during week 5 and week 6.  

Skill knowledge decay may offer one explanation for the decline in ratings. This 

phenomenon has been recognized in the literature (Cecillio-Fernandes et al., 2018; 

Gonzalez & Kardong-Edgren, 2017; Johnson et al., 2016; Keleekai et al., 2016). In the 

systematic review conducted by Ceillio-Fenandes et al. (2018), they found that long term 

retention of training had been shown to improve when training sessions were spaced out 

over time. According to Cecillio-Fernandes et al. “the key to improve long-term retention 

is the time between training sessions, which is known as the inter-session interval” (p. 

81). The most effective inter-session interval however, is unclear in the literature.  

Differential rater function over time (DRIFT) may also have been a factor in 

rating decay as the study progressed over six-weeks (MacLean et al., 2018; Stephen et al., 

2021; Swift et al., 2016). DRIFT is categorized as fatigue which affects the raters’ ability 

to accurately assess performance over time due to the use of complex evaluation 

instruments. This is meaningful because it indicates that interrater agreement within the 

expert range was not significantly different during most of the weekly subscale ratings, 
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but made significant increases and decreases over the duration of the study. This finding 

has been reported in the literature and supports using training spacing to increase long-

term knowledge retention. However, the timing of the training is unclear in the literature 

as previously mentioned. The more complex the tasks being assessed in observational 

assessment, the greater the benefit of training spacing to retain rater knowledge using an 

evaluation instrument (Cecillio-Fernandes et al., 2018).  

To decrease DRIFT and skill knowledge decay, future research should consider 

conducting distributed practice to decrease the chance of rater fatigue or DRIFT from 

adversely affecting rater consistency and/or rater agreement over time. Distributed 

practice is defined as a learning process that incorporates a number of short training 

sessions over a longer period of time. This has been shown to be more effective for 

knowledge retention, more so than conducting a massed practice session. Massed 

practice is differentiated from distributed practice in that one longer training session is 

conducted over a shorter period of time (Cecillio-Fernandes et al., 2018). This study’s 

duration and number of video ratings were limited to six-weeks, it is surmised that skill 

knowledge fatigue occurred intermittently throughout the study’s duration. Especially 

affecting the intervention group due to the increase in time commitment compared to the 

control group.  

An important concern raised by this research is how should programs that conduct 

assessments in simulation with large numbers of students and large teams of raters, be 

able to combat skill knowledge fatigue or DRIFT. Furthermore, how do nurse educators 

who evaluate students’ clinical judgment infrequently in simulation overcome skill 
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knowledge fatigue. A supported recommendation is to provide training and facilitated 

practice with a team of raters. Consensus on the essential behaviors rated in the 

simulation must occur as well as agreement on passing benchmark ranges (Kardong-

Edgren et al., 2017). Spaced training sessions over the course of the assessment period 

may also be effective (Cecillio-Fernandes et al., 2018). Another supported 

recommendation is to video record simulations. Video review of the simulation ensures 

raters are viewing the same student performance and can be reviewed at different periods 

in time in order to decrease DRIFT or skill knowledge fatigue (Adamson, 2011, Oermann 

et al., 2016).  

Additionally, there was a disconnect between the expert rater benchmark range 

and raters in the control and intervention groups numerous times during this study. A 

similar result occurred in the study by Cantrell et al. (2021). A disconnect was found 

between the expert raters’ scores and the learners’ self-evaluation in this study. 

Observational clinical performance assessments are difficult to evaluate due to the 

subjective measures involved. Hence the current study adds to the evidence by 

incorporating rater training and using an evaluation instrument that yields data supporting 

validity and reliability, which has the potential to improve accuracy of performance 

assessment and evaluation in this study population. These study findings are consistent 

with past research. Variations examining the effects of training on interrater reliability 

have been reported (Davis, 2016; Eppich et al., 2015; Feldman et al., 2012; Hauenstein & 

McCuster, 2017; Holland et al., 2020; Jackson et al., 2005; Kardong-Edgren et al., 2017; 

Kogan et al., 2015; Lockyer et al., 2017; Pugh et al., 2015; Rizzolo et al., 2015).   
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 Criteria developed for the use of evidence-based simulation in nursing education 

are found in the Healthcare Simulation Standards of Best PracticeTM (2021). These 

principles are designed to advance simulation in nursing education and other healthcare 

entities by providing standards for practice in simulation (INACSL.org). The standards 

stress that evaluation of students’ learning and performance only should take place after 

raters have been adequately trained with a tested evaluation instrument for simulation-

based experiences using similar or comparable populations (INACSL Standards 

Committee, 2021). Also, development of a standardized format to determine passing 

scores must be in place prior to the performance evaluation. Lastly, educators should 

consider using more than one rater for each learner encounter in direct observation or 

video recording of encounters observation (INACSL Standards Committee, 2021). 

The current study incorporated one expert rater who established essential 

behaviors and the format to determine passing scores for subscales of the LCJR. 

Having a single expert rater benchmark range for passing scores of the recorded 

simulations in this study may account for some of the inconsistencies in rater 

agreement. Consideration should be given to developing rater consensus with a 

team of expert raters setting the benchmark subscale rating ranges of the LCJR 

prior to student performance assessment in simulation. In the Kardong-Edgren et 

al. (2017) study, the developer of the recorded simulations shared their initial 

input to establish essential behaviors to be scored. However, a team of expert 

raters were exposed to multiple rating sessions and webinars to discuss essential 

behaviors before team consensus and a shared mental model was determined in 
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their study. Moreover, in the current study, three of the six weeks found high levels of 

interrater agreement between the two groups, though they were both out of range with the 

expert ratings.  

Discussions transpired during the two face-to-face Zoom training sessions that 

identified discrepancies regarding the expert rating and the intervention group scores. The 

human error factor has been identified as adding to the difficulty in observational student 

clinical judgment performances. Establishing consensus among raters and developing 

clear expectations for rating each subscale of the LCJR is needed to improve rater 

accuracy when assessing students’ clinical judgment levels (Kardong-Edgren, et al. 2017; 

Oermann et al., 2016). 

Theoretical Insights 

Tanner’s (2006) Clinical Judgment Model (CJM) focused on the background of 

the learner, situation context, and the influence of the nurse-patient relationship. These 

factors determine how learners notice and interpret clinical data, respond to the data 

interpretation, and then evaluate performance by providing reflection on the experience 

(Lasater, 2007a, 2007b; Manetti, 2015; Tanner, 2006). The Lasater Clinical Judgment 

Rubric (LCJR), theoretically based on Tanner’s CJM, has established evidence of 

construct validity and reliability as an evaluation instrument (Adamson, 2016; Adamson 

et al., 2012; Adamson & Kardong-Edgen, 2012; Ashcraft et al., 2013; Cazzell & 

Anderson, 2016; Jensen, 2013; Lasater, 2007a, 2007b; Sideras, 2007). Training raters on 

the use the LCJR is a critical component to ensure that fair evaluation processes are in 

effect. Application of Tanner’s CJM was appropriate and added strength to the study 
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design and findings because it was instrumental in the development of the LCJR 

evaluation instrument. 

A framework for evaluating outcomes of training in simulation, education, 

medicine, and nursing is the New World Kirkpatrick Model (2019). It provides an 

evidence-based hierarchal evaluation process and it can be used to identify if the learning 

outcomes gained through training are carried over into the workplace to improve practice 

(Kirkpatrick & Kirkpatrick, 2019). Training nurse educators to rate students’ clinical 

judgment performance accurately and consistently is required to ensure nursing students 

transition to clinical practice is successful. A core principle to rater training is adhering to 

a model designed to assist raters in a shared mental model and to focus on training 

methodologies established in the literature (Eppich et al., 2015; Hauenstein & McCuster, 

2017; Holland et al., 2020, Kardong-Edgren et al., 2017, Rizzolo et al., 2015). Woehr and 

Huffcutt (1994) found that by incorporating Frame of Reference (FOR) training and 

Rater Error Training (RET) resulted in moderate effect sizes for decreasing halo and 

leniency errors, and also demonstrated an increase in rating accuracy when compared to 

individual or combinations of other training frameworks. The current study applied FOR 

and RET as training frameworks to determine the effect of combining two evidence-

based platforms with this population. Additionally, this study examined how much 

participants have changed their behavior as a result of training and is at Kirkpatrick’s 

Level 3 evaluation. 
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Methodological Lessons Learned 

 Implications for research after completing this rater training study are important 

to consider for future studies. The weekly ratings that were required over the six-week 

period seemed to cause confusion for a number of participants in the intervention group 

over multiple weeks. The intervention group participants were required to submit two 

surveys during a seven-day timeframe over a number of weeks compared to the control. 

Reminder emails were sent several times each week to prompt participants to complete 

ratings. This confusion was unforeseen by the investigator and future replication of the 

study would extend the ratings over a time period greater than six-weeks to take into 

consideration the extended time commitment for the intervention group. 

 Initially the investigator considered small intervention group training sessions of 

four to six participants at a time during weeks 3 and 5. However, due to limited 

availability of participants to meet, the actual number of participants for both training 

sessions were between one to eight at a time and conducted over multiple days to ensure 

training was completed by all participants in the intervention group. An effective measure 

that the investigator implemented in this study was initiating a detailed training outline 

and PowerPoint® presentation to ensure the same training materials were shared to 

participants during each training session.  

 The simulation videos used in this study were recorded by the investigator and the 

expert rating ranges were established by one expert rater instead of panel of expert raters 

proficient in the nursing content being evaluated. Consensus on content validity of the 

videos and specific rating expectations were not clearly defined in this study.  
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Furthermore, the simulations were recorded with visuals restricted to the 

immediate patient area. Raters were unable to determine if student actors performed hand 

hygiene and were able to hear the hand off report with the physician, which may have 

affected the video ratings. The length of the debrief in each simulation was very short (3 

to 5 minutes), which did not reflect an adequate facilitated debrief using the International 

Nursing Association for Clinical Simulation and Learning (INACSL) Healthcare 

Simulation Standards of Best PracticeTM (2021), which may have limited the accuracy of 

ratings during the short debriefing segments of each simulation.  

Implications for Nursing 

Nursing Science, Nursing Theory, and Research 

The experimental study with a nationally recruited sample, strengthen the findings 

in this study. Future studies using evidence-based training frameworks, like the ones used 

in this study, could be refined and improved. A national sample brings different 

experiences and biases that may affect research outcomes. Perhaps providing multiple 

spaced training sessions for raters from other institutions participating in research prior to 

data collection may strengthen interrater reliability. Furthermore, reviewing the recorded 

simulations used for ratings by a team of expert raters in order to obtain a shared mental 

model for the essential behaviors that will be evaluated could strengthen research 

outcomes. Determining more stringent or lenient nurse educator raters prior to student 

clinical judgment performance assessment is important to ensure fair, accurate and 

consistent performance assessments. 
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Additional evidence of construct validity of the LCJR has been achieved by 

building on interrater reliability using subscale scoring. The LCJR, based on Tanner’s 

Clinical Judgment model, has generated evidence in nursing literature for construct 

validity with internal consistency and reliability (Adamson, 2011; Hauenstein & 

McCuster, 2017; Kardong-Edgren et al., 2011, 2017; Kavanagh & Szweda, 2017; 

Oermann et al., 2016). Evaluation methods using sound theoretical frameworks are 

necessary to encourage the development of students’ clinical judgment abilities 

(Adamson, 2011; Lasater, 2007a; Manetti, 2018; Sideras, 2007).  

This study supports the validity and reliability evidence that the LCJR is a tested 

clinical judgment evaluation instrument in simulation. The Cronbach’s alpha (a  .923) 

in this study was high, which adds to the internal consistency reliability of the 

instrument’s items. This speaks to the recommendation that despite reliability analysis 

being high, it does not suggest that interrater reliability and training of raters is not 

necessary. More research is needed. These findings provide additional evidence for 

Tanner’s Clinical Judgment Model. Clinical judgments are not solely based on 

knowledge, but improve with experience over time (Tanner, 2007). Nurse educators can 

use this model to provide a common language when facilitating training of raters or when 

providing feedback to students after clinical judgment assessments.  

Nursing Education and Simulation  

 In the current healthcare environment, one of the key goals in academia is 

assuring the competence of entry level nurse graduates. Clinical judgments are complex 

and are influenced by clinical decisions, critical thinking, and clinical reasoning. Sound 
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clinical judgment is a foundation of safe patient care. Developing clinical judgment 

through critical thinking and clinical reasoning is important for nursing students to 

develop prior to graduation (Manetti, 2018: Mariani et al., 2013). Clinical judgment 

levels of graduate nurses must be accurately and consistently assessed throughout a 

nursing program. It is clear that nurse educators are responsible to ensure appropriate 

levels of clinical judgment are attained by nursing students prior to graduation. Rater 

training is vital to ensure fair testing processes are in place and to provide accurate and 

consistent high-stake clinical judgment assessments.  

Leadership support is needed to provide faculty development and adequate 

rater training for all faculty evaluating students in simulation. Nurse educators 

stress the use of deliberated practice for nursing students, but how is deliberate 

practice provided for nurse educators rating students’ clinical judgment ability? 

Academic and healthcare institutions need to understand the importance of 

making sure students are evaluated accurately and fairly to ensure students are 

able to enter clinical practice safely. 

 The LCJR was developed for formative evaluation of clinical judgment, and the 

evaluation instrument can be used to assess students’ achieved levels of clinical judgment 

throughout nursing curriculum. Continued research is needed using standards of best-

practice in simulation and evidence-based training platforms to improve interrater 

reliability. This study highlights some of the difficulties in achieving interrater reliability 

and the importance of nurse educators’ rater training in reaching rater consensus and 
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establishing clear expectations prior to assessing students’ clinical judgment 

performance.  

 Important underpinnings from this study for clinical judgment assessments in 

simulation are: a) spaced rater training sessions are important for nurse educators to 

improve interrater reliability and is crucial for nurse educators who evaluate students 

infrequently, in order to retain rating skill knowledge and effectiveness; b) team 

consensus on essential behaviors to be evaluated must be reached prior to assessing 

nursing students; and c) deliberate rating practice with the LCJR or other evaluation 

instruments must be conducted with facilitation to ensure raters can provide students with 

accurate and consistent ratings.  

A recommendation for nurse educators would be to develop a team of expert 

raters made up of faculty course leads, clinical instructors, and simulation staff each 

semester to meet and set the passing benchmarks and essential behaviors that would be 

assessed for each course simulations that will take place that academic year. A team of 

expert raters having the same lens when rating students’ levels of clinical judgment 

performance could provide students with fair, consistent, and accurate performance 

evaluations. 

 Another strength in having a team develop the passing benchmark score in 

simulations across the curriculum would be if a faculty member or clinical instructor is 

considered a hawk or dove in their ratings compared to other raters, having the shared 

mental model among a team setting the benchmarks for passing, there would be more 

commitment from nurse raters to adhere to the benchmarks. Confronting a nurse educator 
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who is consistently out of range in interrater reliability compared to the benchmark range 

would be supported by the team and discussion of the educator’s ratings would have 

more weight, as opposed to having one expert rater setting the benchmark. 

 The expert rater benchmarks in this research were set by the investigator who 

studied and was familiar with the subscales of the LCJR and each aspect of the evaluation 

instrument prior to conducting this research. The recorded simulations were also 

developed by the investigator and essential behaviors established for each subscale in the 

six simulations used in this study. Having a national sample of nurse educators added 

power to the study.  

Nursing Practice 

 Sound clinical judgment is needed to ensure new graduates are competent entry 

level nurses. Nurse educators need to assess nursing students’ consistently and accurately 

in order to evaluate levels of clinical judgment prior to graduation and entry to practice. 

The LCJR can be used for staff development for experience nurses to rate their levels of 

performance in many areas of nursing practice. The LCJR, as a clinical judgment 

evaluation tool has been shown in the literature to be used mostly in nursing education 

for prelicensure nursing students. However, since clinical judgment is crucial for new to 

practice nurses, there a place for this evaluation instrument in the practice setting. The 

use of the LCJR would be beneficial to assess new to practice nurses’ level of clinical 

judgment in nurse residency programs or new nurse orientation sessions.  

The results from this study are transferable to clinical partners and institutions 

where nursing programs place nursing students for clinical rotations. The results could be 
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shared with nurses who work as clinical instructors and serve as preceptors to nursing 

students. Academic partners could provide nurse mentors with rater training to improve 

clinical judgment formative and summative assessments to aide new nurse graduates’ 

transition to practice. Instructions on the use of the LCJR could provide nurse leaders 

with an evidence-based assessment instrument that might guide mentoring nurses to 

facilitate graduate students’ safe transition to practice. 

Recommendations for Future Research 

 This research provided valuable insight into rater training for increased interrater 

reliability using an evidence-based evaluation instrument like the LCJR to evaluate 

clinical judgment development in nursing students. There is still research to be conducted 

to standardize rater trainer programs which includes: 

1. Replicate this research enhancing the protocol used in this study. Establish clear 

expectations and expert rater panel consensus on rating recorded simulations prior 

to data collection. 

     2.   Evaluate clinical judgment performance simulations that portray nursing students  

  at different levels of clinical judgment performance and test for content and  

  construct validity. 

     3.   Use other psychometrically sound evaluation instruments in simulation for 

 continued research on interrater reliability. Compared different evidence-based 

 simulation evaluation instruments. 

     4.   Replicate this study using other training platforms or combinations of rater 

           training methods to determine the effect of rater training on interrater reliability. 
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     5.  Replicate this study establishing consensus using multiple expert raters to set  

          expert rater benchmark ranges for the recorded simulations. 

     6.  Replicate this study using test re-test measures to determine inter and intrarater 

 reliability between raters. 

      7.  Evaluate student outcomes post rater training to determine the effect on student 

      clinical judgment during simulation. 

     8.  Replicate this study evaluating students in during clinical experiences. 

Study Limitations  

 This study was limited to a small convenience sampling of nurse educators in 

baccalaureate nursing programs from 14 states across the United States. The power of the 

study may have been weakened due to a smaller sample size than anticipated. Scoring of 

the simulations were not monitored by the investigator. Participants were allowed a week 

to rate each video. However, the investigator was unable to determine if participants 

viewed the simulations prior to rating, or when the scoring was initiated. A number of 

participants would start the survey online, then exit the survey and submit the survey 

towards the end of the completion timeframe. Also, some participants waited until a few 

hours before the survey was to be submitted to rate the simulation.  

The investigator could not monitor the timing of ratings after trainings or 

time of day that the simulations were rated. Not knowing the strengths or 

weaknesses of the participants in this study prior to data collection may have 

weakened the results. Generalizing findings to all nurse educators, in prelicensure 

nursing programs rating students’ clinical judgment performance may be limited.  
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Study Conclusions 

 The findings from this research study contribute to the evidence reported from 

other researchers in the area of simulation, clinical performance evaluations, and rater 

training platforms. This study provided evidence of the importance of rater training. 

However, more research is needed on developing rater training programs that have a 

greater impact on improving interrater reliability. Results of this study demonstrated that 

the evaluation instrument’s orientation video (control and intervention group) and 

training sessions (intervention group) had a minimal effect on improving interrater 

reliability in this study.  

A secondary finding was that the control and intervention groups formed 

consensus in their ratings but were out of the expert rater range in subscale ratings in four 

of the six weeks. Training is important for nurse educators who evaluate students in 

simulation in order to improve interrater agreement. Rater consensus must be reached for 

ratings prior to assessing nursing students. Lastly, rating practice with the LCJR or 

another tested evaluation instrument must be conducted with facilitation from an expert 

rater to ensure raters can provide students with accurate and consistent ratings. 

 An assumption gained from this study was that using a team of expert raters who 

collaborate to define essential behaviors to be evaluated may improve interrater 

reliability. Additionally, this study demonstrated that rater decay occurred with both 

groups’ ratings during a number of weeks in the study, but interrater reliability of both 

groups was similar during incidences when they were not within the expert rater range.  
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 In conclusion, despite study limitations, this study provided useful information 

about the effect of rater training in improving interrater reliability using the LCJR. This 

study contributes to the body of nursing education and simulation in providing consistent 

and accurate clinical judgment performance evaluations by examining evidence-based 

rater training platforms to improve interrater reliability. The current research and related 

literature demonstrate that rater consensus and clear expectations may provide nursing 

students with increased accuracy and consistency when clinical judgment abilities are 

assessed by nurse educators.   

Chapter Summary 

 The primary purpose of this study was to determine if rater training had an effect 

on interrater reliability among raters with the Lasater Clinical Judgment Rubric (LCJR) 

subscales in simulation compared to those who received no training. The second purpose 

was to determine the effect of experience with the LCJR, years of experience evaluating 

nursing students, and level of nursing education on interrater reliability with the Lasater 

Clinical Judgment Rubric. 

 The findings in this study contributed to the growing evidence surrounding the 

importance of rater training in assessing clinical judgment in nursing students, utilizing 

the LCJR as an evaluation instrument in simulation, and Tanner’s Clinical Judgment 

Model. Based on the findings from this study, recommendations for future research were 

suggested.   
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Appendix D 

Informed Consent Form 

Widener University IRB Protocol Number: IRB #20-22 

INVESTIGATOR’S NAME:  Deborah A. Halliday, MS Nursing, RN PhD (candidate),  

Widener University School of Nursing. 

STUDY TITLE: EXAMINING THE EFFECTS OF A RATER TRAINING PROGRAM 

ON INTERRATER RELIABILITY WITH THE LASATER CLINICAL JUDGMENT 

RUBRIC 

PURPOSE OF THE STUDY: 

The primary purpose of this study is to determine if rater training has an effect on 

interrater reliability among raters on the Lasater Clinical Judgment Rubric (LCJR) 

subscales in simulation compared to those who receive no training. The second purpose is 

to determine the effect of experience with the LCJR, years of experience evaluating 

nursing students, and level of nursing education on interrater reliability with the Lasater 

Clinical Judgment Rubric. 

I am being asked to be a participant in the study because I am a registered nurse working 

as a nurse educator or clinical instructor for an accredited baccalaureate nursing program. 

Inclusion criteria for this study includes: 

*   A graduate of a registered nursing program in the U. S. and over the age of 
18; 

  *   Can speak and read English;  
* A registered nurse educator or clinical instructor currently evaluating 

nursing students in a clinical area and/or simulation laboratory for a 
baccalaureate nursing program in the U. S.; 

  *   Must possess an active email address; 
*   Must have access to the internet and be able to use the Zoom®  
       teleconferencing platform. 

DESCRIPTION OF THE STUDY 
I will be assigned to either a control group (Group A) or an intervention group (Group B). 

I will be rating scenario performances of two student actors in the role of a nurse caring 

for a patient. Each week I will receive an email that includes a link to the investigator’s 
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Qualtrics®XM software site for rating scenarios. The weekly scenario and scoring sheet 

will be available once I access the emailed link each week. Additionally, the investigator 

may contact you to set up two rater training sessions lasting approximately 1.0 to 1.5 

hours each session via Zoom® scenario-conferencing platform during data collection. 

The performance scenarios will involve a primary and secondary nurse providing care to 

a simulated patient. I will rate the primary nurse’s performance each week using the 

Lasater Clinical Judgment Rubric Scoring Sheet while watching the scenario one time 

only. I will allow a 1 to 2-hour window of time at my convenience to complete ratings 

each week. I will not watch and rate scenarios separately or watch the scenario more than 

one time each week. After rating the scenario, I will submit ratings prior to leaving the 

site. Email reminders up to 3 to complete ratings will be sent each week as gentle 

reminders to complete ratings. Data collection will continue over a 6-week period (1 

scenario will be rated each week). Once participants submit their completed scoring sheet 

each week in Qualtrics® XM, the submission cannot be retrieved by the participant. Not 

allowing submission retrieval will prevent participants from changing their ratings on the 

current or previous submissions.  

The amount of time required to participate in the study is six weeks in duration for both 

group A and B. Weekly scenario ratings will take approximately 1 to 2 hours for 

participants to complete each week. The intervention for this group will take 

approximately 1 hour to 1.5 hours to complete during weeks 3 and 5.  

Total time commitment for participants assigned to groups A or B will be approximately 

9-hours over the 6-week study for group A and 12-hours of committed time over the six-

week period for group B.  

There will be no monetary cost to me related to study participation and I understand that 

my participation in the study is voluntary. 

RISKS AND DISCOMFORTS 

There will be minimal risks to me. The investigator will follow steps to minimize risks 

and to ensure my privacy and confidentiality. With electronic data collection, there is 

potential risk for loss of privacy; however, the data collected for this study will be 
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confidential and will be pooled together for data analysis. It will be reported in the 

aggregate and personal identification will not be shared or disseminated.  

 

To decrease the risk of minor emotional distress related to the burden of time with 

completing scenario ratings, I am encouraged to start the performance scenario 

assessment when I have approximately 1 to 2 hours of free time; however, I will be able 

to stop the scenario and rest during viewing and rating prior to electronic submission of 

the scoring sheet. If I experience any emotional distress I should contact my university’s 

counseling services or my personal healthcare provider. Neither Widener University nor 

any other agency will provide compensation for any injuries resulting from this research. I 

understand that treatment for injuries will be at my expense. 

 

I am strongly encouraged to complete all sections of the scenario scoring sheet and not to 

skip questions. Incomplete scoring sheets will not be included in data collection. Scenario 

performance ratings should be completed in a setting where I am most comfortable and I 

am to view and score the scenario only one time each week. I am aware that I will not 

receive the study compensation if my data is not completed. Not completing all scenario 

sessions is reason for termination by the investigator.  

BENEFITS 

There are no direct benefits for participating in this study; however, findings from this 

study may contribute to nursing education and practice in the future. The results could 

apprise future changes in evaluation practices in nursing education to better prepare 

students’ development of clinical judgment, fairness in evaluation processes, and their 

readiness for nursing practice.  

CONFIDENTIALITY 

Confidentiality and privacy will be maintained by withholding the names of participants 

and using codes to access their identities. Other identifiers will only be accessible to the 

investigator and dissertation committee members. All documents and information 

pertaining to this research study will be kept confidential in accordance with all 
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applicable federal, state, and local laws and regulations and data generated by the study 

may be reviewed by Widener University’s Institutional Review Board (IRB). If any 

presentations or publications result from this research, participants names and other 

personal data will not be disclosed. 

Qualtrics (https://www.qualtrics.com) software will be used to collect my responses. 

Qualtrics site security will be maintained throughout all phases of data collection in the 

study. My completed, submitted responses will be downloaded from Qualtrics and stored 

on the investigator’s password encrypted computer hard-drive. After all subject matter 

responses are collected, the investigator will delete the responses from Qualtrics, and will 

become permanently unrecoverable after 90 days. Downloaded de-identified electronic 

data will be kept on a password protected hard drive indefinitely by Deborah Halliday.  

TERMINATION OF PARTICIPATION 

I may choose to not participate or withdraw from this study at any time and for any 

reason. This will not impact my employment status. If I decide to withdraw, I should 

contact the investigator but I am not required to contact the investigator. I am aware that I 

will not receive the study compensation if my data submission is not completed. 

I am aware that I may be removed from the study if scenario ratings are not completed or 

incomplete by the timeframe provided by the investigator each week. Any data obtained 

from the incomplete observational scoring sheets will be deleted and not used in this 

study. 

COMPENSATION 

Participation in this study is completely voluntary. There will be no cost to me for 

participating in this research. I understand that if I complete and submit all rating sheets 

over the study’s duration, I will receive a code for a $100 (Group A) to $150 (Group B) 

Amazon gift card as compensation for my time. This code will be sent through email 

from the investigator within 3-4 weeks after the study has been completed. Compensation 

will not be given to participants who withdraw, do not respond after completing some of 

the data of the study, or are removed from the study by the investigator. 

QUESTIONS 
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All of my questions have been answered to my satisfaction before I consent to participate 

in this study, but if I have any further questions pertaining to the study, I may contact 

Deborah Halliday (investigator) through email: dhalliday.thesis@gmail.com. If I have 

questions about the rights of research participants, I may call the Vice-chairperson at 

Widener University’s Institutional Review Board at 610-499-4110. 

VOLUNTARY CONSENT 

I understand I will sign the informed consent through a Qualtrics Signature survey 

question at the end of this consent form. This signature question will allow me to draw 

my signature using the mouse in the entry box. If I am using a mobile device, I can use 

my finger to sign the informed consent. By signing the Qualtrics’s signature question 

indicates my knowledge of and consent to the terms outlined and implies that I give my 

consent to participate in this research study. I understand that I may print and keep a copy 

of this consent form for my records.  

 

Participant Signature: ______________________________   

Date: __________________ 

Investigator's Name:  Deborah A. Halliday 

Investigator's Signature: ___________________ 

Date: ___________________  

Widener University IRB Protocol Number IRB #20-22: has approved the solicitation of 

participants for this study. 
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Appendix E

Participant Selection Email Response

Control Group A:

Hello ________________,

Thank you again for taking part in my nursing education research study! You 

have been randomly assigned to Group A. Your identification code is: ########. This 

code will be used as your confidential identification number by the investigator for the 

duration of the study. This information will not be shared with anyone outside of my 

dissertation committee and/or the Widener University Institutional Review Board (IRB) 

and only on an as needed basis. Your email address will be stored and kept confidential 

in my private Google email account and my Qualtrics®XM software site to protect your 

personal information. All electronic data will be stored in a password protected computer. 

There will be no monetary cost to participants related to this study and participation in 

the study is voluntary.

Participant Expectations

Each week you will receive an email that includes a link to my Qualtrics®XM 

software site for rating scenarios. The weekly scenario and scoring sheet will be available 

once you access the emailed link each week. The performance scenario will involve a 

primary and secondary nurse providing care to a simulated patient. Please rate the 

primary nurse each week using the Lasater Clinical Judgment Rubric Scoring Sheet while 

watching the scenario one time only. The primary nurse is identified in each scenario by 

being the first nurse introduced to the patient. The same two student nurses are featured 

in the scenarios each week and are named Cory and Faye. Be sure to allow a 1 to 2-hour 

window of time at your convenience to complete ratings each week. Do not watch and 

rate scenarios separately or watch the scenario more than one time each week. After 
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rating the scenario, please submit ratings prior to leaving the site. Email reminders to 

complete ratings will be sent 2 to 3 times each week as gentle reminders to complete. 

Data collection will continue over a 6-week period as follows:   

Week 1: In the next few days, you will receive a link that will connect you to a 

scenario and rating sheet that must be completed by ##/### no later than 11:00 

PM. 

Week 2: Shortly after the completion date of the first scenario, another link will 

be sent to view a rater orientation scenario and a second scenario to score. This 

orientation and scenario rating must be completed by ##/#### no later than 11:00 

PM. The aim of the evaluation instrument orientation scenario is to familiarize 

participants to the evaluation instrument prior to rating performance scenarios and 

will take approximately 60-minutes to complete. Participants will score a practice 

scenario without narration using the LCJSS that is linked to the investigator’s 

Qualtrics®XM site. The submitted scoring sheet will provide the investigator with 

evidence that participants completed the recorded orientation scenario. 

Participants will be allowed to start and stop the scenario to allow for rest, but 

completion is required before the participant can progress. 

Week 3 Through Week 6: You will receive an email with a link each week for 

four additional weeks to access and score 4 performance scenarios using the 

scoring sheet that is attached to the scenario.  

The weekly scenarios must be completed by the time and date specified in the 

email notifications each week. Reminder emails will be sent each week to complete 

rating the scenario that is due. Once you have completed and submitted your ratings for 

all six weeks by the specified completion deadlines, you will receive a $100.00 gift card 

as a thank you for your time and participation! If all data is not completed and submitted, 

compensation will not be provided. 

 Your participation in my research study will add to the body of nursing education 

science by providing important information concerning evaluating students’ clinical 

judgment development. Thank you for your support in this crucial and timely research. 





183

Appendix F

Participant Selection Email Response

Intervention Group B:

              

Hello ______________,

Thank you again for taking part in my nursing education research study! You 

have been randomly assigned to Group B. Your identification code is: ########. This 

code will be used as your confidential identification number by the investigator for the 

duration of the study. This information will not be shared with anyone outside of my 

dissertation committee and/or the Widener University Institutional Review Board (IRB) 

and only on an as needed basis. Your email address will be stored and kept confidential 

in my private Google email account and my Qualtrics®XM software site to protect your 

personal information. There will be no monetary cost to participants related to this study 

and participation in the study is voluntary.

Participant Expectations

Each week you will receive an email that includes a link to my Qualtrics®XM 

software site for rating scenarios. The weekly scenario and scoring sheet will be available 

once you access the emailed link each week. Additionally, the investigator will contact 

you to set up two rater training sessions lasting approximately 1 to 2 hours each via 

Zoom® scenario-conferencing platform during week 3 and week 5 of data collection.

The performance scenarios will involve a primary and secondary nurse providing 

care to a simulated patient. Please rate the primary nurse each week using the Lasater 

Clinical Judgment Rubric Scoring Sheet while watching the scenario one time only. The 

primary nurse is identified in each scenario by being the first nurse introduced to the 

patient. The same two student nurses are featured in the scenarios each week and are 

named Cory and Faye. Be sure to allow a 1-2-hour window of time at your convenience 
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to watch and complete ratings each week. Do not watch and rate scenarios separately or 

watch the scenario more than one time each week. After rating the scenario, please 

submit ratings prior to leaving the site. Email reminders to complete ratings will be sent 

2-3 times each week as gentle reminders to complete. Data collection will continue over a 

6-week period as follows: 

Week 1: In the next few days, you will receive a link that will connect you to a 

scenario and rating sheet that must be completed by ##/### no later than 11:00 

PM.  

Week 2: Shortly after the completion date of the first scenario, another link will 

be sent to view a rater orientation scenario. The aim of the evaluation instrument 

orientation scenario is to familiarize participants to the evaluation instrument prior 

to rating performance scenarios and will take approximately 60-minutes to 

complete. Participants will score a practice scenario without narration using the 

LCJSS that is linked to the investigator’s Qualtrics®XM site. The submitted scoring 

sheet will provide the investigator with evidence that participants completed the 

recorded orientation scenario. Participants will be allowed to start and stop the 

scenario to allow for rest, but completion is required before the participant can 

progress. 

 

Week 3: The first training session will be synchronously conducted in small 

groups via Zoom® teleconferencing software facilitated by the investigator. The 

time commitment for this training will be 60-90 minutes which includes Q & A. 

Participants will be polled and assigned a training session that will include small 

groups with a maximum of 10 participants. After this live session is completed by 

all participants, an email link will be sent to rate the week 3 scenario. Participants 

will submit the scoring sheet on the investigator’s Qualtrics®XM software site 

within the one-week timeframe allowed by the investigator. This scenario rating 

must be completed by ##/#### no later than 11:00 PM. 
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Doctoral Candidate 

Widener University School of Nursing 

Dhalliday.Thesis@gmail.com 

 

Widener University IRB Protocol Number IRB #20-22: has approved the solicitation of 

participants for this study. 
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Appendix H

Lasater Clinical Judgment Rubric Scoring Sheet (LCJSS)
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Appendix I 

Demographic Questionnaire 

This questionnaire will provide data about the characteristics of participants as a group. 

All responses will remain confidential.  

 

Directions: Please respond to each question by clicking on the box next to your selection 

or short answer space on the Qualtrics®XM questionnaire. 

Thank you! 

1. Age: 

  

 

2. Race/Ethnicity: 

  

3.    Gender: 

� Male 

� Female 

� Transgender 

� Non-binary/gender fluid 

� Prefer not to answer ________________ 

4.     Highest level of nursing education completed: 

� Diploma 

� Associate’s Degree 

� Bachelor’s Degree 

� Master’s Degree 

� Doctoral Degree (PhD/EdD/DNS/DNP) 

1. Number of years working as a registered nurse (RN): ____________ years. 

2. Are you employed in clinical practice as an RN?  
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       Yes ____      No ____  

                   

 (If yes is check...Then this will appear to answer) 

� Full time 

� Part time 

� Per Diem 

3. Do you work as a clinical instructor for an accredited baccalaureate nursing 

program?   

Yes ____      No ____  

If you answered yes, how many years as a clinical instructor:   

 

4. Do you work as nursing faculty for an accredited baccalaureate nursing 

program?  

Yes ___     No ___ 

If you answered yes, how many years as faculty?   

 

5. Do you evaluate nursing students in clinical environment? 

Yes ___     No ___ 

If you answered yes, how many years 

 

6. Do you evaluate nursing students in simulation environment? 

Yes ___     No ___ 

If you answered yes, how many years 
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11.   What is your academic appointment: 

� Full Professor 

� Associate Professor 

� Assistant Professor 

� Faculty Specialist 

� Clinical Faculty/Instructor 

� Other ______________________ 

12   Have you evaluated students using the Lasater Clinical Judgment Rubric (LCJR) 

in the past?     

Yes ___     No ___  

(If the answer is yes Then...) 

12a. Approximately how many students have you evaluated using the LCJR in 

         Simulation?    

 

12b. Approximately how many students have you evaluated using the LCJR in 

        clinical? 

 

12c.  When was the last time you evaluated students using the LCJR? 

� Less than 1 month 

� Within the last 2-6 months 

� 6  12 months 

� Greater than 1 year 

 

Thank you for your participation! 
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Widener University IRB Protocol Number IRB #20-22: has approved the solicitation of 

participants for this study. 
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Appendix K 

Experimental Group Training Session 2 Week 3 

Session 1 

I. Evaluation Instrument Orientation Video 

A. Review LCJR 

 a. development of the LCJR 

 b. how to score using the rubric subscales and points 

 c. questions related to the orientation video 

B.  Review the changes in format using the LCJSS 

a. changed to an electronic format 

b. added bulleted points instead of paragraph form 

c. added comment section after each subscale 

II. Discussion of common observational scoring errors 

A.   Introduction on how scoring errors can occur and negatively affect evaluation 

data. Having this understanding for potential errors that threaten observational 

evaluation processes may prevent these common errors from occurring. 

According to Woehr and Huffcutt (1994) most of the common psychometric 

scoring errors that occur provide evidence of the potential for unreliable 

assessments. Training raters to recognize and avoid these common errors may 

effectively eliminate several possible rater errors including halo effect, contrast 

effect, leniency, and strictness errors  

a. Halo effect- The tendency to make misplaced generalizations from 

one aspect of a student’s performance. This is due to being 

influenced by one or more positive or negative characteristics of 

the student performance, influencing judgment of overall 

performance. 
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o Cognitive bias in which an overall impression of a person 

impacts an evaluation by how we feel or think of that 

individual. 

� He is nice. 

� He is smart 

b. Contrast Effect- The tendency for a rater to evaluate a student 

compared to another student’s performance rather than on 

constructs of the evaluation instrument. 

o Unconscious bias- two students judged in comparison to 

one another. 

o Not assessed as an individual  

o Relate student performance relative to each other rather 

than to the individual merit 

c. Leniency Error- The tendency to evaluate all students higher than 

other raters rather than providing true assessments of performance. 

d. Strictness Error- The tendency to rate all students at the low end of 

the scale and raters being overly critical of performance. 

 B.  How to avoid observational assessment errors 

  a. Use well constricted rating scales like the LCJR 

  b. Use more than one performance evaluation or many evaluators 

  c. Provide rater error training to assessors 

  d. providing rater training for observational assessment 

III.  Learning Objectives for Each Scenario 
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A.  NLN and Laerdal valid and reliable simulation scenarios were used Carl 

Shapiro & Rashid Ahmed- involve significant opportunities for raters assess the 

level of student clinical judgment in each video. 

  a.        General learning objectives: 

o Ability to recognize abnormal findings during patient 

assessment and respond to changes. 

o Assume accountability and demonstrate prioritization in 

patient care.  

o Use standard precautions and ensure patient safety. 

o Use critical thinking when making clinical judgments. 

o Use therapeutic communications techniques and provide a 

therapeutic environment for the patient and family. 

 b. Specific Learning Objectives Rashid Ahmed-shown in each video: 

o Perform Focused Assessment of Fluid Status. 

o Recognize Clinical Manifestations of Hypokalemia & 

Hyponatremia 

o Safely Administer Antibiotic Medication & IV Fluid 

o Evaluate Medication Outcomes 

o Provide Patient Education in Relation to Intake & Output 

Measurements 

c. Specific Learning Objectives Carl Shapiro- shown in video 
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o Recall Indications, Contraindications, and Adverse 

Reactions of Medications for Angina & Recognize S/S of 

Adverse Reactions 

o Implement the “5” Rights and Patient Identification 

Measures and Dispense Medications Safely and Effectively 

o Implement a Focused Cardiac & Respiratory Assessment 

o Demonstrate Proper O2 Set-up and Delivery 

o Apply Cardiac Chest Pain Protocol According to Facility 

o Evaluate and Assess Patient Information Including Vital 

Signs, and Medical History 

IV. Personal Protective Equipment (PPE) 

 a. Student performance videos were developed by the 

investigator during the first wave of the COVID-19 

pandemic in the summer of 2020. 

 b. The National Centers for Disease Control and Prevention 

(CDC) recommended that nurses caring for patients in 

hospital environments be required to wear personal 

protective equipment (PPE) when caring for patients. 

c. Due to the importance of this safety measure, the 

investigator incorporated student actors to wear eye 

protection, face masks, and gloves when caring for the 
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patient portrayed by Laerdal’s Essentials® hi-fidelity 

manikin.  

d.  Pts in videos do not have COVID-19, however, nursing 

students are expected to wear the proper protective 

equipment. 

QUESTIONS 

 

Experimental Group Training Session 2 Week 5 

Session 2 

�� Training session objectives 

a. Discuss questions & concerns 

b. Review observational scoring errors 

c. Rater reflections from last training to now 

d. Video scoring practice 

��� Ask participants if there are concerns or questions during week 5 

a. Lasater Clinical Judgment Rubric 

b. Flow of Study 

c. Technical issues 

���� Review of the observational scoring errors 

a. Halo Effect 

b. Contrast Effect 

c. Leniency Error 

d. Strictness Error 

e. Any bias rating the videos? 

f. Did the first training help to focus observational assessments 

g. Review how to avoid observational assessment errors 
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��� Rater Reflections 

a. Insight on currently assessing student performance and how training has 

impacted or will change practice 

b. What will you take from this training to use in the future 

�� Practice video rating 

a. Participants score than discuss rating 

 

 

 




