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Abstract 

Early identification of depressive symptoms associated with postpartum 

depression (PPD) is key to its treatment.  Nurses’ lack of skills and knowledge were 

identified in the literature as barriers to screening for postpartum depression.  In this 

study the researcher explored the use of simulation to instruct undergraduate nursing 

students on the screening and care for PPD.   

A quasi-experimental design study was conducted in the Fall 2017 and Winter 

2018, with a convenience sample of senior undergraduate nursing student at Queen’s 

University (n=19).  Knowledge, attitudes, perceived communication skills and 

confidence were measured pre- and post-simulation training using a 26-items and 12 

statements Perinatal Depression Monitor tool.  A strong knowledge base and positive 

attitudes toward PPD were found prior to and after simulation.   Nearly 78% of 

participants strongly agreed with the statement that “Nurses should assess early and 

often for PPD”.  The participants’ mean scores of perceived communication skills and 

confidence levels increased in the posttest (communication skills, pretest M: 3.68, 

posttest M: 4.15; confidence, pretest M: 2.73, posttest M: 3.57).   

As the simulation in this study was the first experience for most of the 

participants to practise a scenario involving PPD, it was found that this simulation 

aligns with the Knows How level in Miller’s (1990) Pyramid of Clinical Competence.  

The lack of knowledge regarding the use of the Edinburg Postnatal Depression Scale 

screening tool and community PPD referral resources for mothers at risk for PPD were 

evident among the study participants.  This discrepancy suggests a gap between the 

Shows How and Knows How levels in the pyramid.  It is recommended that 
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undergraduate students be taught with scenarios involving screening for PPD in their 

nursing curriculum (3rd year) to better prepare them to reach the Shows How level in 

the simulation laboratory.  This will ideally increase the students’ competence and 

preparedness to screen for PPD and provide nursing care for patients with PPD in their 

practice.   
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Chapter 1 

Introduction 

Postpartum depression (PPD) is defined as a major depressive disorder that occurs 

after a woman gives birth (O’Hara & McCabe, 2013).  The percentage of women who 

develop PPD in Canada every year is 15% to 20% of the postpartum population, however 

the numbers may be higher due to lack of self-report (Gavin et al., 2005; O’Hara & 

McCabe, 2013; The Mood Disorders Society of Canada, 2009).  The symptoms 

associated with PPD include: depressed mood, excessive crying, inability to sleep 

(insomnia), and difficulty bonding with the newborn (Mayo Clinic, 2015).  The 

depressive symptoms affect the mother’s and the newborn’s well-being.  Depressed 

mothers may have thoughts of harming themselves and their newborns (National Institute 

of Mental Health [NIMH], 2012).   

The early identification of the signs and symptoms of PPD is suggested to be an 

important step to the treatment of PPD (O’Hara & McCabe, 2013; Segre, Pollack, Brock, 

Andrew, & O’Hara, 2014).  Among all women who report experiencing PPD, only 15% 

receive treatment by healthcare professionals (The Mood Disorders Society of Canada, 

2009).  Among the identified reasons for this are that mothers do not report depressive 

symptoms, and healthcare providers do not always screen for PPD (Gavin et al., 2005).  

Obstetrical nurses from two cross-sectional studies conducted in Canada (Sofronas, 

Feeley, Zelkowitz, & Sabbagh, 2011) and the United States (Sanders, 2006) reported 

similar barriers to assessment and care for mothers with symptoms of postpartum 
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depression, including lack of training, skills, confidence, knowledge and perceived ability 

of nurses (Sanders, 2006; Sofronas et al., 2011).   

In nursing education, simulation training is used as an educational tool to provide 

students with the opportunity to practise concepts related to ethics, care delivery, and care 

management to increase students’ knowledge, confidence levels and preparedness to 

respond effectively in real-life scenarios (Egenberg, Øian, Eggebø, Arsenovic, & Bru, 

2016; Jeffries, Bambini, Hansel, Moorman, & Washburn, 2009; Monod, Voekt, Gisin, 

Gisin, & Hoesli, 2014; Wagner, Bear, & Sander, 2009).  Given the importance of early 

PPD detection in minimizing the risks of further development of depressive symptoms, in 

this study I implemented and evaluated a simulation scenario designed to enhance 

nursing students’ knowledge and attitudes and skills in early identification of depressive 

symptoms and screening for PPD.   

In Chapter 2, a review on the available literature relevant to PPD care and current 

practices of simulation with maternal-child nursing care is provided.  The conceptual 

framework for my research study is guided by Miller’s (1990) Pyramid of Clinical 

Competence, which is also described in Chapter 2.  The methods of the research study, 

including the process of designing the simulation scenario, sampling, setting, procedures 

(standardized patients recruitment process and simulation intervention), instrument, data 

analysis and ethical considerations, are discussed in Chapter 3.  The results of the study’s 

key variables are presented in Chapter 4.  Finally, in Chapter 5, the study’s major 

findings, in comparison to the literature, are discussed.  This chapter ends with the 

study’s limitations, nursing implications for education and research, and author’s 

conclusions. 
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Chapter 2 

Literature Review 

To help guide this research project, a narrative review of the literature was 

performed for research studies related to the topics of postpartum depression care, 

simulation training in general and simulation training used in maternal-child nursing care.  

The following literature review was conducted to guide the research question.  In January 

2017, MEDLINE, PsychInfo, CINAHL, ERIC, and Joanna Briggs Institute EBP 

databases were searched; results were limited to English language and there was no limit 

on the year.  The following keywords: postpartum depression, postpartum care and 

postnatal depression, were searched and combined using the Boolean “OR” (Step 1).  The 

keywords: simulations, simulation training, standardized patient/standardised patient and 

patient simulation, were also searched and combined with the Boolean “OR” (Step 2).  

The results from Step 1 and Step 2 were then combined using the Boolean “AND” (Step 

3), and the search resulted in one study by Costello, Antinaja-Faller and Hedberg (2012) 

(Search 1).   

The following keywords were also searched: maternal-child health, maternal-

child care, maternal-child nursing, women’s health, and obstetric nursing, and combined 

with the Boolean “OR” (Step 4).  The Boolean “AND” was then used to combine the 

results from Step 4 with the results from Step 2, and the search resulted in 118 results 

(Search 2).  After that, CINAHL and MEDLINE databases were searched for research 

studies related to nursing students’ perception and attitudes toward PPD nursing care.  

There were 163 qualitative and 30 quantitative research studies found (Search 3).  (See 



 

 4 

Appendix A for a visual presentation of the search strategy).  Of the studies examined 

from the literature search (both quantitative and qualitative), none of the authors 

examined the use of simulation training to teach postpartum depression.  Utilizing these 

search results, postpartum depression, nursing assessment of PPD, simulation in 

maternal-child care, and hybrid simulation are reviewed.   The literature review is then 

followed by the conceptual framework, the purpose of my research study, the research 

question and the key definitions.     

Postpartum Depression 

Incidence.  Postpartum depression is defined as an episode of a major depressive 

disorder that occurs in the postpartum period (National Institute of Mental Health 

[NIMH], 2012; O’Hara, 2009; O’Hara & McCabe, 2013).  The lack of a universal 

timeframe for postpartum depression makes it difficult to compare its incidence rates 

among countries.  An incidence rate of postpartum depression reported in the United 

States (US), within the initial 3-month postpartum period, was 19.2 % (O’Hara & 

McCabe, 2013).  Dennis et al. (2018) looked at the prevalence and incidence rates of PPD 

among Chinese immigrant and nonimmigrant women (n=571) in Canada using the 

Edinburgh Postnatal Depression Scale at three points: 4 weeks, 12 weeks and 52 weeks 

postpartum.  They report incidence rates of 24.4% possible depressive symptoms and 

7.6% high depressive symptoms at 4 weeks postpartum.  Depressive symptoms 

prevalence declined at the 12 weeks (possible depressive symptoms: 14%, high 

depressive symptoms: 4.9%) and 52 weeks postpartum (possible depressive symptoms: 

10.7%, high depressive symptoms: 3.2%) (Dennis et al., 2018).  Postpartum depression is 

distinguished from postpartum blues that has been reported to affect 40% to 85% of new 
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mothers (O’Hara & McCabe, 2013; Zinga, Philips & Born, 2005).  It is also distinguished 

from postpartum psychosis (PP) with an incidence rate of 0.1% to 0.2% among new 

mothers (Mayo Clinic, 2015; O’Hara & McCabe, 2013).  In the following table (Table1), 

an overview on the differences among the three postpartum mood disorders is presented 

regarding the time frame and the signs and symptoms of each of the three disorders 

(Mayo Clinic, 2015).   

Table 1  

The differences between postpartum mood disorders:  baby blues, PPD and PP psychosis 
(Mayo Clinic, 2015) 
 Time frame Signs & symptoms 

Postpartum 
baby blues 
 
 
 

Develops within few 
days to a week or two 
after the baby is born 

 Mood swings 
 Anxiety 
 Irritability 
 Feeling overwhelmed 
 Sadness/Crying 
 Reduced concentration 
 Appetite problems 
 Trouble sleeping 

Postpartum 
depression 
 

 

 

 

 

 

 

 

 

Develops within the 
first few weeks after 
giving birth, but may 
begin later, up to six 
months after birth. 

Untreated postpartum 
depression may last for 
many months or longer 

 Depressed mood or severe mood swings 
 Excessive crying 
 Difficulty bonding with the baby 
 Withdrawing from family and friends 
 Loss of appetite or eating more than usual 
 Inability to sleep (insomnia) or sleeping too much 
 Overwhelming fatigue or loss of energy 
 Reduced interest and pleasure in activities  
 Intense irritability and anger 
 Fear of not being a good mother shame or guilt 
 Diminished ability to concentrate or make decisions 
 Severe anxiety and panic attacks 
 Thoughts of harming self or the baby 
 Recurrent thoughts of death or suicide 

Postpartum 
psychosis 

Develops within the 
first week after 
delivery 

 Confusion and disorientation 
 Obsessive thoughts about the baby 
 Hallucinations and delusions 
 Sleep disturbances 
 Paranoia 
 Attempts to harm self or the baby 
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Identifying possible risk factors related to postpartum depression is a step on the 

way to the prevention of the early development of depressive symptoms (Gavin et al., 

2005; O’Hara & McCabe, 2013).  The authors of two cross-sectional studies examined 

the risk factors for predicting postpartum depressive symptoms.  Safadi, Abushaikha, and 

Ahmad (2016) conducted their study in Jordan (n= 315) and used self-report 

questionnaires and face-to-face interviews to collect their data.  They looked at the 

relationship between demographic characteristics, as well as maternal and infant health 

issues with postpartum depression.  In their findings, they reported that 25% of 

postpartum women suffered from moderate to severe postpartum depression and 50% 

suffered from mild postpartum depression.  In a Taiwanese study among 208 immigrant 

women, Lee and Hung (2016) collected data using self-report questionnaires and 

telephone interviews.  Unlike the Jordanian results, they reported only a 0.5% incidence 

rate of postpartum depression in their sample of Vietnamese immigrant women.  Despite 

the vastly different reports of postpartum depression, the authors of the two studies 

describe several similar risk factors strongly associated with postpartum depression, such 

as perinatal complications, the newborn’s health, mode of delivery, breastfeeding, 

stressful life events, and lack of social support (Lee & Hung, 2016; Safadi et al., 2016).   

Risk factors and effects on parenting.  Iwata et al.  (2015) conducted a 

longitudinal cohort study in Japan, also examining the risk factors predictive of 

postpartum depression.  They recruited primiparas women who were aged 35 years and 

older, and collected self-reported data at five points during their six-month, postpartum 

period.  In addition, vital records were obtained from hospital records, including: mode of 

delivery; complications during pregnancy and delivery; health problems after delivery; 
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infant birth weight; and infant complications.  The risk factors most strongly associated 

with depressive symptoms were infants’ long-term complications (OR=4.63, 95% CI: 

1.79-11.96), physical burden in daily life (OR=3.04, 95% CI: 1.11-8.29), emergency C-

section (OR= 2.88, 95% CI: 1.47-5.63), and satisfaction with experience (OR= 2.07, 95% 

CI: 1.24-3.45) (Iwata et al., 2015).   

In regards to the effects of PPD on parenting, researchers in the US (Balbierz, 

Bodnar-Deren, Wang, & Howell, 2015) examined the association of postpartum 

depressive symptoms and parenting practices (e.g.  safety practices, feeding practices and 

healthcare practices) of mothers during their first postnatal year using the Edinburgh 

Postnatal Depression Scale (EPDS) with data from two RCTs (n=1,080).  The authors 

reported a strong association between non-adherence to maternal safety practices (e.g.  

positioning the infant on back-sleep position; using car seats; having a working smoke 

alarm at home) and depressive symptoms (Balbierz et al., 2015).  Similarly, Logsdon, 

Wisner, and Pinto-Foltz (2006) examined the impact of postpartum depression on 

mothering.  They reported that, infants who were exposed to mothers with depressive 

symptoms and withdrawn or hostile behaviours, demonstrated signs of distress and 

disturbance.  These, in turn, can threaten the maternal role functioning and negatively 

affect the maternal-infant interaction.  It is increasingly evident that PPD is associated 

with negative maternal emotionality that can compromise the safety and well-being of the 

newborn.  Abuse, neglect, negative interaction, and hostility are negative maternal 

behaviors associated with postpartum depression (Balbierz et al., 2015; Logsdon, et al., 

2006).   
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Nursing Assessment of Postpartum Depression 

The researchers in two recent studies examined nurses’ approach to postpartum 

depression assessment.  Sanders (2006) conducted a cross-sectional study in the US 

examining nurses’ and midwives’ knowledge and attitudes related to postpartum 

depression screening.  The participants were recruited in an annual meeting (n=413) and 

data were collected using a 33-item survey developed by the authors.  The investigators 

of a similar cross-sectional study in Canada (Sofronas et al., 2011) explored obstetrical 

and neonatal nurses’ (n= 132) attitudes, beliefs and practices related to the assessment 

and management of symptoms of maternal depression using a self-report questionnaire.  

The participating nurses were asked, “How often do you assess for symptoms of maternal 

depression?” and 48% responded with rarely or never.  When asked, “How often do use a 

screening tool?” 96% responded with rarely or never.   

The participating nurses from the two studies reported similar barriers to 

screening for postpartum depression: lack of time, training, skills, and knowledge.  In 

both studies, reported confidence was positively associated with the nurses reported 

screening for depressive symptoms.  The nurses who were confident in screening for 

postpartum depression were less likely to report barriers to screening and management of 

depressive symptoms, and more likely to introduce and discuss the topic of depression 

with mothers (Sanders, 2006; Sofronas, 2011).  Overall, nurses’ positive attitudes, 

beliefs, perceived levels of competence and confidence, and knowledge about depression 

assessment and management, increased the likelihood that nurses reported screening for 

depressive symptoms.  It was also suggested by the researchers that nurses require more 
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education and skill training to increase their abilities to screen and care for women with 

depressive symptoms.   

Simulation in Maternal-Child Health 

In the 17th century, replicas of human torsos, referred to as phantoms, were used 

to teach midwives how to manage difficult births; this is currently referred to as one of 

the approaches to simulation-based education (Jeffries et al., 2009).  Simulation is 

defined as the activities that replicate life events in an interactive manner (Edgecombe et 

al., 2013; Jeffries et al., 2009).  The authors of four articles reported findings related to 

the current trends and challenges of the use of simulation as a learning experience in 

maternal-child health nursing education (Alderman, 2012; Drake, 2016; Ferguson, 

Howell, & Parsons, 2014; Jeffries et al., 2009).  According to Drake (2016), faculty may 

face constraints in providing a strong educational foundation for nursing students due to 

the difficulties finding hospital-based clinical placements and, if clinical placements are 

available, crowding in clinical areas by students from several disciplines can affect the 

quality of the learning experience.  Moreover, the unpredictability of encountering 

complex maternal-child health events reduces the students’ chances of observing and 

practising such events (Drake, 2016).  The incorporation of simulation into the 

educational domain has been increasing in the recent years, because it provides students 

with the opportunity to practise and master skills for high-risk, low incidence, maternal-

child health events in a controlled and safe environment (Jeffries et al., 2009).   

There are different types of simulation training, including task trainer simulation, 

manikin-based simulation (which includes low-fidelity, medium-fidelity, high-fidelity), 

computer-based simulation or virtual simulation, and standardized patient simulation 
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(Alderman, 2012; Edgecombe et al., 2013; Ferguson et al., 2014) (see Appendix B for 

definitions).  High-fidelity manikin-based simulation is the most common type of 

simulation training used in the maternal-child health scenarios (Costello, Atinaja-Faller, 

& Hedberg, 2012).  Standardized patient simulation is the use of an individual to act as a 

real patient to simulate a set of symptoms or problems (Jeffries et al., 2009).  Hybrid 

simulation is the term used to describe the use of a combination of standardized patient 

simulation and low, medium, or high fidelity simulation (Scholes et al., 2012).   

 Simulation training is being used in various clinical and educational maternal-

child health settings.  For example, it is used in maternal-child units for orientation of 

new nurses, and in academic settings for nursing students (Jeffries et al., 2009).  

Simulation training in maternal-child health nursing education is used to provide students 

with the opportunity to practise concepts related to ethics, care delivery, and care 

management, to increase their confidence and preparedness to respond effectively in real 

life events (Alderman, 2012).  To date, most simulation training in maternal-child health 

nursing is used primarily with procedural scenarios, such as birth and postpartum 

hemorrhage scenarios (Jeffries et al., 2009; Simonelli & Paskausky, 2012; Wilson, 

Janssens, Hewett, Jolly, & Beckmann, 2016).   

Simulation with procedural scenarios.  Two research teams in Switzerland 

(Monod et al., 2014) and Zambia (Tyer-Viola, Zulu, Maimbolwa, & Guarino, 2012) 

conducted quasi-experimental studies using pretest and posttest designs and self-report 

questionnaires to evaluate the use of simulation training in maternal-child health nursing 

education.  The simulation sessions included one or more of the six following maternal 
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emergency scenarios: postpartum hemorrhage, shoulder dystocia, pre-eclampsia, 

maternal basic life support, neonatal resuscitation, and emergency birth.   

Tyer-Viola et al.  (2012) examined the use of simulation to teach midwifery 

students (n= 34) in Zambia.  They assessed the students’ pre- and post-knowledge (ten 

questions developed by the authors), as well as confidence and satisfaction with learning 

(The Student Satisfaction and Self-Confidence in Learning Scale [SSSL]) between 

students who experienced simulation and those who had not (Tyer-Viola et al., 2012).  

There was no significant difference in the pre- and post-knowledge test scores for the two 

groups, however a statistically significant difference was reported for confidence between 

the two groups (p= 0.03), with the simulation group achieving greater confidence and 

satisfaction with learning scores (M= 57.47, SD= 3.55) than the standard group (M= 

52.88, SD= 7.37) (Tyer-Viola et al., 2012).    

Monod et al.  (2014) examined the influence of simulation on Swiss nursing 

students’ knowledge of algorithms, self-confidence, skill in handling emergency 

situations and team communication, using a questionnaire developed by the authors 

(n=156).  Patient actors (standardized patient simulation) were used in some of the 

scenarios.  Immediately following the simulation training, when students assessed the 

statement: “I learned how to communicate with the patient”, using a 6-point Likert scale 

from “strongly disagree” to “strongly agree”, the reported mean score was 3.45 (95% CI: 

3.23- 3.67).  The participants also considered simulation a useful method to gain skills on 

the management of obstetrical emergency situations (mean score= 5.61, 95% CI: 5.49-

5.74), and on the improvement of patient safety (mean score= 5.71, 95% CI: 5.60-5.83).  

They also considered simulation to be effective in training for team communication.  
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When they were asked to assess this statement, “I learned how to communicate and how 

to behave in a team”, the reported mean score was 4.94 (95% CI: 4.07-5.09) (Monod et 

al., 2014).  In conclusion, the authors from both studies reported improvements in 

students’ self-efficacy, and critical thinking skills, and described that the students felt 

more confident, and more satisfied after the simulation training (Monod et al., 2014; 

Tyer-Viola et al., 2012).   

 Similarly, Simonelli and Paskausky (2012) conducted a quasi-experimental 

study, using a pretest and posttest design to examine the effectiveness of simulation in a 

childbearing clinical course in a private university in the northern US.  They also 

measured knowledge and skill acquisition by comparing scores between students who 

experienced simulation training (experimental group) with students who had traditional 

clinical instruction (control group).  The students from the undergraduate childbearing 

clinical course in Spring 2008 and Spring 2009 constituted the control group (n= 138), 

and the undergraduate students enrolled in the Fall 2009 and the Fall 2010 childbearing 

clinical program constituted the experimental group (n= 143).  The experimental group 

received two simulation sessions - the first session focused on a normal obstetrical 

scenario (experience one), while the second one focused on a high-risk obstetrical 

scenario (experience two).  The pretest and posttest questionnaires were obtained, and 

each simulation session included a 45-minute debriefing session.  To assess the students’ 

knowledge acquisition, a paired t-test was used to compare between the control groups’ 

pretest and posttest scores for each clinical experience.  Similarly, this analysis was 

completed for the simulation groups’ pretest and posttest scores.  Unlike Tyer-Viola et al.  

(2012), they found that simulation improved the students’ (knowledge) performance in 
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the experimental group NCLEX-style tests in both simulation experiences (p < 0.001).  

An independent means t-test was used to assess the students’ skill acquisition.  A 

statistically significant difference in skill acquisition was found between the clinical 

performance of the control group (mean grade= 89.75) and the experimental group (mean 

grade= 91.67) (grades given by clinical faculty), with the experimental group performing 

better (p < 0.001) (Simonelli & Paskausky, 2012).  Although they indicate that the 

difference in skill acquisition between the clinical and the control group was statistically 

significant, the difference in the mean grades between the two groups is very small (89.75 

vs.  91.67).   

In further examining obstetrical emergency scenarios, Vermeulen et al.  (2017) 

explored the experience of student midwives with high-fidelity perinatal simulation 

training (HFPSt) using a qualitative descriptive method at the University Hospital 

Brussels and the Vrije Universiteit Brussels (VUB), Belgium.  All of the student 

midwives in their last year of study, who had undergone three high-fidelity perinatal 

simulation sessions of various obstetric emergency scenarios, such as pre-eclampsia, 

postpartum haemorrhage and retention of placenta, were invited to voluntarily participate 

in one of three semi-structured interviews (focus group conversations).  These 

interventions were audiotaped, transcribed and analyzed for thematic content (n= 24).  

There were five categories/themes found:  1) Pre-simulation: curiosity, uncertainty and 

tension; 2) Briefing: excitement and reassurance; 3) Scenario: focusing, confusion and 

tension; 4) Debriefing: valuable, connection and confronting; and 5) Post-simulation: 

self-consciousness and disappointment.  Overall, the students reported the experience as a 

positive learning method, which increased their competence, confidence and bridged the 
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theory-practice gap.  Although the students reported experiencing uncertainty, tension 

and disappointment, they found that it did not affect their learning experience.  A 

weakness in the study design was the use of a high-fidelity manikin, which the students 

considered to be somewhat confusing related to communication.  Overall, in addition to 

increasing students’ knowledge, confidence and competence, simulation-based education 

was reported to connect nursing theory to nursing practice (Vermeulen et al., 2017). 

Simulation for non-procedural care.  In the literature search, one quantitative 

study was found whereby the researchers examined the effectiveness of simulation 

training as an educational tool to teach nursing students about providing non-procedural 

care (Costello et al., 2012).  Using a quasi-experimental study design, Costello et al.  

(2012) examined the effectiveness of a simulation training method for instructing nursing 

students on the provision of spiritual care.  The study took place at the simulation 

laboratory of a small private liberal arts college, Simmons College, in the northeast US.  

A convenience sample of a total of 52 nursing students, enrolled in the maternal-child 

health course, participated in the study.   

The scenario was a young single mother who gave birth without family support, 

and had experienced the death of her 18-month-old child the previous year.  The scenario 

was performed by students and faculty (standardized patient simulation).  The 

researchers’ aim was to assess the students’ competencies when providing spiritual care 

before and after the simulation training (the intervention), using a pretest and posttest 

design.  The Self-Concept Clarity Scale (SCCS), a 12-item self-report 5-point Likert-

scale (Campbell et al., 1996) measurement tool was used.  This tool included six aspects 

of spiritual care: attitudes toward patient spirituality; communication; assessment and 
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implementation of spiritual care; referral (indicates obtaining professional assistance); 

personal support; patient counseling and professionalization; and improving the quality of 

spiritual care.  The students reviewed the scenario one-week prior to the simulation 

session.  The simulation session started with a pre-briefing discussion where students 

shared their thoughts and information related to providing spiritual care, such as cultural 

considerations.  After the simulation training, a significant change in the students’ pretest 

and posttest scores on the SCCS was found.  Positive changes were found regarding the 

students’ attitudes toward the patient’s spirituality (p= 0.001); in obtaining referral (p< 

0.01); in assessment of spiritual needs (p< 0.01); and in support (p< 0.01) (Costello et al., 

2012).   

From a qualitative perspective, three studies conducted in three different countries 

were found, where simulation-based education was found effective in bridging theory to 

practice and improving nursing students’ communication skills.  In an Australian 

University, Alexander, Sheen, Rinehart, Hay and Boyd (2017) explored the experiences 

and attitudes of undergraduate nursing students following mental health simulation 

training.  The study was one of three independent studies.  In the first study, students had 

participated in a mental health simulation scenario where they performed a mental state 

examination (MSE) for a patient presenting with schizophrenia.  The same students were 

then invited to participate in a focus group for this study.  Two semi-structured focus 

groups were conducted (total n=13).  The thematic analysis resulted in two major themes: 

1) bridging theory-to-practice gap with simulation, and 2) role of simulation in reducing 

stigmatizing attitudes and behaviours.  The participants reported mental health simulation 

to be a beneficial educational tool for learning new skills in a safe environment, and 
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referred to the anxiety that comes with experiencing mental health scenarios in their 

clinical practice.  More than half of the participants (n=9; 69%) reported that mental 

health simulation experience felt real, especially with the use of a standardized patient.  

The participants also reported that demonstrating communication skills, such as listening 

and empathy, in this learning experience was beneficial.  Furthermore, students (n=7; 

54%) found this simulation experience helpful in applying what they learned in mental 

health theory to practice (Alexander et al., 2017). 

In a university-affiliated hospital in Norway, researchers explored the experiences 

of nurses in a postgraduate education program in ICU nursing, with ‘confirming 

communication’ skills training using a simulation-based environment (Karlsen, 

Gabrielsen, Falch, & Stubberud, 2017).  The participants took a one-day confirming 

communication course with standardized patients; they were then invited to participate in 

one of three focus groups (n=14).  From the audiotaped, semi-structured interviews, three 

main themes and 13 subthemes were found:  a) awareness, b) icebreaker, and c) 

challenging learning environment.   In general, the participants found the communication 

course in a simulated environment to be beneficial in enhancing their communication 

skills and increasing their confidence when communicating with patients in actual 

practice.  Similar to Alexander et al.’s  (2017) findings participants reported the use of a 

standardized patient in the scenario as key to simulating a real communication experience 

with a patient (Karlsen et al., 2017).   

In an American study conducted by Shorten and Ruppel (2016), they explored the 

experience of an uncomplicated immersive postnatal simulation with nursing students 

and demonstrated the use of standardized patients (SPs) in the simulation scenario to be 
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beneficial to students in practising communication skills.  Prior to the simulation, the 

students completed both didactic classes and supervised in-patient maternity clinical 

experience.  The simulation scenario was intended to assess the students’ performance on 

identifying pregnancy risk factors, providing postnatal assessment, identifying postnatal 

complications, demonstrating communication skills and providing patient education.  

Using a narrative analysis qualitative design, they assessed the written reflections of the 

students (n=229) after the simulation experience, over four years.  The students reflected 

on their decision-making and skill development with the postnatal simulation experience.  

The main objective was for the students to identify normality in the postnatal period.  The 

written reflections were analyzed, and in total, five major themes were found: a) 

expecting a crisis, b) looking for zebras, c) moving from anxiety to relief, d) facing an 

uncomplicated postnatal scenario, and e) working with an SP versus a manikin.  The 

students were surprised that the simulation scenario was a normal event, as they expected 

the scenario to include a crisis or complications; however, they considered the “normal” 

simulation scenario a meaningful experience to practise their maternity knowledge and 

skills.  As well, the students reported that they engage better with SPs than a manikin, as 

they felt it enabled more authentic communication (Shorten & Ruppel, 2016). 

Hybrid Simulations 

Hybrid simulations use two different types of simulation modalities in one 

simulation scenario, such as SP simulation combined with high-fidelity simulation 

(Miller et al., 2015).  Scholes et al.  (2012) conducted a descriptive study to evaluate 

midwifery students’ clinical decision-making abilities after a hybrid simulation training 

session of postpartum hemorrhage scenarios.  A hybrid form of simulation consisting of 
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an actress patient (SP) and a high fidelity simulator was used, wherein the SP wore a 

birthing suit that simulated blood loss and flaccid uterus on palpation.  The reason for 

using an actress patient was to enhance patient-student communication.  The study took 

place at the University of Plymouth in the United Kingdom (UK) with 35 student 

participants.  In the reflective interviews, the students reported that a dramatic postpartum 

hemorrhage emergency was unfamiliar to them, and that the use of an actress heightened 

the students’ engagement with the patient (Scholes et al., 2012).  The high-risk, low-

incidence clinical simulation scenarios can be created and implemented with students in a 

controlled and safe environment where it is not possible to not cause any harm to actual 

patients, and at the same time, provides students with the chance to improve clinical skills 

and critical thinking abilities. 

Summary  

Timely interventions can potentially improve maternal and newborn outcomes, 

especially for women who are at risk for developing postpartum depression (Iwata et al., 

2015; Lee et al., 2016; O’Hara, 2013; RNAO, 2005; Safadi et al., 2016; Serge, 2014).  

Nurses often come in contact with postpartum mothers, and ideally, should assess often 

for postpartum depression and intervene early to prevent further development of major 

depressive symptoms (Registered Nurses’ Association of Ontario, 2005).   

Simulation training has been shown to be an effective educational tool in 

increasing students’ perceived competency and knowledge (Alderman, 2012; Chang, 

2013; Drake, 2016; Ferguson et al., 2014; Jeffries et al., 2009; Miller et al., 2015; Monod 

et al., 2014; Nathan et al., 2016; Reime et al., 2016; Simonelli & Paskausky, 2012; 

Vermeulen et al., 2015).  Simulation offers students the opportunity to practise real life 
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scenarios in a safe and controlled environment (Drake, 2016; Ferguson et al., 2014; Tyer-

Viola et al., 2012).  Simulation is used in maternal-child health nursing education because 

there is demonstrated evidence of increasing students’ knowledge and perceived 

competency through the use of simulation; however, no studies were found in the 

literature regarding the implementation of simulation training to foster assessment of 

mothers with postpartum depression.   

Conceptual Framework  

In 1990, Dr.  George Miller, a psychologist, proposed a framework for assessing 

levels of clinical competence, known as Miller’s Pyramid of Clinical Competence 

(Miller, 1990).  The pyramid is constructed of four levels: Knows, the lowest level in the 

pyramid refers to understanding facts on the topic; Knows How, refers to knowing how to 

apply that knowledge; Shows How, refers to knowing how to demonstrate that knowledge 

(performance); and Does, refers to knowing how to apply that knowledge in practice.  

The lower two levels in the pyramid test cognitive skills, where novice trainees collect 

facts on the topic and interpret that gained knowledge.  The higher two levels in the 

pyramid test behavioural skills, where more expert trainees demonstrate the cognitive 

skills gained from the lower two in practice.  Simulation training is aligned with the 

Shows How stage in the pyramid.   

This framework is a structured approach that can be applied to the clinical 

learning of nursing students about the early identification of postpartum depression 

through simulation training.  In the Knows stage, students learn about postpartum 

depression, the depressive symptoms related to it, the risk factors for developing it, and 

why postpartum depression prevention is important.  In the Knows How stage, students 
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learn how to identify postpartum depression risk factors and signs and symptoms, and 

how to use existing scales, such as the Edinburg Postnatal Depression Scale (EPDS) 

developed by Cox, Holden and Sagovsky (1987) to screen for postpartum depression.  

Progressively, in the Shows How stage, students demonstrate what they have learned 

about identifying depressive symptoms of postpartum depression in a simulation scenario 

of a new mother who is manifesting depressive symptoms when caring for her newborn 

(the newborn is a low-fidelity simulator).  At this stage, using simulation training builds 

towards the next stage because it replicates a scenario that the students may encounter in 

the clinical setting.  Finally, in the Does stage, the students will ideally transfer 

knowledge demonstrated in the simulation training to their clinical practice. 

 

Figure 1.  Pyramid of Clinical Competence (Miller, 1990). 

 

 

Does  

Action 

(performance 

 integrated into practice) 

Shows How  

Performance (demonstration 
of learning) 

Knows How  

Competence (interpretation/application) 

Knows 

Knowledge (fact  gathering) 



 

 21 

Purpose of the Research Study 

A hybrid form of simulation training, using both standardized patient (the mother) 

and low-fidelity simulator (the newborn), can simulate a real-life scenario of PPD.   

Using a standardized patient offers the students a realistic way to interact with the patient 

to assess, screen and care for postpartum depression.  Therefore, the purpose of the study 

was to explore the introduction of simulation education on the screening and nursing care 

for postpartum depression to senior undergraduate nursing students at Queen’s 

University.   The objective was to compare the students’ knowledge, attitudes, perceived 

confidence levels, and communication skills before and after the simulation-based 

education.  My hypothesis was that simulation education would increase the students’ 

knowledge, and improve their attitudes, perceived confidence levels, and communication 

skills in the provision of PPD screening and nursing care.  A secondary purpose was to 

potentially improve the education of the undergraduate nursing students in the provision 

of postpartum depression screening and nursing care.   

 Research Question 

Does the use of simulation training to teach undergraduate nursing students how 

to screen and care for mothers’ experiencing postpartum depression, increase their 

knowledge, and improve their attitudes, communication skills, and self-reported 

confidence?  

Definitions 

Knowledge 

Facts, information and skills acquired through experience or education; the 

theoretical or practical understanding of a subject.   Knowledge is defined as awareness 
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or familiarity gained by experience of a fact or situation (Oxford Living Dictionaries, 

2017a).   

Attitude 

Attitude is defined as a settled way of thinking or feeling about something 

(Oxford Living Dictionaries, 2017b).    

Confidence 

Confidence is defined as a feeling of self-assurance arising from an appreciation 

of one’s own abilities or qualities.  The state of feeling certain about the truth of 

something.  The feeling or belief that one can have faith in or rely on someone or 

something (Oxford Living Dictionaries, 2017c).   

Communication 

Communication is defined as the imparting or exchanging of information by 

speaking, writing, or using another medium.  The successful conveying or sharing of 

ideas and feelings (Oxford Living Dictionaries, 2017d).   

Empathy 

Empathy is defined as the ability or capacity to understand and share the feelings 

of another person (Oxford Living Dictionaries, 2018) 
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Chapter 3 

Methods 

The study was a quasi-experimental, one group, pretest-posttest design.  The 

intervention was a hybrid simulation scenario on screening and caring for postpartum 

depression.  The participants completed the simulation education, serving as their own 

controls; no randomization occurred.  The dependent variables of knowledge, attitudes, 

perceived levels of confidence, and communication skills, were measured twice: before 

and after the intervention.   This chapter outlines the preliminary steps prior to the 

initiation of the intervention, followed by the study methods. 

Designing the Simulation Intervention 

The researcher designed and developed the scenario after attending a four-day 

simulation design workshop at Nipissing University held by the Ontario Simulation 

Alliance (OSA) (May 23-26, 2017), to gain more knowledge on designing simulation 

scenarios.  The workshop content included the process of simulation scenario design, 

development of learning outcomes, assessment rubrics, implementation, and facilitation 

of briefing and debriefing.  On Day One, the theoretical foundations of simulation 

development and writing learning outcomes were discussed.  On Day Two, the 

development and design of my rubric was explored and the scenario storyboard for this 

study was developed.  On Day Three, pre-briefing and debriefing processes were 

discussed, prepared and applied to the simulation storyboard.   Additionally, preparations 

for the simulation scenario (developed during the previous two days) were arranged by 

working with the laboratory (lab) technologist at Nipissing University’s simulation lab.  
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Finally, on Day Four, the simulation scenario designed was trialed in the simulation lab at 

Nipissing University.  Expert members from the OSA (n=4) peer reviewed the scenario.   

With input from experts in simulation during the OSA workshop, the researcher 

decided to use a low-fidelity simulator for the newborn and a standardized patient as the 

mother in the scenario.  The rationale was to focus the participating students on the 

assessment and care for the mother, and not the newborn.   

The main steps of the simulation process were followed in this research: pre-

simulation preparation, pre-briefing, participation, and debriefing.  Postpartum depression 

is included in the theoretical curriculum of the Maternal-Child Health course (Nursing 

370) for the undergraduate nursing students at Queen’s University (See Appendix C for 

the course description).  Therefore, the simulation education was linked with pre-existing 

content in the program, and participating students did not receive extra content about 

PPD.  The pre-simulation preparation consisted of providing learners with the learning 

objectives, a learning outcomes assessment rubric, and a brief introduction to the scenario 

(learner preparation package). 

Learner preparation package.  The learner preparation package included a brief 

summary of the scenario, the learning objectives and the learning outcomes assessment 

rubric (see Appendix D).  To facilitate belief, the scenario was developed to be as 

realistic as possible to imitate a real-life scenario.  The main goal of the rubric was to 

help the participants to prepare for the simulation by self-reflecting on their competence 

and self-identifying their learning needs.  Similarly, the learning objectives allowed the 

participants to prepare for the simulation by linking the objectives to their theoretical 

knowledge.  According to the International Nursing Association for Clinical Simulation 
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and Learning (INACSL), having the learning objectives and assessment rubric prior to 

the start of the simulation, promotes students’ critical thinking and decision-making skills 

during the simulation (INACSL- Board of Directors, 2011).  Each participant received 

the learner preparation package at approximately one week prior to their simulation 

session.  Any questions about the learner preparation package were discussed during the 

pre-briefing. 

Pre-briefing.  Pre-briefing is an orientation to the simulation training.  The 

simulation facilitator (principal researcher) reviewed the scenario with the participants, 

introduced the participants to the simulation lab and setting, and discussed their roles and 

expectations.  It included introduction to the primary care setting (well baby clinic); the 

setting was constructed with a desk and two chairs.  It was explained to the participants 

that they were expected to introduce themselves to the SP and then take a seat in one of 

the chairs.  The pre-briefing occurred immediately before each simulation session.  It also 

offered the students the opportunity to clarify any uncertainties they found in the learner 

preparation package.   

Simulation experience.  Simulation is a highly interactive educational tool, 

where participants learn through experiencing and apply their theoretical knowledge to 

the experience (Jeffries et al., 2009).  According to Edgecombe et al.  (2013), simulation 

“combines a problem-based approach with experiential learning” (p.  9). 

In this study, an SP was recruited to replicate the scenario of a postpartum mother 

visiting the primary care clinic for her newborn’s 2-month well-baby visit (see Appendix 

E).  In the simulation lab, there was a clinic-like setting (desk and two chairs), the SP, the 

newborn (low-fidelity simulator), participants, and the researcher.  One student 
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participated as the primary care nurse (n=8) and the other student(s) observed (n=11).   

The purpose of having participants as observers in the simulation was to increase the 

opportunity for more students to participate in the simulation sessions offered in this 

study during each of the Fall 2017 and Winter 2018 academic terms.  Use of observers 

was discussed with the Associate Director of the undergraduate-nursing program, and 

having both actual participants and observers is the common practice in simulations in 

the School of Nursing at Queen’s University.  Each student had a copy of the EPDS.  All 

simulation sessions were held in the School of Nursing (SON) Patient Simulation Lab.  

For booking the lab, the researcher was in contact with the simulation lab manager.   

Standardized patient recruitment process.  For recruiting SPs, the researcher’s 

supervisor coordinated a meeting with the Queen’s University SP & Objective Structured 

Clinical Examination (OSCE) program manager at the Clinical Teaching Center (CTC).  

On September 26th, 2017, a meeting was held with the program manager to discuss the 

research design and requirements.  After providing the CTC manager with the simulation 

scenario, a training session was scheduled.  On October 18th, 2017, the training session 

was held, which included three SPs and one Nurse Practitioner (NP).  The NP is an expert 

trainer who provides input on how to professionally imitate the desired scenario.  Three 

SPs were trained at the same time to ensure consistency of performance when recruiting 

any of the three.   

Debriefing.  Debriefing is the reflection on the educational experience after the 

simulation, which is essential to the learning process (INACSL - Standards Committee, 

2016).  Debriefing is a way of gaining feedback and occurs immediately after the 

simulation session (Ruth & Gaba, 2007).  The facilitator can choose the most appropriate 
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feedback technique, such as face-to-face, video replay, checklist and scores (INACSL - 

Standards Committee, 2016).  The facilitator must also choose a debriefing framework to 

follow (INACSL - Standards Committee, 2016).  In this study, the researcher chose the 

PLUS-DELTA framework (University of Rochester Medical Center Debriefing tool, 

2011) (see Appendix F).  In the supportive climate of the debriefing, participants can 

reflect on the factors that influenced their decision-making, such as skills and knowledge, 

culture and past experience (Edgecombe et al., 2013). 

At first, the facilitator (principal researcher) asked the question, “How was it?”, to 

let the participants speak openly about their experience with the scenario.  The facilitator 

then asked the participants how they felt they did in regards to each of the learning 

outcomes.  The debriefing session should also be linked with the learning objectives to 

observe gaps between the participants’ performance and the learning outcomes (Ruth & 

Gaba, 2007), therefore the participants were also evaluated by the principal researcher 

using the assessment rubric.  Feedback was also given to the participants by the SP and 

peers.  The SPs gave comments on the participants’ performance, such as 

communication.  The participants’ peers also gave them feedback, including for example, 

comments on their performance on the use of the EPDS.  At the end of the debriefing 

session, the facilitator summarized the simulation-based learning experience to close any 

gaps in knowledge.   

Setting 

The simulation training took place in the Patient Simulation Lab at the School of 

Nursing at Queen’s University, during the Fall term of 2017 and the Winter term of 2018.  

Meetings were held with the Associate Director of the Undergraduate Nursing Program at 
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Queen’s University, to determine the appropriate time to conduct the simulation training 

for the participating students within their academic terms.  The researcher was also in 

contact with the Simulation Lab Manager at Queen’s University School of Nursing to 

check the lab availability during both terms.   

Sample  

Convenience (non-probability) sampling was used to recruit participants.  The 

targeted population included all undergraduate nursing students in the 4th year at Queen’s 

University during the Fall 2017 term and 3rd year students in the Winter 2018 term, who 

had completed their Nursing 370 (Family Centered Maternal Child Nursing Care) course.  

The eligibility criteria to participate were: a) students in their 4th year enrolled in the 

Bachelor of Nursing Science Program during Fall 2017 or students in their 3rd year 

enrolled in the Bachelor of Nursing Science Program during Winter 2018; and b) 

received previous education on the theoretical bases of PPD (Nursing 370). 

The sample size was calculated using the University of California San Francisco 

(UCSF) before-after study paired t-test sample size online calculator (University of 

California, San Francisco Clinical & Translational Science Institute, 2017), using the 

following inputs: α= 0.05, β= 0.20 (80%), = 0.4, S ( )= 1.00 and the recommended 

sample size was 49 participants.  In nursing education simulation-based research, effect 

size estimates are not often reported as part of the research.  The effect size (E) was set as 

0.4 as an estimate because it falls in the range that most nurse researchers use, which is 

small to medium effect sizes (0.25- 0.50) (Polit & Beck, 2017).  The recruitment plan 

involved all of the following by the principal researcher:  
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1. Flyers, with the research objectives and process, were posted in the School of 

Nursing at Queen’s University (see Appendix G for the Fall term and Appendix H 

for the Winter term flyer), which received ethical approval from Queen’s 

University and from the School of Nursing Research Committee.    

2. The research objectives and process were explained to 4th and 3rd year 

undergraduate nursing students in classes (N404, N325 and N305 classes) for 

approximately ten minutes, and students were invited to voluntarily participate.  

Sign-up sheets with the simulation session dates and times were provided in 

classes for students to register in the simulation sessions.  In the sign-up sheet, 

interested participants filled-in their contact information and chose their preferred 

date and time for participation in the simulation sessions.   

3. Professors who taught the 4th and 3rd year undergraduate nursing students during 

the Fall 2017/Winter 2018 terms were asked to post an “invitation to participate” 

on behalf of the principal researcher on onQ (Learning Management System).  

The invitation explained the study purpose, objectives and process.   

4. Students who participated in the study were asked after the debriefing session to 

invite other nursing students to participate (snowball sampling method). 

5. Participants were informed that they would receive Tim Horton’s gift cards ($5) 

as an appreciation for their participation. 

6. Participants were informed that they would receive certificates of attendance at 

the end of the simulation (see Appendices F and G).   

In the Fall of 2017 term, a total of 16 participants were recruited.  However, only 

three students participated in the research study in the Winter 2018 term.  The researcher 
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noticed a lack of enthusiasm when recruiting 3rd year students during the Winter 2018 

term.  Thus, in addition to the $5 Tim Horton’s gift card each participant received, a draw 

for larger prize of a $75 Amazon gift card was added and which included all participants 

from both terms.  This received approval from ethics, and was announced via onQ.  There 

were no students who showed interest in participating after the announcement of the large 

prize; however, to honour the declared rules, the draw was performed and the winning 

participant received the gift card.     

Instrument 

The key variables, attitudes and knowledge, were measured using The Perinatal 

Depression Monitor (PDM) instrument (Highet, Gemmill, & Milgrom, 2011).  The 26-

item tool was designed in 2009 to measure the awareness, attitudes and knowledge 

among lay people concerning antenatal and postnatal depression in a population-based 

survey in Australia (n= 1,201 participants).  In the questionnaire, the variable knowledge 

was intended to measure the participants’ knowledge regarding the: 1) prevalence; 2) the 

signs and symptoms; 3) the causes; and 4) the appropriate treatment of PPD.   The 

participants were also provided with twelve statements designed to capture attitudes 

regarding PPD, and was measured via a 5-point Likert scale (from “Strongly agree” to 

“Strongly disagree”).  The authors of the original version of the questionnaire did not 

report the reliability and validity of the questionnaire.  The researcher contacted these 

authors (Highet et al., 2011) via email for the questionnaire’s reliability and validity 

testing and scores, but the authors did not respond. 

The PDM instrument was modified to capture the desired outcomes of this study 

and to link the theoretical content of postpartum depression in the undergraduate nursing 
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student curriculum at Queen’s University.  Two questions were added to the 

questionnaire to measure confidence levels and communication skills.  To measure the 

participants’ perceived confidence levels, the participants were asked, “On a scale from 

one to five, how confident do you feel about screening and providing care for a 

postpartum woman?”  The responses could vary from, “not confident” to “completely 

confident”.   To measure the participants’ perceived communication skills they were 

asked, “On a scale from one to five, to what degree do you believe you are able to 

communicate with a postpartum woman?”  Responses could range from “not able to 

communicate” to “completely able to communicate” (see Appendix I). 

The demographic data, such as age and sex, were captured in the self-report 

questionnaire.  The year in the program, and regular track or accelerated standing track 

(AST) program, were also included in the questionnaire.   

The questionnaire was pre-tested to assess its readability and understandability 

among a group of three students who were recent graduates from the Bachelor of Nursing 

Science (BNSc) Program and currently enrolled in the Master of Nursing Science 

(MNSc) program at Queen’s University.   There were minor changes made to the 

questionnaire following the pre-testing and feedback from the three students (Appendix 

J).  These students’ responses were excluded from the data analysis and the students did 

not take part in the simulation training.    

Procedure 

Pre-simulation.  Initially, sign-up sheets were distributed among students (in 

class after presentations and on the students learning management system, onQ) with the 

schedule of the simulation sessions.  As the study progressed, the sessions were 
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scheduled when students registered.  A total of six simulation sessions with both 4th year 

and AST undergraduate nursing students were held during the Fall 2017 term, and a total 

of two sessions were held with 3rd year students during the Winter 2018 term. 

In the simulation, participants were expected to determine the signs and 

symptoms of PPD, screen for PPD using the Canadian version of the Edinburg Postnatal 

Depression Scale (EPDS), and collaborate with the patient to develop a plan of care.  The 

EPDS is a well-recognized international scale that is used widely by healthcare 

professionals when screening for PPD (O’Hara & McCabe, 2013).  According to the 

authors of the Registered Nurses’ Association of Ontario (RNAO) nursing best practice 

guideline on postpartum depression (2005), the EPDS is a well-tested patient self-report 

screening tool for postpartum depression (See Appendix K for the Canadian version of 

the EPDS).  The use of the EPDS screening tool is also recommended in the evidence-

informed nursing practice section in the maternal-child health-nursing course textbook 

that is currently used in the BNSc program at Queen’s University (Perry, Hockenberry, 

Lowdermilk, & Wilson, 2013).   

One week prior to their scheduled simulation session, the participants received the 

learner preparation package via email.  The package included the scenario and the 

learning objectives/assessment rubric of the simulation.  They were also reminded about 

their upcoming session one day prior to the scheduled session.   

Simulation.  Upon arrival at the simulation lab following informed consent, and 

prior to the simulation training session the participants were given 15 minutes to 

complete the self-report modified PDM questionnaire.  The questionnaire was intended to 

assess the participants’ knowledge, attitudes, perceived levels of confidence, and 
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communication skills (key variables).  The facilitator (researcher) provided a five-minute 

pre-briefing, which included an orientation to the simulation environment (scenario 

setting), roles of participants and expectations.  The participants were expected to 

complete the simulation in groups of three, but due to the low participation rate, there 

were groups of two and sometimes one participant per session.  In the sessions of groups, 

one participant played the role of the primary care nurse and the other one/two 

participant/s observed.  Each participant drew a paper randomly for assignment of their 

roles.  They then underwent the simulation scenario for 15 minutes.  The hybrid 

simulation training consisted of a standardized patient who played the role of the 

depressed mother and the low fidelity simulator, which was the newborn.  The scenario 

was of a woman who recently gave birth and is in the primary care clinic for her 

newborn’s 2-month well baby visit.  The mother manifested signs of postpartum 

depression (depressive symptoms) when approached by the student nurse.  Ideally, the 

participants would identify the symptoms as depressive symptoms to screen for 

postpartum depression using the EPDS.  They should then intervene based upon the 

assessment findings and collaborate with the mother to develop a plan of care (i.e.  offer 

local resources, such as support groups and follow-up).  After that, the researcher and the 

participants went through a ten-minute debriefing session, where the participants, their 

peers (observer participants), the researcher and the SP shared their feedback on the 

simulation scenario.  Debriefing followed the PLUS-DELTA method (University of 

Rochester Medical Centre, 2011).  The PLUS component is for the participants to 

identify what they believe went well and the DELTA component is for them to articulate 

where they believe they could have done better (International Nursing Association for 



 

 34 

Clinical Simulation and Learning [INACSL] - Standards Committee, 2016).  During 

debriefing, the facilitator also used the assessment rubric to discuss the learning 

objectives and outcomes with the participants after going through the simulation scenario.  

The facilitator also took notes during debriefing.  At the end, the participants were given 

15 minutes to complete the posttest questionnaire.   

Post-simulation.  After completing the posttest, each participant received a 

certificate of attendance (see Appendix L) and a $5 Tim Hortons gift card as in 

appreciation of their participation in the study. 

Data Analysis 

The quantitative data were coded and the Statistical Package for Social Sciences 

(SPSS) program (version 24.0) was used for statistical analyses.  The descriptive statistics 

(frequency, mean, median) were calculated for all key variables to assess for data 

normalcy, outliers, and missing data.  As per the recommended sample size of 49 

participants, it was planned to perform a paired t-test to compare the data from the pretest 

and posttest, however, due to the small sample size, only descriptive analysis was 

performed for all key variables.  The hypothesis was that there would be a difference 

between the students’ knowledge, attitudes, perceived levels of confidence and 

communication skills before and after experiencing the hybrid simulation training.  The 

demographic data were also assessed using descriptive statistics.  For the knowledge 

component of the questionnaire, each answer was coded separately as a dichotomous 

variable (yes/no).  The data from the pretest for all four key variables (knowledge, 

attitudes, confidence levels and communication skills) were compared with the data from 

the posttest.  The data from the debriefing, from both the researcher’s notes and the 
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debriefing tool, were evaluated by the researcher for patterns and analyzed as qualitative 

data.  As per the consultations with the NURS 370 course coordinator and the Associate 

Director of the undergraduate program, audiotaping during the simulation sessions was 

not used.  When analyzing the qualitative data, the researcher followed Creswell’s data 

analysis spiral (Creswell, 2013).  According to John Creswell (2013) the process of 

qualitative data analysis is an individualized process that does not necessary depend on 

following “distinct” steps (Creswell, 2013, p.  182).   The data analysis spiral includes 

organizing the data, reading and memoing, describing data into codes and themes, 

interpreting the data and representing the data (Creswell, 2013, p.182-188).   In this 

study, the researcher organized the data into Plus, Delta and Field Notes.   The researcher 

then read the data carefully and took notes.  In the notes, the researcher highlighted the 

main points from the students’ responses.   After that, the data were coded into codes.  

Examples of codes used were: “showing empathy” “benefits of using the EPDS screening 

tool” and “lack of confidence on resources”.   Codes were then used to generate themes.   

Finally, these themes were used to interpret the students’ experience in the simulation 

training.   

Ethical Considerations 

The research proposal was submitted to Queen’s University Health Sciences and 

Affiliated Hospital Research Ethics Board (HSREB) for review and approval, and 

approval was granted on October 16th, 2017 (Appendix M).   In addition to the Ethics 

Board approval, the research study proposal was also approved by the School of Nursing 

Research Committee at Queen’s University.   A consent form was obtained from all the 

participants.   The content of the consent form included the following: the study purpose; 
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goals; procedure; potential benefits and risks; right to withdraw; participants’ 

responsibilities; confidentiality agreement regarding the simulation content; and the 

contact information for the principal researcher and Ethics Chair (see Appendix N for the 

Letter of Information/Consent Form, and Appendix O for the Confidentiality 

Agreement).   

A number was assigned to each participant to ensure their anonymity, and consent 

forms were kept separate from the data in a locked cabinet.   The data was entered into an 

encrypted computer and password protected. 

The participants’ workload and timeframe were carefully considered to avoid any 

potential harm.  As stated before, several meetings with the Associate Director of the 

undergraduate nursing program were held to discuss the most appropriate time to 

integrate the simulation training (intervention) into the students’ Fall 2017 term without 

interfering with their term schedule.  Also, to ensure absolute voluntary participation, the 

simulation training was not part of any of the participants’ courses and was not graded.  

Due to the low participation rate in the Winter term of 2018, the researcher submitted an 

amendment to the HSREB.  In the amendment, the principal researcher requested to add a 

draw for a larger prize of a $75 Amazon gift card in addition to the $5 Tim Hortons gift 

card each participant was receiving.  The amendment was approved by the HSREB on 

March 13th, 2018 (Appendix P).  The draw included all participants from both Fall 2017 

and Winter 2018 terms. 
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Chapter 4  

Results 

The a priori calculated sample size was 49 participants, however only 19 students 

participated in the simulation training, or 38.8% of the required size.  The participants’ 

ages ranged between 20-25 years, and all identified as female except for one male.  Most 

of the participants (84.2%) had not previously participated in voluntary simulation 

training (Table 2).   

Table 2  

Demographic description of undergraduate nursing student participants in the terms Fall 
2017 & Winter 2017, n=19 

Demographic Characteristics n % Mean, Mode 
Age (years) 

20 
21 
22 
23 
24 
25 

missing 

 
3 
8 
1 
1 
3 
1 
2 

 
15.8 
42.1 
5.3 
5.3 

15.8 
5.3 

10.5 

21.8 yrs, 21 yrs 

Sex 
Female 

Male 

 
18 
1 

 
94.7 
5.3 

 

Year in Program 
3rd year 
4th year 

 
3 

16 

 
15.8 
84.2 

 

Education Track 
BNSc Accelerated Standing Track  

BNSc 4-year Track 

 
5 

14 

 
26.3 
73.7 

 

Previously participated in voluntary simulation 
Yes 
No 

 
3 

16 

 
15.8 
84.2 

 

 

Most of the participants were enrolled in the following courses: NURS 403 

Concepts of Acute and Critical Illness (84.2%); NURS 414 Management and Leadership 
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in Health Care (84.2%); NURS 404 Community Health Promotion Theory (73.7%); 

NURS 405 Practicum in Community Health Promotion (57.9%) and NURS 325 Complex 

Psychosocial and Mental Health Issues and Advanced Therapeutic Processes (42.1%) 

during the terms Fall 2017 and Winter 2018.  A number of students were enrolled in 

other courses as well, such as NURS 305, MICRO 270 and BCHEM 102 (see Appendix 

Q, Table Q1). 

Participants’ Knowledge on Postpartum Depression 

 When assessing the students’ knowledge on women’s mental health during the 

postnatal year, an overall high awareness of mental health during this period was found 

(Table 3).  The students were asked to identify the major health problems in the first 

postnatal year; all participants (100%) reported anxiety as a health problem in both the 

pretest and the posttest.  It was found in the literature that women with anxiety during and 

after pregnancy are more at risk for developing PPD (Zinga et al., 2005; O’Hara, 2009).   

In the pretest, students reported “unspecified depression” (57.9%) and 

“unspecified mental health problems” (57.9%), but none of them reported the specific 

term “postnatal depression” as a major health problem in the first postnatal year, whereas 

in the posttest, all (100%) identified the condition as a health problem (Table 3, Q1).  

Notably, students identified “postnatal depression” as a major mental health problem in 

the postnatal period in both pretest (100%) and posttest (94.7%) responses.   

When asked about major mental health problems (Table 3, Q2), 68.4% students 

identified other types of depression.  The overwhelming majority also answered that lack 

of sleep (94.7%), stress (94.7%) and lifestyle changes (84.2%) were major contributors to 

mental health conditions.  When asked about factors influencing maternal-fetal 
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attachment (Table 2, Q3), all participants reported depression (100%) and psychological 

well-being (100%) as influencing factors.  They also identified family support (100%) as 

an important factor in influencing maternal-fetal attachment.  The factors, such as being a 

mother for the first time (78.9%) and the mother’s age (57.9%), were the least reported 

factors influencing maternal-fetal attachment.  When asked about signs and symptoms of 

PPD (Table 3, Q4), the students reported a range of signs and symptoms of PPD.  They 

reported the symptoms of feeling sad/miserable and sleeping problems the highest 

(100%), which are found to be symptoms strongly associated with PPD (National 

Institute of Mental Health [NIMH], 2012). 

In regards to why women develop PPD (Table 3, Q5), all of the following causes 

increased in the posttest from the pretest: lack of support (73.7% Pretest; 100% Posttest); 

stress/pressure (73.7% Pretest; 94.7% Posttest); fatigue/lack of sleep (57.9% Pretest; 

94.7% Posttest) and not coping with infant demands (36.8% Pretest; 68.4% Posttest).  

The students had a high response to biological causes (94.7%) as one of the leading 

causes to PPD, and when asked about PPD treatment (Table 3, Q6), all of the students 

reported support groups (100%) as part of treatment for PPD in the pretest and the 

posttest.  The students also consistently reported family support in the pretest and posttest 

(89.5%).  The students’ responses to primary health care providers increased from the 

pretest (78.9%) to the posttest (94.7%); all listed interventions have been identified as 

effective in improving the health of women with PPD (O’Hara, 2009).  Refer to Table 3 

for all the frequencies of questions 1-6 in the knowledge section in the questionnaire. 
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Table 3  

Evaluation of Participants' Knowledge on Postpartum Depression, n=19 

Knowledge Pretest 
n (%) 

Posttest 
n (%) 

Q1.  Major health problems in the first postnatal year     
Blood Pressure 

Yes 

No 

 
8 (42.1) 

11 (57.9) 

 
5 (26.3) 

14 (73.7) 
Diabetes  

Yes 

No 

 
6 (31.6) 

13 (68.4) 

 
6 (31.6) 

13 (68.4) 
Nausea  

Yes 

No 

 
0(0) 

19 (100) 

 
1 (5.3) 

18 (94.7) 
Vomiting  

Yes 

No 

 
1 (5.3) 

18 (94.7) 

 
1 (5.3) 

18 (94.7) 
Fatigue  

Yes 

No 

 
16 (84.2) 
3 (15.8) 

 
17 (89.5) 
2 (10.5) 

Postnatal depression  
Yes 

No 

 
0(0) 

19 (100) 

 
19 (100) 

0 (0) 
Unspecified depression  

Yes 

No 

 
11 (57.9) 
8 (42.1) 

 
13 (68.4) 
6 (31.6) 

Anxiety 
Yes 

No 

 
19 (100) 

0(0) 

 
19 (100) 

0(0) 
Unspecified mental health problems 

Yes 

No 

 
11 (57.9) 
8 (42.1) 

 
12 (63.2) 
7 (36.8) 

Q2.  Major mental health problems in the 1
st
 postnatal year   

Lack of sleep 
Yes 

No 

 
15 (78.9) 
4 (21.1) 

 
18 (94.7) 

1 (5.3) 
Postnatal depression 

Yes 
No 

 
19 (100) 

0(0) 

 
18 (94.7) 

1 (5.3) 
Unspecified depression 

Yes 

No 

 
12 (63.2) 
7 (36.8) 

 
13 (68.4) 
6 (31.6) 

Stress 
Yes 

No 

 
17 (89.5) 
2 (10.5) 

 
18 (94.7) 

1 (5.3) 

Anxiety 
Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
18 (94.7) 

1 (5.3) 
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Lifestyle change 
Yes 

No 

 
17 (89.5) 
2 (10.5) 

 
16 (84.2) 
3 (15.8) 

Don’t know 
Yes 

No 

 
0(0) 

19 (100) 

 
0(0) 

19 (100) 
Q3.  Factors that influence maternal-fetal attachment   
Psychological well-being  

Yes 

No 

 
19 (100) 

0(0) 

 
19 (100) 

0 (0) 
Family support 

Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
19 (100) 

0 (0) 
Lack of social support 

Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
19 (100) 

0 (0) 
Depression 

Yes 

No 

 
19 (100) 

0(0) 

 
19 (100) 

0 (0) 
Substance abuse 

Yes 

No 

 
16 (84.2) 
3 (15.8) 

 
17 (89.5) 
2 (10.5) 

Lack of perinatal education 
Yes 

No 

 
16 (84.2) 
3 (15.8) 

 
16 (84.2) 
3 (15.8) 

First time a mother 
Yes 

No 

 
9 (47.4) 

10 (52.6) 

 
15 (78.9) 
4 (21.1) 

Mother’s age 
Yes 

No 

 
10 (52.6) 
9 (47.4) 

 
11(57.9) 
8 (42.1) 

Q4.  Signs & symptoms of postnatal depression   
Feeling sad/miserable 

Yes 

No 

 
19 (100) 

0(0) 

 
19(100) 

0(0) 
Lack of bonding/worry about bonding  

Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
17 (89.5) 
2 (10.5) 

Feelings of not coping 
Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
18 (94.7) 

1 (5.3) 
Isolation 

Yes 

No 

 
15 (78.9) 
4 (21.1) 

 
18 (94.7) 

1 (5.3) 

Feeling tired 
Yes 

No 

 
12 (63.2) 
7 (36.8) 

 
18 (94.7) 

1 (5.3) 
Feeling stressed/anxious 

Yes 

No 

 
12 (63.2) 
7 (36.8) 

 
18 (94.7) 

1 (5.3) 
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Loss of interest/pleasure 
Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
18 (94.7) 

1 (5.3) 
Sleeping problems 

Yes 

No 

 
16 (84.2) 
3 (15.3) 

 
19 (100) 

0 (0) 
Low self-esteem/confident 

Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
16 (84.2) 
3 (15.8) 

Mood changes/swings 
Yes 

No 

 
17 (89.5) 
2 (10.5) 

 
16 (84.2) 
3 (15.8) 

Anger 
Yes 

No 

 
13 (68.4) 
6 (31.6) 

 
15 (78.9) 
4 (21.1) 

Weight/appetite changes 
Yes 

No 

 
17 (89.5) 
2 (10.5) 

 
17 (89.5) 
2 (10.5) 

Irritability 
Yes 

No 

 
16 (84.2) 
3 (15.3) 

 
17 (89.5) 
2 (10.5) 

Don’t know 
Yes 

No 

 
0(0) 

19 (100) 

 
0(0) 

19 (100) 
Q5.  Causes of postnatal depression   
Biological causes 

Yes 

No 

 
18 (94.7) 

1 (5.3) 

 
18 (94.7) 

1 (5.3) 
Unprepared for transition to parenthood 

Yes 

No 

 
6 (31.6) 

13 (68.4) 

 
8 (42.1) 

11 (57.9) 
Lack of support 

Yes 

No 

 
14 (73.7) 
5 (26.3) 

 
19 (100) 

0 (0) 
Not coping with infant demands 

Yes 

No 

 
7 (36.8) 

12 (63.2) 

 
13 (68.4) 
6 (31.6) 

Stress/pressure 
Yes 

No 

 
14 (73.7) 
5 (26.3) 

 
18 (94.7) 

1 (5.3) 
Fatigue/lack of sleep 

Yes 

No 

 
11 (57.9) 
8 (42.1) 

 
18 (94.7) 

1 (5.3) 
Don’t know 

Yes 

No 

 
0(0) 

19 (100) 

 
0(0) 

19 (100) 
Q6.  Types of treatment for postnatal depression   
Family support 

Yes 

No 

 
17 (89.5) 
2 (10.5) 

 
17 (89.5) 
2 (10.5) 
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Primary health care provider 
Yes 

No 

 
15 (78.9) 
4 (21.1) 

 
18 (94.7) 

1 (5.3) 
Psychotherapy 

Yes 

No 

 
10 (52.6) 
9 (47.4) 

 
13 (68.4) 
6 (31.6) 

Counseling 
Yes 

No 

 
13 (68.4) 
6 (31.6) 

 
16 (84.2) 
3 (15.8) 

Antidepressants 
Yes 

No 

 
14 (73.7) 
5 (26.3) 

 
16 (84.2) 
3 (15.8) 

Support groups 
Yes 

No 

 
19 (100) 

0(0) 

 
19 (100) 

0(0) 
Don’t know 

Yes 

No 

 
0(0) 

19 (100) 

 
0(0) 

19 (100) 

 

 

In items #1 and #2 of the questionnaire, as part of the open-ended questions, the 

participants were also asked to list any other major health problems and major mental 

health problems in the first postnatal year (Table 4).   

Table 4  

Participants' lists of other major health problems and major mental health problems in the 
first postnatal year 

Q1.  List other major 
health problems in the 
first postnatal year 

Pretest 
n (%) 

8 (42.1) 

Posttest 
n (%) 

7 (36.8) 

 Changes in normal routine 
leading to inadequate sleep 
and/or nutrition 

Breastfeeding issues 

 Difficult time transitioning to 
life with a young child 

Coping issues 

 Lack of self-care Difficult time transitioning 

 Infection 
Malnutrition 
Pain 

Infection 
Malnutrition 
Pain 
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 Overwhelmed  
Sore breast from breastfeeding 

Postpartum psychosis 

 Postpartum hemorrhage Sleep problems 
Increased stress 

 Potential bladder issues 
Issues with incontinence 

Urinary incontinence 

 Stress 
Trouble adjusting/coping 

 

Q2.  List other major 
mental health problems in 
the first postnatal year 

Pretest 
n (%) 

7 (36.8) 

Posttest 
n (%) 

9 (47.4) 

 Panic attacks 
Withdrawal from social 
activities 

Anxiety 

 Postpartum depression 
Baby blues 
Difficult time transitioning to 
parenthood 

Failure to cope 

 Postpartum psychosis 
3 of 7 (42.9) 

Feelings of isolation 
Postpartum psychosis 

 Relationship/role disruption Lack of social support 
Not bonding well with baby 
Changes in appetite 

 Surgical complications  
 

Loneliness 
Confusion 
Lack of knowledge of baby 
care (anxiety) 

Postpartum psychosis 
2 of 9 (22.2) 

Worry or fear 
Hypochondria tendencies (is 
my baby sick?) 

 

Perceived Confidence Levels 

Using a 5-point Likert scale, the students were asked to evaluate their confidence 

level when screening/caring for a mother with postpartum depression (Table 5).  When 
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analyzing the data the item “Don’t know” was re-coded with the number 3 in all the 5-

point Likert scale questions to represent a neutral response on the scale.  In the pretest, 4 

students (21.1%) reported feeling “not confident” and 9 students (47.4%) reported feeling 

“mostly confident”.   In the posttest, no students reported feeling “not confident”, 12 

(63.2%) reported feeling “mostly confident”, and 2 (10.5%) reported feeling “completely 

confident”, with the mean score increasing from 2.73 to 3.57 (see Figure 2). 

 

 

Figure 2.  Perceived confidence levels reported by participants using a 5-point 
Likert scale, n=19
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Table 5 

Participants' self-reported confidence levels when screening/caring for a patient with postpartum depression, n=19 (n%) 

Confidence levels  

 1 2 3 4 5 Mean, Median & Range 

 Not confident Somewhat 
confident 

Don’t know Mostly 
confident 

Completely 
confident 

 

Pretest 4(21.1) 

 

6(31.6) 0(0) 9(47.4) 0(0) M 2.73, Md 2, Range 1-4 

Posttest 0(0) 5(26.3) 0(0) 12(63.2) 2(10.5) M 3.57, Md 4, Range 2-5 

 

Table 6  

Participants' self-reported communication skills when communication with a patient with postpartum depression, n=19 (n%) 

Communication skills  

 1 2 3 4 5 Mean, Median & Range 

 Not able to 
communicate 

Somewhat able 
to 

communicate 

Don’t know Mostly able to 
communicate 

Completely 
able to 

communicate 

 

Pretest 1(5.3) 

 

3(15.8) 0(0) 12(63.2) 3(15.8) M 3.68, Md 4, Range 1-5 

Posttest 0(0) 2(10.5) 0(0) 10(52.6) 7(36.8) M 4.15, Md 4, Range 2-5 



 

  

Perceived Communication Skills 

The participants were also asked to report their communication skills when 

screening/caring for a mother with postpartum depression (Table 6).  When examining 

their communication skills prior to the simulation training, one (5.3%) student reported 

feeling “not able to communicate” and 12 (63.2%) reported feeling “mostly able to 

communicate”. 

After the simulation training the scores improved, as no student reported feeling 

“not able to communicate”, while 89.4% reported feeling either “mostly able to 

communicate” or “completely able to communicate” when screening/caring for a mother 

with PPD, with mean scores increasing from 3.68 to 4.15 and range narrowing from 1-5 

to 2-5.  The change from pretest to posttest is shown below in Figure 3.   

 

Figure 3.  Pervieved communication skills reported by participants using a 5-point  

Likert scale, n=19 
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Attitudes Toward Postpartum Depression 

The students responded to 12 statements (Table 7), which assessed their attitudes 

toward postpartum depression.  All of the students, except for one (n=18, 94.7%), 

strongly agreed to the statement: “Nurses should assess early and often for mental health 

problems during the first year postnatal” after completing the simulation training, with 

the mean increasing slightly from 4.73 to 4.89 (Table 7, Q12).  They all also responded 

with either “agree” or “strongly agree” to the statement: “All women should be checked 

for depression in the postnatal period” in both pretest and posttest, with the mean of 4.84 

(Table 7, Q1).  Almost all of the students did not agree that depression is a normal part of 

pregnancy with posttest means of 1.57 (Table 7, Q2), or in the postnatal period with 

posttest means of 1.31 (Table 7, Q3).  There was a variation in the students’ responses to 

the statement: “Depressive symptoms during postnatal period rarely disappear without 

help from others” in both the pretest and posttest (Table 7, Q9).  Although the following 

statement “Women are significantly more likely to be admitted to a psychiatric hospital 

within the first 4 week postnatal than any other time in their life” (adapted from the 

textbook of the Queen’s Nursing course [Perry et al., 2013]), is correct and all students 

would have been taught it prior to the simulation training, the students’ responses varied 

with 26.3% disagreeing, 47.4% agreeing and 26.3% did not know what to respond (Table 

7, Q10).  Conversely, most of the students agreed with the statement: “Fewer than 33% of 

women with postnatal mood disorders, including postpartum depression, are detected by 

routine care”, which is also true and was also adapted from their course textbook (Table 

7, Q11).  Please refer to the descriptive statistics for the remainder of the 12 statements in 

Table7.   
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Table 7  

Frequencies and descriptive statistics of participants' perceptions/attitudes toward postpartum depression, n=19  
Attitudes  
 1 2 3 4 5  
 Strongly 

disagree 
Disagree Don’t know Agree Strongly 

agree 
Mean, Median & Range 

Q1.  All women should be checked for depression in the postnatal period  

Pretest 0(0) 1(5.3) 0(0) 1(5.3) 17(89.5) M 4.78, Md 5, Range 2-5 

Posttest 0(0) 0(0) 0(0) 3(15.8) 16(84.2) M 4.84, Md 5, Range 4-5 

Q2.  It is normal to be depressed during pregnancy 

Pretest 5(26.3) 13(68.4) 1(5.3) 0(0 0(0) M 1.78, Md 2, Range 1-3 

Posttest 11(57.9) 7(36.8) 0(0) 0(0) 1(5.3) M 1.57, Md 1, Range1-5 

Q3.  Depression in the postnatal period is a normal part of having a baby   

Pretest 16(84.2) 3(15.8) 0(0) 0(0) 0(0) M 1.15, Md 1, Range 1-2 

Posttest 13(68.4) 6(31.6) 0(0) 0(0) 0(0) M 1.31, Md 1, Range 1-2 

Q4.  Women with depressive symptoms during postnatal period can’t be good mothers 

Pretest 17(89.5) 2(10.5) 0(0) 0(0) 0(0) M 1.10, Md 1, Range 1-2 

Posttest 16(84.2) 2(10.5) 1(5.3) 0(0) 0(0) M 1.21, Md 1, Range 1-3 

Q5.  Depression in the postnatal period is not serious  

Pretest 14(73.7) 5(26.3) 0(0) 0(0) 0(0) M 1.26, Md 1, Range 1-2 

Posttest 19 (100) 0(0) 0(0) 0(0) 0(0)    M 1.00, Md 1, Range 1 

Q6.  It is only postnatal depression when you are thinking about suicide 

Pretest 17(89.5) 1(5.3) 1(5.3) 0(0) 0(0) M 1.15, Md 1, Range 1-3 
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 Posttest 17(89.5) 1(5.3) 1(5.3) 0(0) 0(0) M 1.15, Md 1, Range 1-3 

Q7.  It is only postnatal depression when you are thinking about harming the baby 

Pretest 16(84.2) 2(10.5) 1(5.3) 0(0) 0(0) M 1.21, Md 1, Range 1-3 

Posttest 17(89.5) 1(5.3) 1(5.3) 0(0) 0(0) M 1.15, Md 1, Range 1-3 

Q8.  Knowing how to look after a baby comes naturally to women 
Pretest 5(26.3) 13(68.4) 1(5.3) 0(0) 0(0) M 1.78, Md 2, Range 1-3 

Posttest 8(42.1) 9(47.4) 1(5.3) 1(5.3) 0(0) M 1.73, Md 2, Range 1-4 

Q9.Depressive symptoms during postnatal period rarely disappear without outside help 

Pretest 2(10.5) 5(26.3) 0(0) 8(42.1) 4(21.1) M 3.36, Md 4, Range 1-5 

Posttest 1(5.3) 6(31.6) 0(0) 11(57.9) 1(5.3) M 3.26, Md 4, Range 1-5 

Q10.  Women are more likely to be admitted to a psychiatric hospital in the 1
st
 month postnatal than any other time in their 

life 
Pretest 2(10.5) 5(26.3) 6(31.6) 6(31.6) 0(0) M 2.84, Md 3, Range 1-4 

Posttest 0(0) 5(26.3) 5(26.3) 9(47.4) 0(0) M 3.21, Md 3, Range 2-4 

Q11.  Fewer than 33% of women with postnatal mood disorders, including postpartum depression, are detected by routine 

care 

Pretest 0(0) 1(5.3) 6(31.6) 11(57.9) 1(5.3) M 3,63, Md 4, Range 2-5 

Posttest 0(0) 2(10.5) 4(21.1) 10(52.6) 3(15.8) M 3.73, Md 4, Range 2-5 

Q12.  Nurses should assess early and often for mental health problems during the first year postnatal 
Pretest 0(0) 0(0) 1(5.3) 3(15.8) 15(78.9) M 4.73, Md 5, Range 3-5 

Posttest 0(0) 0(0) 1(5.3) 0(0) 18(94.7)   M 4.89, Md 5, Range 3-5 
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Thematic Qualitative Findings  

From the thematic content analysis performed on the data gathered from both the 

PLUS-DELTA debriefing tool and the researcher’s field notes, themes were identified.   

There were three main themes and two sub-themes found within the PLUS (positive) 

category and two main themes were found within the DELTA (negative) category (Table 

8).  It is worthy to note that the researcher assigned a random number to each of the 

participants (didn’t assign them numbers from 1-19), which explains the existence of 

participant 36, 20 and 41.  From the total number of participants (n=19), there were 8 

participants who played the role of the nurse in the simulation scenario and 11 who were 

observers.   

Table 8  

Themes and sub-themes generating the thematic analysis performed on the qualitative 
data gathered from the PLUS-DELTA debriefing tool 

 PLUS  DELTA 
Theme 1 Therapeutic relationship  

Sub –themes:  
1. Empathy 
2. Communication skills 

Theme 1 Lack of knowledge on the 
Edinburgh Postnatal 
Depression Scale (EPDS) 

Theme 2 Use of standardized patient (SP) Theme 2 Lack of knowledge on 
available resources for 
postnatal depression 
patients 

Theme 3 Use of the Edinburgh Postnatal 
Depression Scale (EPDS) 

  

 

The first theme within the PLUS category is therapeutic relationship, which has two 

additional sub-themes: empathy and communication skills.  The students expressed that 

showing empathy to develop a therapeutic relationship with the patient (SP) is one of the 

positive things in the learning process during the simulation-training scenario.  One 

participant said, “Good job validating the patient, telling her she’s doing a good job and 
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has a healthy baby.  Probably doesn’t hear that a lot if she’s alone” (Participant 3).  The 

students also reported a positive experience practising their communication skills, such as 

eye contact and active listening.  One student summarized it as: “Developed a 

therapeutic relationship with client and was sensitive to needs (spoke in a low tone when 

told not to wake the baby)…used active listening with the client” (Participant 11).   

The use of a standardized patient was the second theme within the PLUS category.  

The standardized patient was also identified to be a positive attribute to the simulation-

training scenario.   One student articulated it as, “The use of the standardized patient 

went well because there was no bias and patient (SP) gave great feedback” (Participant 

1).  Finally, the use of the screening tool was the third theme within the PLUS category.  

The students reported that the use of the screening tool (EPDS) in the scenario was 

beneficial, as stated by some: “…Having the EPDS available to practice using the 

tool…” (Participant 36) and “…It was a great opportunity to practice communicating & 

using the depression scale” (Participant 1).   

Despite its benefits, the lack of knowledge on the use of the screening tool 

(EPDS) was the first theme within the category DELTA.  During the simulation scenario, 

some students hesitated to use the tool even after identifying signs and symptoms of PPD 

and paused to ask the facilitator (researcher) if they should use the tool or not.  Many 

students did not calculate the scores to the questions in the scale or did calculate them, 

but were not sure how the scale works.  Additionally, because of lack of knowledge on 

the scale, some students struggled to intervene accordingly until they found that the 

assessment findings and appropriate interventions are included at the back of the scale.  

The students expressed a gap in knowledge about how to the use the screening tool:  
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“Had not seen the scale before” (Participant 4), “…Would have followed the screening 

tool more closely.  Should have been more explicit that I was screening for postpartum 

depression…” (Participant 20), and “…Total the scores from the EPDS to determine 

mother’s risk and implement interventions appropriately…” (Participant 11).   Further, 

the lack of knowledge about the resources available for patients with postpartum 

depression was the second theme found within the category DELTA, captured by one 

student as: “…I didn’t feel very confident with my referral to outpatient resources in her 

community…” (Participant 41)    

 In the debriefing, the students expressed interest in seeing this simulation as part 

of their nursing curriculum, as expressed below by Participant 9: 

I loved getting feedback from the SP on our interaction, and getting to 

experience working through on a postpartum situation, something I 

didn’t see in my clinical or lab.  I enjoyed receiving feedback from my 

peers and I would love to see more sim like this in the nursing 

curriculum.  (Participant 9)  

Another student stated:  

…very safe and friendly experience, feel more confident in identifying 

PPD, I wish this simulation would have been offered in NURS 370 or 

NURS 371 as PPD is a problem that students are aware of, but are 

unable to screen and can feel uncomfortable asking in patients as this 

was not taught in lecture or clinical… I would highly recommend this 

simulation for future NURS 370 and NURS 371 courses as it better 

prepared students on how to address PPD.  (Participant 5) 
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Finally, Participant 1 indicated, “I would recommend using this as a mandatory 

component of NURS 370.  I think having the opportunity to deal with a standardized 

patient with postpartum depression is beneficial (so we don't experience this sensitive 

topic for the 1
st
 time in clinic)”.   
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Chapter 5 

Discussion 

As described in the introductory chapters, early recognition of the signs and 

symptoms of postpartum depression is important for its treatment (O’Hara & McCabe, 

2013; Segre et al., 2014), and nurses are encouraged to screen for PPD early and often 

(Registered Nurses’ Association Ontario [RNAO], 2005).  At the time of this study, the 

investigator could not find any research on curricular approaches to instruct nursing 

students about screening for PPD.  This study sought to fill that gap and to expand 

research in this area specifically on this topic.  The purpose of this quasi-experimental 

study was to explore the use of simulation training for teaching undergraduate nursing 

students how to identify signs and symptoms of PPD, to use the EPDS to screen for PPD 

and to provide care for women with PPD.   

This study was guided by a theoretical framework informed by Miller’s (1990) 

Pyramid of Clinical Competence.  The researcher adapted this model into the design of 

this study.  In the model, students advance through each level in the pyramid, starting 

from the Knows level, where they collect the necessary knowledge, to the Knows How 

level, where they master the necessary skills, then to the Shows How level, where they 

demonstrate their knowledge and skills, and finally to the Does level, where they practise 

with more competence and confidence.  The key findings from this study will be 

presented in this chapter, within the structured approach of the theoretical model adapted 

to the students’ learning experiences of PPD through simulation.  Also in this chapter, the 
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implications for nursing, the limitations of the study, and the final conclusions are 

included. 

Knows Level 

The Knows level is where knowledge is absorbed and acquired.  The students 

must attend to the Knows level to gain sufficient knowledge about PPD, attitudes, 

communication and use of the screening tool, which are all essential for their progress to 

the Knows How and Shows How levels.  In the learning process of PPD through 

simulation, knowing effective communication includes knowledge about what is a 

therapeutic relationship and what constitutes communication skills necessary to establish 

such a relationship with a patient.  With attitudes, knowing includes being aware of self-

beliefs and attitudes toward patients with postpartum depression.  Lastly, with the use of 

the EPDS, knowing includes understanding basic knowledge about the tool, such as: what 

is the EPDS; what it is used for; and when it is used.  This learning and knowledge 

attainment should be done pre-simulation.  Thus, the students in this study did not receive 

any theoretical preparation on PPD as part of the research study.  Their knowledge was 

derived from the theoretical content previously received in their coursework.   

Knowledge.  When Tyer-Viola et al.  (2012) assessed midwifery students’ pre- 

and post-knowledge between a control group and an experimental group who underwent 

simulation-based education, no significant difference was found in the knowledge scores 

for both groups.  The format of knowledge questions was short answers instead of the 

multiple-choice questions used in most simulations, and the questions required the 

students to use their context-based judgment in respond to the critical rapid scenario, 

which can explain the lack of a significant difference in students’ knowledge scores.  
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While the current study did not have a control group, similar to Tyer-Viola and 

colleagues’ findings, no difference was found in the students’ knowledge between the 

pre- and post-test, with one exception.  Students’ responses substantively changed related 

to identifying postnatal depression as a major health problem, as no one noted it in the 

pretest (Q1), yet in the posttest each student identified it as a problem.   

Interestingly, prior to the simulation, all participants considered postnatal 

depression a major mental health problem (Q2), but after the simulation training, they 

reconsidered it as a major problem affecting women’s general health as well (Q1).  

Admittedly, the difference in the students’ responses to postnatal depression could be due 

to the wording and the sequencing of the questions, where the word “mental health” 

might have affected the students’ responses.  Eventually, students considered postnatal 

depression a concerning problem in the first postnatal year both for the general and 

mental health of women after experiencing the simulation scenario.   

Overall, the students showed substantive knowledge about women’s mental health 

conditions and PPD during the first year postnatal, prior and post the simulation training.  

Over 80% of the students reported lack of sleep, stress and lifestyle changes as risk 

factors for PPD.  These conditions are considered true risk factors that could negatively 

affect the psychological well-being of the mother and may lead to mental health problems 

(O’Hara, 2009; Zinga et al., 2005).  All students perceived family support, lack of social 

support and depression as influencing factors to the infant-maternal attachment.  In fact, 

lack of social support and history of depression or baby blues are considered moderate to 

strong factors associated with PPD (Lee & Hung, 2016; O’Hara, 2009; Safadi et al., 

2016).  Postpartum depression is known to be rarely treated without help from others, 
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whether from healthcare providers or family (O’Hara, 2009).  Students perceived family 

support and support groups as key to treatment for women with PPD.  As for the role of 

primary healthcare providers in the treatment, approximately 80% of the students 

perceived primary healthcare as important in the treatment of PPD in the pretest, with 

94.7% agreeing in the posttest.   

In considering the theoretical model, knowledge forms the basis of the pyramid in 

the Knows level.  The students in this study’s small cohort displayed a strong knowledge 

base about postpartum depression, including its risk factors, signs and symptoms and 

treatment.  With that strong knowledge foundation on PPD (as demonstrated in the pre- 

and post-tests), students could proceed to the next level in the pyramid - Knows How – 

and to use that knowledge effectively.   

Attitudes.  Positive attitudes toward postpartum depression screening and 

intervention were also found.  After the simulation, students believed that all women 

should be checked for depression in the postnatal period and perceived it necessary for 

nurses to screen early and often for mental health issues during that period.  In addition, 

in comparison to what was reported by Highet et al.  (2011) using the same tool to assess 

awareness of PPD in the general population in Australia (n=1201), these students 

demonstrated greater acknowledgement of postpartum depression as a mental health issue 

when assessed prior to and post the simulation training than the reported attitudes among 

Australians.  In this study, all students either strongly disagreed or disagreed to the 

statements: “it is normal to be depressed during pregnancy” and “depression in the 

postpartum period is a normal part of transitioning into motherhood”, whereas 52% of the 

Australian population perceived it to be normal for women to feel depressed during 
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pregnancy and 23% perceived depression to be a normal part of having a baby.  The 

students’ healthcare educational background and the theoretical foundation they 

previously received on postpartum depression in the NURS 370 course provides rationale 

for this difference.  The students’ awareness of self-beliefs and attitudes toward PPD fit 

in the Knows level within the pyramid as well.   It was clear that students in this study 

were ready to use their well-founded knowledge and positive attitudes toward screening 

for PPD in the next level in the pyramid of clinical competence, the Knows How level.    

Knows How Level 

 After obtaining knowledge, students must progress to the Knows How level.  In 

this study, both the use of communication techniques and the EPDS appropriately fit into 

the Knows How level.  For communication, knowing how to effectively communicate 

with a patient to build a therapeutic relationship is crucial to screen for PPD.  By learning 

how to approach patients to perform assessments and communicate findings, one begins 

to use knowledge for the identification of nursing interventions for PPD.  For the 

screening tool, it includes knowing how to implement the tool, specifically, how to 

calculate a score and how to intervene as a nurse using the assessment findings.   

Communication skills.  In this study, students demonstrated a range of 

communication skills, such as active listening, eye contact, comforting voice tone, and 

use of empathy.  These skills guided the students to know how to communicate with a 

mother manifesting depressive symptoms and at risk for PPD.  The students validated 

their communication abilities when they demonstrated their communication skills in the 

simulation training.  After their experience in the simulation training, 52.6% students 

responded with “mostly able to communicate” and 36.8% responded with “completely 
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able to communicate” with a mother with PPD.  Alongside the improvement of the 

students’ perceived communication skills after the simulation training, in the debriefing 

sessions all students considered practising communication skills in the scenario helpful. 

 These study participants believed that communicating with the mother in the 

scenario was essential to identifying depressive symptoms.  They also believed that this 

strategy aided to better understanding the mother’s psychosocial condition, current 

motherhood practices and any possible harmful behavior; all of which were important to 

the nursing assessment.  In addition, they found that communicating with the mother was 

essential before introducing the topic of PPD and their intention to use the EPDS to 

screen for possibilities of PPD.  Moreover, the students considered this simulation to be a 

helpful practice in caring for the mother with depressive symptoms using the findings 

from the EPDS scale. 

 Another key finding to communication was the use of the standardized patient 

(SP).  The use of a SP in scenarios where students are expected to communicate with the 

patient has also been reported to provide them with better engagement and thus a better 

simulation experience (Alexander et al., 2017; Karlsen et al., 2017).  When Shorten et al.  

(2016) used two different modalities (high-fidelity manikins and standardized patients) in 

their simulation scenarios of demonstrating communication skills with the patient during 

a postnatal assessment, students reported confusion when communicating with a manikin.  

Better engagement was evident when communicating with the SP because the modality 

provided them with a more realistic communication experience.  Similar findings were 

found when Luctkar-Flude, Wilson-Keates, and Larocque (2012) compared 

undergraduate nursing students’ self-efficacy, learning satisfaction and performance 
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behaviors using three learning modalities: High-fidelity human simulators (HFS), 

Standardized Patient (SP) and Community Volunteer (CV), in a health assessment course 

at Queen’s University.  They found that participants in the SP (M: 19.5) and CV (M: 

21.63) groups reported higher self-efficacy with health assessment skills than the 

participants in the HFS (M: 18.79) groups.  Students also reported slightly higher 

satisfaction in learning modality with SPs (M: 41) than HFS (M: 40.86); interviewing 

skills (SP [M: 4.29] HFS [M: 3.93]); feedback (SP [M: 4.36] HFS [3.86)]) and realism of 

interactions (SP [M: 4.21] HFS [M: 3.5]), which is explained by the greater perception of 

realism that the SP provides (Luctkar-Flude et al., 2012).   Similarly, students in this 

study found the use of SPs was key to the communication experience and made the 

scenario feel real to them.  They also reported that getting feedback from the SP on their 

communication techniques was helpful.   

Use of the Edinburgh Postnatal Depression Scale (EPDS).  The EPDS is an 

international, well-recognized screening tool for postpartum depression.  As evidence-

informed nursing practice, the RNAO (2005) recommends the use of the EPDS to screen 

for PPD.  Evidence regarding the reliability of the EPDS screening tool was obtained.  

According to the RNAO guideline, the screening tool was tested for validity by Cox et al.  

(1987) and the following was found: Sensitivity (proportion of women correctly 

classified as suffering from a depressive disorder) of 86%, Specificity (proportion of 

women who correctly classified as not experiencing depression) of 78% and Positive 

Predictive Value (PPV) (Percentage of women who score in the depressed range on the 

scale who are diagnosed as depressed) of 73% (Cox et al., 1987).  The EPDS was also 

compared with other depression self-report tools, such as the Beck Depression Inventory 
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(BDI) and was found superior in its performance (RNAO, 2005).  Despite the guideline, 

only one student reported previously using the EDPS.  The students reported learning 

about the scale in their NURS370 course, but had not seen it or practised it prior to this 

simulation training.  Having the necessary knowledge about the screening tool and 

knowing how to effectively use it, always precedes showing how to use it.  In this study, 

most students reported lack of knowledge about how to use the EPDS; for example, they 

discussed the importance of introducing the scale to the mother before using it for 

screening, but due to their lack of knowledge on how to use the EPDS, they failed to do 

that.  Also, some students struggled to recognize the appropriate interventions for the 

assessment findings from the scale.  The gap found in the students’ Knows How level on 

the use of the EPDS clearly demonstrated a barrier for students to move to the Shows 

How level, where simulation is situated.  Knowing how to use the scale includes knowing 

how it works (i.e.  self-reported by the patient, scores calculated by the nurse, scores 

reflected at the back of scale).  Ideally, the scale could be practised in class or skills lab, 

where students use the Canadian version of the EPDS step-by-step prior to applying it in 

a simulation lab.  Following that, students should be able to show how to use the scale to 

screen for PPD through the simulation with a SP.  However, because this simulation 

training was the first experience for most of the participating students to use the scale to 

screen for PPD, the simulation experience was best positioned at the Knows How level.   

Perceived confidence level.  The improvement found in students’ perceived 

confidence after experiencing the simulation training in this study, matches what was 

found in the literature.  The practising of nursing care scenarios through simulation-based 

education is reported to increase students’ confidence levels (Tyer-Viola et al., 2012).  In 
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the posttest, 63% of the students responded with mostly confident to screen/care for a 

mother with PPD compared to 47% only in the pretest.  Postpartum depression is one of 

the conditions that students might not get the chance to experience during their clinical 

hours, which was also revealed by students in this study.  The simulation scenario 

provided them with the opportunity to practise screening and caring for a mother with 

PPD in a safe environment, which increased their confidence levels and better prepared 

them to face similar scenarios in their clinical training or nursing practice in the future 

more confidently.   

Although previously discussed in Chapter Two that simulation aligns with the 

Shows How level in the pyramid, in this study a gap was found between the levels Knows 

How and Shows How.  From the research simulation experience, it was determined that 

students were not ready for the Shows How level in regard to reported communication, 

use of the EPDS and perceived confidence; they instead were in the Knows How level.  

This is explained by the fact that this simulation experience was the first time for all 

participating students, except one, to practise a scenario involving PPD.  Therefore, it is 

argued that in this simulation experience, students did not reach the Shows How level in 

the pyramid of clinical competence.  The lack in students’ knowledge on the use of the 

EPDS screening tool, communication skills and confidence levels when screening and 

providing nursing care for a mother with a PPD resulted in a gap between the Knows 

How level and Shows How level in the Pyramid of Clinical Competence (see Figure 4 

below). 
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Gap 
found 

 

Figure 4.  The gap found in the Pyramid of Clinical Competence as adapted to this 
study’s findings 

  

Implications for Nursing 

Research 

The findings from this study provided an overview on the potential positive 

impact of the use of simulation training on the undergraduate nursing students’ attitudes, 

confidence levels and communication skills.  It indicated that simulation training 

positively increased the students’ perceived confidence and reported communication 

skills.  It also demonstrated an overall positive attitude of the undergraduate nursing 

students toward postpartum depression screening.  The students considered depression as 
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not normal during both pregnancy and the postnatal period, and that all women in the first 

postnatal year should be assessed for depression.   

Education: Bridging Theory to Nursing Practice 

 There were variations in the students’ responses to the following statements from 

their textbook in NURS 370: a) women are significantly more likely to be admitted to a 

psychiatric hospital in the postpartum period than any other time in their life, b) fewer 

than 33% of women with postpartum mood disorder including postpartum depression are 

diagnosed during routine assessments, and c) depressive symptoms during postpartum 

period rarely disappear without help from others.   These variations can be explained 

partially by the length of time between receiving the theoretical content on PPD and the 

simulation scenario (4th year students completed their NURS 370 course a year prior to 

the simulation and 3rd year student completed it one term prior the simulation).   

Nurses have identified lack of training skills as a barrier to screening for 

postpartum depression (Sanders, 2006; Sofronas, 2011).  It has also been found that 

nurses with higher confidence levels to screening for PPD are less likely to report barriers 

to screening.  In this study, the researcher created and tested a simulation scenario that 

was found to potentially positively affected the participating undergraduate nursing 

students’ reported communication skills, perceived confidence levels and attitudes toward 

PPD.  It is suggested that this ready-to-use simulation scenario from the research project 

can be adapted into the nursing curricula of undergraduate nursing students at Queen’s 

University.  Learning through simulation will further increase the students’ skills and 

confidence to screen and care for mothers with postpartum depression.  The simulation 

scenario in this study provided the students with the opportunity to practise their 
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communication skills with a standardized patient, to use the EPDS screening tool to 

screen for PPD and to develop a plan care.  Learning by doing in a safe environment, 

such as the simulation lab, will provide students with the opportunity to link the 

theoretical content they receive on postpartum depression with practice; ultimately, such 

simulation opportunities should better prepare them for providing appropriate nursing 

care for mothers with or at risk for postpartum depression.  The researcher created this 

simulation scenario after getting involved in simulation scenarios development and 

implementing process with expert scholars in this area.  The simulation scenario 

developed by the researcher in this study provides further advancement to the education 

of undergraduate nursing students about postpartum depression.   

Limitations 

There are several limitations found in this study.  First, the small sample size 

prevented inferential analysis of the proposed research question.  Second, the single 

setting prevents any generalization to other Schools of Nursing.  Exploring the use of 

simulation training in multiple settings would have required more time and resources that 

were beyond the scope of this master’s research work.  Finally, the 5-point Likert scale in 

the questionnaire should be revised.  The researcher used a 5-point Likert scale to 

measure the students’ perceived confidence levels, perceived communication skills and 

attitudes toward postpartum depression.  In the scale, the number five reflected the 

answer “Don’t know”, which could have potentially affected the students’ responses to 

the scale.  The response “Don’t know” should have been reflected as a three in the scale.  

However, after reviewing the students’ responses, it was clear that the students were not 
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confused by this representation of the item and chose the answer “Don’t know” 

purposefully when needed.  Therefore, the scale was recoded and the response “Don’t 

know” was re-coded with the number 3.  It is advisable to use this coding of the scale in 

future use of the questionnaire.  It is also worthy to note that the sample could be biased 

as those who were more confident in knowledge in PPD volunteered to participate in the 

study.   

Recommendations 

Research 

Further research in this area is still needed.  Exploring the use of simulation to 

teach postpartum depression with a larger sample size is recommended in future work to 

allow for inferential testing of the findings.  Researchers can offer a piece of technology 

or nursing equipment to encourage students to participate and increase the number of 

participants in future works.  It is also recommended that the same study design be used 

in different settings and the findings compared between settings, as it can offer more 

generalizability of the findings. 

Further investigation with both an experimental group and a control group (who 

don’t receive simulation-based education in addition to their traditional content on PPD) 

to show any differences in the effect of simulation on the knowledge, attitudes, perceived 

confidence levels and communication skills between undergraduate nursing students who 

experienced simulation training and those who did not, is also advisable.  When using the 

simulation scenario offered in this study for both research and education purposes, it is 
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advisable to include the EPDS screening tool in the learner preparation package for the 

students to prepare for screening for PPD using the tool.   

Education 

The study’s findings suggest a positive learning experience of simulation-based 

education for both 4th year and 3rd year undergraduate nursing students at Queen’s 

University.  Also, the participating students in this study expressed benefits to the 

inclusion of this simulation training as part of the maternal-child nursing health course at 

Queen’s University, as indicated by their open-ended responses.  Therefore, it is 

recommended to integrate this simulation scenario into the NURS 370 course curriculum 

in the 3rd year undergraduate nursing program at Queen’s university.  It is also advisable 

to develop a similar more complex scenario to integrate in the nursing curricula of the 4th 

year undergraduate nursing students to better enrich the students’ simulation-based 

experience.  Including this simulation scenario as part of the students’ course work may 

allow the students to function at the Shows How level and reduce the gap found between 

PPD content in theory and practice. 

Conclusions 

For nurses to efficiently screen for PPD, it is important to eliminate barriers to 

screening, such as lack of knowledge and skills.  This quasi-experimental design study 

offered senior undergraduate nursing students the opportunity to validate their knowledge 

and practise their skills of screening for postpartum depression through simulation 

training.  The participating students went through a simulation scenario of a postpartum 

woman attending a primary care clinic for her infant’s 2-month well baby visit and 
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presenting with depressive symptoms.  Students practiced identifying signs and 

symptoms of postpartum depression, used their judgment to use the EPDS to screen for 

PPD, shared the assessment findings from the scale, intervened accordingly and 

collaborated with the mother to develop a plan of care.  No descriptive differences were 

found in students’ knowledge on PPD between the pretest and posttest; rather, the 

students’ strong knowledge base and positive attitudes toward screening for PPD found in 

both the pretest and posttest formed a well-founded base for the Knows level of the 

Pyramid of Clinical Competence.  The students in this study had yet to progress to the 

Shows How level in the pyramid.  In order to fill the gap found in this study between the 

Knows How level and the Shows How level in the pyramid, it is suggested that 

undergraduate nursing students be exposed to simulation training on PPD screening at the 

time they receive theoretical content on PPD. 
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Appendix A.  Literature Review Search Strategy 

 

 Databases Keywords Boolean Keywords Results 

Search 1/ 

*Limited to 

English 

language *No 

years limit 

 CINAHL  
 MEDLINE 
 PsychInfo 
  ERIC 
  Joanna Briggs 

Institute EBP 
 

 Postpartum 
depression, 

 Postpartum care  
 Postnatal depression 

 

OR 
Then 
AND 

 Simulations 
 Simulation training 
 Sandardized Patient 
 Standardised Patient  
 Patient simulation 

*Combined with the 
Boolean “OR” 

 
    1 result, which is Costello,  
    Antinaja-Faller and Hedberg  
    (2012) 

Search 2/ 

*Limited to 

English 

language *No 

years limit 

 CINAHL  
 MEDLINE 
 PsychInfo 
  ERIC 
  Joanna Briggs 

Institute EBP 
 

 Maternal-Child 
Health 

  Maternal-Child 
Care 

 Maternal-Child 
Nursing 

 Women’s Health 
 Obstetric Nursing 

OR 
Then  
AND 

 Simulations 
 Simulation training 
 Sandardized Patient 
 Standardised Patient  
 Patient simulation 

*Combined with the 
Boolean “OR” 

 
 
 118 Overall 

Search 3/ 

*Limited to 

English 

language *No 

years limit 

 CINAHL  
 MEDLINE 

 

 Student attitudes 
 Nurse attitudes 
 Students perception 
 Nurses perception 

OR 
Then 
AND 

 Postpartum depression  163 Qualitative 
 30 Quantitative 

Table A1 
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Appendix B.  Definitions of Simulation Types 

Table B1  

Task Trainer 

Simulation 

 

 

 

 

 

 

The use of basic simulator (not a full body manikin) to allow 

students to practise procedural skills before working with live 

patients.  Examples: 

 Chest tube insertion trainers 

 Blood pressure cuff simulator 

 IV trainers 

 Arterial puncture arms 

Manikin-based 

Simulation 

It includes low, medium and high fidelity simulation.  The level 

of fidelity refers to the technological abilities of the manikin that 

ranges from a static manikin used to practise technical skills to a 

manikin that shows dynamic vital signs, communicates, blinks 

and cries.   

Computer-based 

Simulation 

 The use of virtual/digital devices to simulate a true to life 

sensation.  It is a self-directed training process to train students 

on both procedural skills as well as scenarios with virtual 

patients.   

Standardized 

Patient 

Simulation 

The use of actors who recreate an actual patient and 

communicate in realistic and consistent manner.  It enhances 

realism, communication skills, history taking skills, physical 

examination techniques and ethical dilemmas.   
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Appendix C.  NURSING 370 Course Description 

COURSE DESCRIPTION NURSING 370 

   Title: Family Centred Maternal Child Nursing Care 

          Date: 2016–2017 (Fall or **Winter Term) 
Course Description: This theory course introduces the student to family-centred 
maternal and child nursing.  A systems-based conceptualization of the family and a 
family conceptual and assessment model is used to examine social, psychological, and 
cultural influences on the family in contemporary society.  This course focuses on 
nursing care of the family during the normal childbearing cycle and nursing care of the 
family with children.  Discussion includes nursing care of the family during pregnancy, 
labour, birth and postpartum, as well as prevention and care of selected health alterations 
in children.  6 hours lecture per week; 6 credit units course weight.   
Rationale and Course Description 

This course provides a family centred nursing perspective for understanding the roles of 
nurses in providing care for a) individuals as members of families, and b) the family as 
an inter-dependent unit.  Theoretical perspectives underpinning family nursing will be 
examined.  This course reviews the Calgary Family Assessment Model and relevant 
theories underlying the model.   The special needs of children and youth of families 
during their reproductive years will be examined.  Ethical and legal issues related to 
caring for children and their families will be discussed.  Attention will be given to the 
cultural dimension of family structure, function, and health.  The course content focuses 
on an orientation to family nursing and to understanding the family as a unit; the care of 
child bearing families; and the care of families with children or adolescents.  Family 
Theory classes include lectures, seminars and student group work.  Students are expected 
to become engaged in the material the course presents by participating in the class group 
work and doing the assigned readings before each class.   

Major Curricular Concepts and Sub Concepts Addressed in the Course 

The five major nursing foundational concepts are: quality, health, client, environment, 
and transitions.  Each concept has related sub-concepts.  This course addresses the 
following major curricular concepts and sub-concepts of the Nursing program: 

 Quality; caring, evidence-informed practice, evidence-informed practice, 
interprofessional collaborative practice, leadership 

 Health; disease prevention, health promotion, health protection, patient safety 
 Client; community/population, determinants of health, Individual and family 

therapeutic relationships 
 Environment; cultural competence, political 
 Transitions; developmental, health/illness, situational 

Week 
8 

Maternity 
Nursing 
Theory 

Focus: Postpartum Care of 
the Mother 

Perry, Hockenberry, Lowdermilk & 
WilsonChapters : 20 and 21.   
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Appendix D.  Learner Preparation Package 

 

 

 

 

 

Postpartum Care 

LEARNER PREPARATION PACKAGE 

 

BRIEF SUMMARY OF CASE 

 
36-year-old woman attending a 2-month well baby visit.  Her partner is a military 
officer who was deployed to Korea (for 6 months) one month before the baby 
was born.   

 

A.  SCENARIO LEARNING OBJECTIVES 
Do (Verb)  What (Content)  For What (Effect)  

Develop 
 

A therapeutic relationship with a postpartum 
client 
 

To identify their physical, 
psychosocial, and emotional 
needs. 

Implement Appropriate assessment tools To effectively determine risks (for 
postpartum depression, self-harm, 
harm to baby) 
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Communicate Essential data to patient  To inform patient about 
assessment findings 

Collaborate With the patient To develop a plan of care 

Document With appropriate terminology and 
documentation tools  

To record events accurately, 
completely and in a timely 
manner 

Reflect 
 

On one’s own values and beliefs regarding 
mental health issues 

To determine one’s own ability to 
interact effectively and manage 
care in a mental health crisis. 

 

B.  Learning Outcome Assessment / Rubric 
Competency 
(Do What For What) 

Demonstrated attributes align 
with required competency 

Demonstrated attributes need some 
improvement to align with 
required competency  

Demonstrated attributes need 
major improvement to align 
with required competency 

Develop a therapeutic 
relationship with a 
postpartum client to 
identify their physical, 
psychosocial, and 
emotional needs 

 Interacts effectively 
with the client, using a 
variety of appropriate 
communication 
techniques 

 Client likely to respond 
to questions 

 

 Interacts somewhat 
effectively with the client, 
using limited 
communication techniques 

 Client less likely to 
respond to questions 

 Does not use 
appropriate 
communication 
techniques to interact 
with the client 

 Client not likely to 
respond to questions 

Implement appropriate 
assessment tools to 
effectively determine 
risks (for postpartum 
depression, self-harm, 
harm to baby) 

 Selects all appropriate 
assessment tools 

 Implements assessment 
tools in appropriate 
order 

 Administers tools in a 

 Selects some appropriate 
assessment tools 

 Implements assessment 
tools in less appropriate 
order 

 Administers tools in a 

 Does not select 
appropriate assessment 
tools 

 Implements assessment 
tools in inappropriate 
order 
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manner that reflects the 
needs of the client 

 

manner that somewhat 
reflects the needs of the 
client 

 Administers tools in a 
manner that does not 
reflect the needs of the 
client 

Communicate essential 
data to patient to 
inform patient about 
assessment findings 

 Immediately 
recognizes assessment 
findings indicate a 
need to collaborate 
with patient  

 Data used accurately 
reflects the patient’s 
current condition 

 Reports evidence in a 
way that promotes the 
urgency of the 
situation 

 Immediately recognizes 
assessment findings 
indicate a need to 
collaborate with patient  

 Data used accurately 
reflects the patient’s 
current condition 

 Reports evidence in a way 
that promotes the urgency 
of the situation 

 Does not recognizes 
assessment findings 
indicate a need to 
collaborate with patient  

 Data used accurately 
reflects the patient’s 
current condition 

 Reports evidence in a 
way that promotes the 
urgency of the situation 

Collaborate with 
patient to develop a 
family centered plan of 
care 

 Explores relevant 
resources with patient 

 Establishes goals of 
care that align with 
patient preferences and 
values, and family 
context 

 Presents relevant resources 
with patient 

 Establishes goals of care 
that somewhat align with 
patient preferences and 
values, and family context 

 Does not explore 
relevant resources  

 Does not establish 
goals of care that align 
with patient 
preferences and values, 
and family context 

Document with 
appropriate 
terminology and 
documentation tools to 
record events 
accurately, completely 
and in a timely manner 

 Always uses 
appropriate 
terminology and 
documentation tools 

 Always records events 
accurately, completely 
and in a timely manner 

 Sometimes uses 
appropriate terminology 
and documentation tools 

 Sometimes records events 
accurately, completely and 
in a timely manner 

 Does not use 
appropriate 
terminology and 
documentation tools 

 Does not record events 
accurately, completely 
and in a timely manner 
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Reflect on one’s own 
values and beliefs 
regarding mental 
health issues to 
determine one’s own 
ability to interact 
effectively and manage 
care in a mental health 
crisis. 

 Able to identify gaps in 
knowledge 

 Develops an 
appropriate plan to 
address knowledge 
gaps 

 Requires minimal 
guidance to develop 
appropriate plan to 
address knowledge 
gaps 

 Able to identify some gaps 
in knowledge 

 Requires guidance to 
develop appropriate plan to 
address knowledge gaps 

 

 Unable to identify gaps 
in knowledge 

 Unable to develop an 
appropriate plan to 
address knowledge 
gaps 

 

C.  PRE-SCENARIO LEARNER ACTIVITIES  

Prerequisite Competencies 

D.   Patient/Client Profile   
Last name: Smith First name: 

Sally 
 

Gender: female Age:  3 6 Ht:  160 cm Wt: 60 kg  Code Status: N/A   

Spiritual Practice: Christian 
 

Ethnicity:  Caucasian 
  

Primary Language 
spoken:  English 

1.  Past history  
Healthy female Para 1 Gravida 1 
Birth to a healthy baby boy 2-months ago.   
Tonsillectomy at age 12.  Appendectomy at age 24.  No known allergies.  Iron 
deficiency Diagnosed during pregnancy.   
Husband is deployed in Korea since June 2017.   
Parents live in Alberta. 
Primary Medical 

Diagnosis 

Presenting in primary care unit for 2-month well baby 
visit 
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Knowledge  Skills/ Attitudes  

Postpartum care Postpartum assessment 

Postpartum depression Screening for postpartum depression 
using the EPDS 

Establishing a therapeutic relationship  Effective communication skills 

Community resources for postpartum care  

 

Medication allergies: None known Reaction: 

Food/other allergies: None known Reaction: 
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Appendix E.  The Scenario 

Section 1.  Scenario basic 

Scenario Title:  Postpartum assessment in the primary care setting 

Original Scenario 

Developer(s): 

Somayah Alabdallah, Marian Luctkar-Flude, Deborah 

Tregunno 

Date - original 

scenario 

May 25, 2017 

Validation:    

Revision Dates:  

Pilot testing:  

QSEN revision:  

 

Estimated Scenario Time:  15 minutes                                         Debriefing time: 

15 minutes  

 

Target group: 4th year nursing students 

 

Core case:  

CNO/ CPSI/CIHC 

Best Practice Guidelines 

 

RNAO (2002).  Establishing therapeutic relationships 

RNAO (2005).  Interventions for postpartum depression 

RNAO (2006).  Establishing therapeutic relationships: Supplement 

Brief Summary of Case:  36-year-old woman attending a 2-month well baby visit.  

Her partner is a military officer who was deployed to Korea (for 6 months) one 

month before the baby was born. 



 

 88 

Toronto, ON: RNAO EVIDENCE BASE / REFERENCES (APA Format)  

Registered Nurses’ Association of Ontario (2002).  Establishing therapeutic 

relationships.  Toronto, ON: RNAO 

Registered Nurses’ Association of Ontario (2006).  Establishing therapeutic 

relationships: Supplement Toronto, ON: RNAO 

Registered Nurses’ Association of Ontario (2005).  Interventions for postpartum 

depression.   

Section 2.  Curriculum integration 

A.  SCENARIO LEARNING OBJECTIVES 
Do (Verb)  What (Content)  For What (Effect)  
Develop 
 

A therapeutic relationship 
with a postpartum client 
 

To identify their physical, 
psychosocial, and 
emotional needs. 

Implement Appropriate assessment 
tools 

To effectively determine 
risks (for postpartum 
depression, self-harm, harm 
to baby) 

Communicate Essential data to patient  To inform patient about 
assessment findings 

Collaborate With the patient To develop a plan of care 
Document With appropriate 

terminology and 
documentation tools  

To record events accurately, 
completely and in a timely 
manner 

Reflect 
 

On one’s own values and 
beliefs regarding mental 
health issues 

To determine one’s own 
ability to interact 
effectively and manage care 
in a mental health crisis. 

 
 

B.  Learning Outcome Assessment / Rubric 
Competency 
(Do What For 
What) 

Demonstrated 
attributes align 
with required 
competency 

Demonstrated 
attributes need 
some 
improvement to 
align with required 
competency  

Demonstrated 
attributes need 
major 
improvement to 
align with required 
competency 

Develop a 
therapeutic 
relationship with a 
postpartum client 
to identify their 
physical, 

• Interacts 
effectively with 
the client, using a 
variety of 
appropriate 
communication 

• Interacts 
somewhat 
effectively with 
the client, using 
limited 
communication 

• Does not use 
appropriate 
communication 
techniques to 
interact with the 
client 
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psychosocial, and 
emotional needs 

techniques 
Client likely to 
respond to 
questions 

techniques 
Client less likely 
to respond to 
questions 

Client not likely to 
respond to 
questions 

Implement 
appropriate 
assessment tools to 
effectively 
determine risks 
(for postpartum 
depression, self-
harm, harm to 
baby) 

Selects all 
appropriate 
assessment tools 
Implements 
assessment tools in 
appropriate order 
Administers tools 
in a manner that 
reflects the needs 
of the client 
 

• Selects some    
appropriate 
assessment tools 
• Implements 
assessment tools in 
less appropriate 
order 
• Administers 
tools in a manner 
that somewhat 
reflects the needs 
of the client 

• Does not select 
appropriate 
assessment tools 
• Implements 
assessment tools in 
inappropriate 
order 
• Administers 
tools in a manner 
that does not 
reflect the needs of 
the client 

Communicate 
essential data to 
patient to inform 
patient about 
assessment 
findings 

• Immediately 
recognizes 
assessment 
findings indicate a 
need to collaborate 
with patient  
• Data used 
accurately reflects 
the patient’s 
current condition 
• Reports evidence 
in a way that 
promotes the 
urgency of the 
situation 

• Immediately 
recognizes 
assessment 
findings 
indicate a need to 
collaborate with 
patient  
• Data used 
accurately reflects 
the patient’s 
current condition 
• Reports evidence 
in a way that 
promotes the 
urgency of the 
situation 

• Does not 
recognizes 
assessment 
findings indicate a 
need to collaborate 
with patient  
• Data used 
accurately reflects 
the patient’s 
current condition 
• Reports evidence 
in a way that 
promotes the 
urgency of the 
situation 

Collaborate with 
patient to develop 
a family centered 
plan of care 

Explores relevant 
resources with 
patient 
Establishes goals 
of care that align 
with patient 
preferences and 
values, and family 
context 

• Presents relevant   
 resources with 
patient 
• Establishes goals 
of care that 
somewhat align 
with patient 
preferences and 
values, and family 
context 

• Does not explore 
relevant resources  
• Does not 
establish goals of 
care that align 
with patient 
preferences and 
values, and family 
context 

Document with 
appropriate 
terminology and 
documentation 

Always uses 
appropriate 
terminology and 
documentation 

Sometimes uses 
appropriate 
terminology and 
documentation 

Does not use 
appropriate 
terminology and 
documentation 
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tools to record 
events accurately, 
completely and in 
a timely manner 

tools 
Always records 
events accurately, 
completely and in 
a timely manner 

tools 
Sometimes records 
events accurately, 
completely and in 
a timely manner 

tools 
Does not record 
events accurately, 
completely and in 
a timely manner 

Reflect on one’s 
own values and 
beliefs regarding 
mental health 
issues to determine 
one’s own ability 
to interact 
effectively and 
manage care in a 
mental health 
crisis. 

• Able to identify 
gaps in knowledge 
• Develops an 
appropriate plan to 
address knowledge 
gaps 
• Requires 
minimal guidance 
to develop 
appropriate plan to 
address knowledge 
gaps 

• Able to identify 
some gaps in 
knowledge 
• Requires 
guidance to 
develop 
appropriate plan to 
address knowledge 
gaps 
 

• Unable to 
identify gaps in 
knowledge 
• Unable to 
develop an 
appropriate plan to 
address knowledge 
gaps 

 

C.  PRE-SCENARIO LEARNER ACTIVITIES  
Prerequisite Competencies 
Knowledge  Skills/ Attitudes  

Postpartum care Postpartum assessment 

Postpartum depression Screening for postpartum depression using the EPDS 

Establishing a therapeutic 
relationship  

Effective communication skills 

Community resources for 
postpartum care 
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Section 3.  Scenario script 

A. Case summary 

A 36 year old female coming for 2-month’s well-baby visit at a primary health 
care unit. 

 

B.  Key contextual details 

Military family 
Husband deployed 
Away from family 
First baby 
Iron deficiency 

 

C.  Scenario Cast 

Patient/ 
Client 

High fidelity simulator   

Mid-level simulator 

Task trainer 

Hybrid (Blended simulator) 

X      Standardized patient 

Role Brief Descriptor 
(Optional) 

Confederate/Actor (C/A) or 
Learner (L) 

Primary 
care 
nurse 

Nurse is to conduct a 2-month well 
baby assessment  

Learner 

Patient  Patient presents signs of ‘moderate’ 
level postpartum depression 
Patient looks pale, tired and anxious 

Actor 

Baby Sleeping in car seat/carrier Simulator 
 

D.   Patient/Client Profile 
Last 
name: 

Smith First name: 
Sally 

 

Gender: 
female 

Age:  36 Ht: 
160 
cm 

Wt: 60 kg Code Status: N/A 

Spiritual Practice: 
Christian 

Ethnicity:  Caucasian 
 

Primary Language 
spoken:  English 

1.  Past history  
Healthy female Para 1 Gravida 1 
Birth to a healthy baby boy 2-months ago.   
Tonsillectomy at age 12.  Appendectomy at age 24.  No known allergies.  Iron 
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deficiency.   
Primary Medical 
Diagnosis 

Presenting for 2-month well baby visit 

 
Medication allergies: None known Reaction: 
Food/other allergies: None known Reaction: 

 
2.  Current 
medications 
 

Drug Dose Route Frequency 
Multivitamin post partum 1  Oral OD 
Ferrous sulfate 325 mg 1 Oral OD 

 

E.  Baseline Simulator/Standardized Patient State 
(This may vary from the baseline data provided to learners) 
1.  Initial physical appearance  
Gender:  Female Attire: Casual 

Alterations in appearance (moulage): Patient looks pale, tired and anxious 

 
 
Environment, Equipment, Essential props  
Recommend standardized set ups for each commonly simulated environment  
2.  Scenario setting: (example:  patient room, home, ED, lobby) 
Primary care clinic: Patient is in examination room.    

 
3.  Documentation and Order Forms 
Health Care 
Provider orders  

Med Admin Record H & P  Lab Results 

Progress Notes Graphic record Anesthesia/PACU 
record 

ED Record 

Medication 
reconciliation 

Transfer orders 
 

Standing (protocol) 
orders 

ICU flow sheet 

Nurses’ Notes Dx test reports Code Record Prenatal record 

Actual medical record binder, 
constructed per institutional guidelines 

Other  
Describe:  
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Case Flow / Triggers/ Scenario Development States 
Initiation of Scenario:    
Baby is asleep and client looks pale, tired and irritated when approached by the nurse. 
Stat /Patient Status Desired learner actions & triggers to move to next state 
1. Baseline 
Client responds to 
questions if the nurse 
communicates 
properly 

Operator 
Triggers:   
Client 
starts 
crying. 
 
 

Learner Actions 
The nurse selects and 
implements the EDPS 
with the patient.  Nurse 
totals the score on the 
EDPS  
 

Debriefing Points: 
How the nurse 
communicates with the 
patient  
Correct tool 
Correct calculation of 
score 
 

State/Patient Status Desired actions & triggers to move to next state 
2.Client starts to calm 
down 
 

Operator: 
Triggers: 

Learner Actions: 
The nurse identifies that 
the patient is at risk for 
postnatal depression based 
on the score from the 
EDPS and shares her 
concerns with the client. 

Debriefing Points: 
Nurse recognizes that 
patient is at risk based 
on score of the tool 
How the nurse 
communicates with the 
patient  

State/Patient Status Desired actions & triggers to move to next state 
3.Client is cooperative 
and willing to accept 
help 
 

Operator: 
Triggers:   
 

Learner Actions: 
The nurse communicates 
the available resources 
with the client and 
emphasizes the 
importance of follow-up 
assessment.   
 

Debriefing Points: 
How the nurse 
communicates with the 
patient knowledge of 
nursing interventions 
and community 
resources 
 

State/Patient Status Desired Actions & Triggers to move to next state 
4.Client is open to 
some of the 
options/resources 
suggested by the 
nurse 

Operator: 
Triggers:  

Learner Actions: 
Nurse and client agree on 
the plan of care 
Nurse sets-up the next 
visit for the client 
 

Debriefing Points 
How the nurse 
communicates with the 
patient  
Plan of care is realistic  
Client commitment to 
plan of care.   
 

Scenario End Point:  Nurse and client agree on plan of care.    
Suggestions to decrease complexity:   
Suggestions to increase complexity:  
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Patient Name:  

 

DOB:  

 

Age:    

                    

MR#:  

 

Diagnosis:  

 No Known Allergies 

 Allergies & Sensitivities 

Date Time 

 

HEALTH CARE PROVIDER ORDERS AND SIGNATURE 

   

   

   

   

   

   

   

   

   

   

   

   

   

Signature  
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Appendix F.  The PLUS-DELTA debriefing Tool 

Table E1  

Debriefing tool 

PLUS 

(This went well, do again) 

DELTA 

(This did not go well, change) 

  

(University of Rochester Medical Centre.  (2011).  Debriefing tool)  
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Appendix G.  Invitation Letter (Fall) 

 

 

Invitation to Participate in a Research Study 

 Somayah Alabdallah, a graduate student in the School of Nursing, 

Queen’s University.  I am conducting a research study examining the 
use of simulation training to instruct undergraduate nursing students 
on the assessment and care for postpartum women.   
 
I am asking all fourth-year undergraduate students in the School of 
Nursing to take part in my research study.  Participation is completely 
voluntary. 
 
Participating in this research study will include being part of one-hour 
simulation session (including prebriefing and debriefing) and 
completing a pre-simulation and post-simulation questionnaire. 
 
Taking part in the simulation training will help you as a student to 
prepare for providing postpartum care when transiting to nursing 
practice. 
 
For taking part in this research, you will receive a certificate of 
attendance for participating in the simulation training as well as a $5 
Tim Hortons gift card. 
 
If you are interested, you will also be contacted via email to receive 
the results from the research study. 
 
If you would like to participate in the research study, please contact 
the principal researcher Somayah Alabdallah at 16sma@queensu.ca or 
613-606-3814. 
 

mailto:16sma@queensu.ca
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Appendix H.  Invitation Letter (Winter) 

 

 

 

 

 

Invitation to Participate in a Research Study 

Somayah Alabdallah, a graduate student in the School of Nursing, 

Queen’s University.  I am conducting a research study examining 
the use of simulation training to instruct undergraduate nursing 
students on the assessment and care for postpartum women.   
 
I am asking third-year undergraduate students in the School of 
Nursing who finished their NURS 370 (Family Centred Maternal 
Child Nursing Course) & 4th year AST nursing students to take part 
in my research study.  Participation is completely voluntary. 
 
Participating in this research study will include being part of one-
hour simulation session and completing a pre-simulation and post-
simulation questionnaire. 
Taking part in the simulation training will help you as a student to 
prepare for providing postpartum care when transiting to nursing 
practice. 
 
For taking part in this research, you will receive a certificate of 
attendance for participating in the simulation training as well as a $5 
Tim Horton’s gift card. 
You will also enter a draw for a chance to win a $75 Amazon gift 
card! 
If you are interested, you will also be contacted via email to receive 
the results from the research study. 
 
If you would like to participate in the research study, please contact 
the principal researcher Somayah Alabdallah at 16sma@queensu.ca 
or 613-606-3814. 
 

mailto:16sma@queensu.ca
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Appendix I.  Questionnaire 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Simulation-Based Education on Maternal-Child Nursing Care 

 

Somayah Alabdallah, BSc, MNSc Student 
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Prior to starting the questionnaire, please read the following instructions on how to 

complete it. 

Part 1: 

 

Read the questions and choose one or more of the answers as you see appropriate. 

Example: 

  
 

Part 2: 

 

Read the statements and on a scale from strongly disagree = 1 to strongly agree = 4 where 

5= don’t know, choose the number that corresponds to your answer. 

Example: 

 

1    2      3      4    5 

The goal of my study is to explore the use of simulation-based 

education for teaching postpartum care to undergraduate students.  

The questionnaire is developed to measure students’ pre and post 

knowledge of postpartum care, their attitudes toward postpartum 

care, and their perceived confidence and communication skills 

toward providing care for postpartum women. 

 

Thank you for participating in this study.  The study has been 

reviewed for ethical compliance by the Queen's University Health 

Sciences and Affiliated Teaching Hospitals Research Ethics Board. 

 

For questions, contact the Principal Investigator, Somayah 

Alabdallah at: 16sma@queensu.ca 
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Part 3: 

 

Read the statements and on a scale from 1 to 5, choose the number that corresponds to/ 

your answer. 

Example: 

 

1    2      3      4    5 

 

Part 4: 

Write in space provided. 

Example: 

                ___ 
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Part one: 

Read the following question and choose one or more of the answers as you see 

appropriate.  (Circle all that apply) 

1. What do you consider to be the major health problems, which women may be 
experienced during the first postpartum year?  

1. Increased/decreased blood pressure 
2. Diabetes 
3. Nausea 
4. Vomiting 
5. Fatigue 
6. Postpartum depression 
7. Unspecified depression 
8. Anxiety 
9. Unspecified mental health problems 

 
Are there any other major health problems that women may be experienced during the first 
postpartum year? 
(List answer below.) 

_________________________________________________________________ 

_____________________________________________________________________  

_____________________________________________________________________ 

Read the following question and choose one or more of the answers as you see 

appropriate.  (Circle all that apply) 

 

2. In the first year after the baby is born, what do you consider to be the major mental 
health problems, which women may experience, in this first postpartum year? 

1. Lack of sleep 
2. Postpartum Depression  
3. Unspecified depression 
4. Stress 
5. Anxiety  
6. Lifestyle change 
7. Don’t know  
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Are there any other major mental health problems that you think women may be 

experienced during the first postpartum year? (List answer below.) 

__________________________________________________________________ 

_____________________________________________________________________  

For Q3-Q6, choose one or more of the answers as you see appropriate.  (Circle all that 

apply) 

3. Which of the following factor(s) influence maternal-fetal attachment/bonding? 

1. Family support 
2. Psychological well-being 
3. First time mother 
4. Substance abuse 
5. Mother’s age 
6. Depression 
7. Lack of perinatal education 
8. Lack of social support 

 

4. What are the signs and symptoms of postpartum depression? 

1. Feeling sad/miserable 
2. Lack of bonding with the baby 
3. Feelings of not coping 
4. Isolation/feeling isolated 
5. Feeling tired 
6. Feeling stressed/anxious  
7. Loss of interest/pleasure 
8. Sleeping problems 
9. Low self-esteem/confidence 
10. Mood changes/mood swings 
11. Anger 
12. Weight/appetite changes 
13. Irritability 
14. Don’t know 

 
5. Why do you think women get postpartum depression? 

1. Biological causes 
2. Unprepared for transition to parenthood 
3. Lack of support 
4. Not coping with infant’s demands 
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5. Stress/pressure 
6. Fatigue/lack of sleep 
7. Don’t know 

 

6. What types of treatment do you think are most suitable for a woman with postpartum 
depression? 

 
1. Family support 
2.  Primary health care provider 
3. Psychotherapy 
4. Counseling 
5. Antidepressants 
6. Support group 
7. Don’t know 

 
Part two: 
Please circle the number that corresponds to your response on scale from 1 to 5. 

 

1.  To what degree 
do you believe you 
are confident 
about screening 
and providing care 
for a postpartum 
woman 

Not 
Confident 

Somewhat 
confident 

Mostly 
confident 

Completely 
confident 

Don’t 
know 

1  2  3  4 5 

 

2.  As a nurse, to 
what degree you 
believe you are 
able to 
communicate 
with a postpartum 
woman 

Not able to 
communicate 

Somewhat 
able to 

communicate 

Mostly able 
to 

communicate 

Completely 
able to 

communicate 

Don’t 
know 

1  2  3  4  5  
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Part three: 

Please circle the number that corresponds to your response on a scale from 1 to 5. 
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----------End of Questionnaire------------ 

Thank you for participating in the study! 

We appreciate your time and feedback  

Part four:  

Please complete the following questions: 
(Write in the space provided and circle where you find appropriate) 

Age: 

Sex:  Female  Male  I don’t 
want to 
identify 

Year in the program:  
 

 Year 3 
 

 Year 4 
 

Are you in the Queen’s 
BNSC - Advanced 
Standing Track program? 

 

  Yes  No 

Are you in the Queen’s 
four- year Bachelor of 
Nursing Science program? 

  Yes  No 

Have you participated in 
voluntary simulation 
before: 

  
 Yes 

 
 No  

Courses currently enrolled in: (List below) 
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Appendix J.  Questionnaire Modifications 

Table I1 

Modifications applied to the questionnaire after it was tested for understandability   

Part one:  
Q1/ 

Blood pressure <changed to> Increased/decreased blood 
pressure 

Q2/  <added> which women may experience 

Part two: 
Q1/ 

How confident do you 
feel 

<changed to> To what degree do you believe 
you are confident. 

Q2/  <added> as a nurse 

Part three: 
Q1 

All women should be 
checked for depression 
in the first year 
postpartum period 

<changed to> All women should be screened 
for depression during the first 
postpartum period 

Q3/ Depression in the 
postnatal period is a 
normal part of having a 
baby 

<changed to> Depression in the postpartum 
period is a normal part of the 
transition into motherhood 

Q4/ postnatal period <changed to> postpartum period 

Q5/ postnatal period <changed to> postpartum period 

Q6/ It is only postnatal 
depression when you 
are thinking about 
suicide 

<changed to> Mothers are diagnosed with 
postpartum depression only if/ 
when they are thinking about 
suicide 

Q7/ It is only postnatal 
depression when you 
are thinking about 
harming the baby 

<changed to> Mothers are diagnosed with 
postpartum depression only if/ 
when they are thinking about 
harming the baby 

Q9/ Depressive symptoms 
during the postnatal 
period rarely disappear 
without outside help 

<changed to> Depressive symptoms during 
the postpartum period rarely 
disappear without help from 
other (i.e spouse/partner, 
family, friends, physician, 
nurse). 

Q11/ are detected by routine 
care   

<changed to> are diagnosed during their 
routine assessment 
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Q12/ mental health problems 
during the first year 
postnatal 

<changed to> mental health conditions during 
the postpartum period 

Part four: 
Year in 
the 
program 

 <added>  Year 3 
 Year 4 

AST  Yes 
 No 

<changed to> Are you in the Queen’s BNSc-
Accelerated Standing Track 
program? 

 Yes 
 No 

  <added> Are you in the Queen’s four-
year Bachelor of Nursing 
Science program? 

 Yes 
 No 
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Appendix K.  EPDS Screening Tool 

Edinburgh Perinatal/Postnatal Depression Scale (EPDS) 

For use between 28 – 32 weeks in all pregnancies and 6 – 8 weeks postpartum 

Name:  

Date:  

Gestation in Weeks: 

As you are having a baby, we would like to know how you are feeling.  Please mark “X” 

in the box next to the answer which comes closest to how you have felt in the past 7 days 

– not just how you feel today. 

In the past 7 days: 

1.  I have been able to laugh and see the funny side of things 

0 ☐ As much as I always could 

1 ☐ Not quite so much now 

2 ☐ Definitely not so much now 

3 ☐ Not at all 

 

2.  I have looked forward with enjoyment to things 

0 ☐ As much as I ever did 

1 ☐ Rather less than I used to 

2 ☐ Definitely less than I used to 

3 ☐ Hardly at all 

 

3.  I have blamed myself unnecessarily when things went wrong 

3 ☐ Yes, most of the time 

2 ☐ Yes, some of the time 

1 ☐ Not very often 

0 ☐ No, never 

 

4.  I have been anxious or worried for no good reason 

0 ☐ No, not at all 
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1 ☐ Hardly ever 

2 ☐ Yes, sometimes 

3 ☐ Yes, very often 

 

5.  I have felt scared or panicky for no very good reason 

3 ☐ Yes, quite a lot 

2 ☐ Yes, sometimes 

1 ☐ No, not much 

0 ☐ No, not at all 

 

6.  Things have been getting on top of me 

3 ☐ Yes, most of the time I haven’t been able to cope 

2 ☐ Yes, sometimes I haven’t been coping as well as usual 

1 ☐ No, most of the time I have coped quite well 

0 ☐ No, I have been coping as well as ever 

 

7.  I have been so unhappy that I have had difficulty sleeping 

3 ☐ Yes, most of the time 

2 ☐ Yes, sometimes 

1 ☐ Not very often 

0 ☐ No, not at all 

 

8.  I have felt sad or miserable 

3 ☐ Yes, most of the time 

2 ☐ Yes, quite often 

1 ☐ Not very often 

0 ☐ No, not at all 

 

9.  I have been so unhappy that I have been crying 

3 ☐ Yes, most of the time 

2 ☐ Yes, quite often 



    

 112 

1 ☐ Only occasionally 

0 ☐ No, never 

 

10.  The thought of harming myself has occurred to me 

3 ☐ Yes, quite often 

2 ☐ Sometimes 

1 ☐ Hardly ever 

0 ☐ Never 

 

Talk about your answers to the above questions with your health care provider. 

 

Translations for care-provider use available on PSBC website: perinatalservicesbc.ca. 

The Royal College of Psychiatrists 1987.  From Cox, JL, Holden, JM, Sagovsky, R 

(1987).  Detection of postnatal depression.  Development of the 10-item Edinburgh 

Postnatal Depression Scale.  British Journal of Psychiatry.  150, 782 – 786.  Reprinted 

with permission. 
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.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix L.  Certificate of Appreciation 

Certificate of Attendance 

 

 

Presented to 

 

 

For voluntary attending a simulation session as a part of research study titled: Instructing Undergraduate Nursing 

Students on Early Identification and Screening for Postpartum Depression.   

 

Signature 

 

Date 
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Appendix M.  Queen’s University HSREB Ethics Approval 
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Appendix N.  Informed Consent Form 

 

 

LETTER OF INFORMATION AND INFORMED CONSENT TO PARTICIPATE IN A 

RESEARCH STUDY 

[Faculty of Health Sciences, School of Nursing] 

Study Title:   

Instructing Nursing Students on Postpartum Care Using Simulation Training 

Name of Researchers:  

Somayah Alabdallah: 613-606-3814 (16sma@queensu.ca) 

Dr.  Dana S.  Edge: 416-756-6000 ext.: 74765 (dana.edge@queensu.ca)  

Sponsor: 

This study is a part of MNSc thesis requirement at School of Graduate Studies, School of 

Nursing Queen’s University, ON, Canada.   

 

INFORMED CONSENT 

You are being invited to participate in a research study.  The study will take place in 
Queen’s University’s, School of Nursing’s simulation lab.   
Please read carefully and ask any questions you may have.   
 
INTRODUCTION 

My name is Somayah Alabdallah, a graduate student in Queen’s University, Kingston, 
Ontario.  I am conducting a research study examining the use of the hybrid form of 
simulation to instruct students on the assessment and care for postpartum women.  I am 
asking all third-year and fourth-year undergraduate students in the School of Nursing to 
take part in my research study.   
 
RESPONSIBILITIES OF STUDY PARTICIPANTS 

Take part in one-hour simulation session during the Fall 2017 term.  The simulation 
session will include a 15 minutes prebriefing session and a 10 minutes debriefing session.  
Complete the entire pre-simulation and post-simulation questionnaires.  You will be 
asked to sign a confidentially agreement on the content of the simulation session until all 
simulation sessions related to the research study are completed. 
 
You can stop participating at any time without penalty.  You may withdraw from the 

study by contacting me at 16sma@queensu.ca.  In the case you decide not to participate 

mailto:16sma@queensu.ca
mailto:dana.edge@queensu.ca
mailto:16sma@queensu.ca
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or withdraw your consent to participate this will have no effect on your academic 

standing. 

CONFIDENTIALITY  

I will keep your data secure for at least five years.  You will be assigned a study number 
and all of the data we collect from you will only have your study number on it.  Other 
than myself, only my supervisor Dr.  Dana Edge will have access to any of the data 
collected in this research study. 
 
RISKS AND BENEFITS OF PARTICIPATING IN THE STUDY 

There are no known risks for taking part in this study.  While there are no direct benefits 
to you as a participant, study results will help inform on the effectiveness of the use of 
simulation education to teach postpartum care.   
Also, taking part in the simulation will help you as a student to prepare for providing 
postpartum care when transiting to nursing practice.  There is no obligation for you to say 
yes to take part in this study.  For taking part in this research, you will receive a 
certificate of attendance for participating in the simulation training.  If you are interested, 
you will also be contacted via email to receive the results from the research study.   
 
If you have any ethics concerns please contact the Queen’s University Health Sciences 
and Affiliated Teaching Hospitals Research Ethics Board (HSREB) at 1-844-535-2988 
(Toll free in North America) or email the HSREB Chair Dr.  Albert Clark, at 
clarkaf@queensu.ca.   
 
If you have any questions about the research study, please contact me at 
16sma@queensu.ca or 613-6063814. 
 
This Letter of Information provides you with the details to help you make an informed 
choice.   All your questions should be answered to your satisfaction before you decide 
whether or not to participate in this research study. 
 
You will be given a copy of this informed consent form after you and the researcher have 
signed it.    
 
By signing below, I am verifying that: I have read the Letter of Information and Informed 
Consent and all of my questions have been answered.   
 
Signature: ____________________________________________ 
 
Date: ________________________________________________ 
 
Name of Person obtaining the consent: _____________________ 
 
Signature: ____________________ 

Date: _______________________

mailto:clarkaf@queensu.ca
mailto:16sma@queensu.ca
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Appendix O.  Confidentiality Agreement 

 

Confidentiality Agreement 

[Faculty of Health Sciences, School of Nursing] 

 

Study Title:   

Instructing Nursing Students on Postpartum Care Using Simulation Training 

Name of Researchers:  

Somayah Alabdallah: 613-606-3814 (16sma@queensu.ca) 

Dr.  Dana S.  Edge: 416-756-6000 ext.: 74765 (dana.edge@queensu.ca)  

Sponsor: 

This study is a part of MNSc thesis requirement at School of Graduate Studies, School of 

Nursing Queen’s University, ON, Canada.   

 

 

As a participant in the above study, you are asked to sign a confidentially agreement 
(non-disclosure agreement) on the content of the simulation session until all simulation 
sessions related to the research study are completed. 
 
I __________________________________ hereby agree that I will not discuss/release 
any information related to the simulation session I am attending until all the simulation 
sessions in the research study are completed. 
 
 
Signature: _______________________________ 
Date: ___________________________________ 
 
Name of Person obtaining the confidentiality agreement: _______________________ 
 
Signature: _______________________________ 

Date: ___________________________________ 

mailto:16sma@queensu.ca
mailto:dana.edge@queensu.ca
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Appendix P.  Ethics Amendment 
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Appendix Q.  Courses 

Table P1 

Courses Undergraduate Nursing Students Were Taking During the Term  

They Participated in the Simulation Sessions, n=19. 

Course n   (%) Courses n   (%) 

N403 16  (84.2) N323 1  (5.3) 

N414 16  (84.2) N443 1  (5.3) 

N404 14  (73.7) CLST205 1  (5.3) 

N405 11  (57.9) BMED271 1  (5.3) 

N325 8  (42.1) PHYSP20 1  (5.3) 

N305 3  (15.8) FREN106 1  (5.3) 

N345 3  (15.8) GNDS21 1  (5.3) 

N425 3  (15.8) BMED171 1  (5.3) 

MICRO270 3  (15.8) HLTH230 1  (5.3) 

BCHEM102 3  (15.8) HLTH237 1  (5.3) 

BIO110 2

  

(10.5) BMED380 1  (5.3) 
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Table P2 

Courses Titles 

N 403  N 414  N 404 N 405 

Concept of Acute 
and Critical Illness 

Management and 
Leadership in Health 
Care 

Community Health 
Promotion Theory 

Practicum in 
Community Health 
Promotion 

N 325 N 305 N 345 N 425 

Complex 
Psychosocial and 
Mental Health 
Issues and 
Advanced 
Therapeutic 
Processes 

Common Health 
Challenges and 
Implications for Care 
|| 

Nursing Practicum: 
Nursing of Adults 
with Acute and 
Chronic Physiologic 
and Mental Health 
Challenges 

Managing for 
Success 

MICRO 270 BCHM 102 BIO 110 N 323 

Infection, 
Immunity & 
Inflammation 

Introduction to 
Biochemistry 

Human Genetics 
and Evolution 

Introduction to 
Statistics and Data 
Analysis 

CLST 205 BMED 271 PHYS P20 FREN 106 

Ancient Humor Global and 
Population Health 

Physicists and the 
Nuclear Age 

Communication et 
culture 

GNDS 215 BMED 171 HLTH 230 HLTH 237 

Introduction to 
Sexual and Gender 
Diversity 

Social and Physical 
Determinants of 
Health and Disease 

Fundamentals of 
Human Nutrition 

Introduction to 
The Study of 
Alcohol and Drug 
Problems 

BMED 380    

Evolutionary 
Biology of Cancer 
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