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Abstract 

In situ simulation (ISS) programs deliver patient safety benefits to healthcare systems, however, face many challenges 
in both implementation and sustainability. Prebriefing is conducted immediately prior to a simulation activity to 
enhance engagement with the learning activity, but is not sufficient to embed and sustain an ISS program. Longer-
term and broader change leadership is required to engage colleagues, secure time and resources, and sustain an 
in situ simulation program. No framework currently exists to describe this process for ISS programs. This manuscript 
presents a framework derived from the analysis of three successful ISS program implementations across different 
hospital systems. We describe eight change leadership steps adapted from Kotter’s change management theory, used 
to sustainably implement the ISS programs analyzed. These steps include the following: (1) identifying goals of key 
stakeholders, (2) engaging a multi-professional team, (3) creating a shared vision, (4) communicating the vision effec-
tively, (5) energizing participants and enabling program participation, (6) identifying and celebrating early success, (7) 
closing the loop on early program successes, and (8) embedding simulation in organizational culture and operations. 
We describe this process as a “longitudinal prebrief,” a framework which provides a step-by-step guide to engage col-
leagues and sustain successful implementation of ISS.
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Background
In situ simulation is conducted in the actual care envi-
ronment [1] and serves as a vehicle of study or a test of 
change [2, 3]. Simulation practitioners deploy ISS in sev-
eral ways: system probing for latent threats [4, 5], target 
training for specific crisis events [6], embedding new 
system processes [2], assessing safety of new environ-
ments [7, 8], and team training [9, 10]. Learning from ISS 
can occur at the individual, team, unit, or organizational 
level, with measurable improvements often greatest at 
the organizational level [11, 12].

In situ simulation (ISS) is the nexus of rival priorities 
in healthcare systems. The competing demands of clini-
cal performance, efficiency, patient safety, and applied 
learning often clash when they intersect in frontline ISS. 
Despite more than 10 years of demonstrated benefits to 
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healthcare systems [13–15], ISS leaders often struggle 
with how to balance the daily pressures of patient care, 
staffing levels, and patient throughput with the known 
benefits of applied practice. To manage this tension, ISS 
is often framed as a “nice to do,” an add-on, when time 
permits, in busy clinical units. Understandably, it may 
be seen as distracting or taking away precious time from 
overworked clinical professionals.

This produces two challenges for simulation 
practitioners:

1)	 When they are not adequately tuned in to the com-
peting priorities, they can be blind sided when their 
well-intentioned efforts to start and sustain ISS pro-
grams are met with reluctance, fear, resentment, or 
outright refusal [16–18].

2)	 Health system leaders who have committed space, 
simulation equipment, staff time and faculty develop-
ment to improve quality, and safety or staff engage-
ment via these programs may wonder about the 
return on investment.

Simulation leaders must therefore design for impact 
across nested organizational levels, in which individu-
als are nested in groups, nested in departments, nested 
in organizations which are part of health systems, and 
influenced by the external environment. A case for simu-
lation that is persuasive at the team or sub-unit level, to 
be successful, may need to demonstrate impacts at higher 
levels. And research on change leadership that includes 
simulation will benefit from a multi-level lens [19].

The simulation literature has focused intently on pre-
briefing — information sharing for participants that play 
a role in psychological safety to build engagement for 
participants, primarily with a focus on during a session 
that typically immediately follows the prebriefing. Criti-
cal actions suggested for prebriefing include the follow-
ing: clarifying objectives, equipment functionality, roles 
of the participants and faculty, confidentiality of the ses-
sion, and expectations of participants during the simula-
tion [11, 12, 14, 20, 21].

Prebriefing ISS teams may pose additional challenges 
including complexity of scheduling participants within a 
clinical environment and safety risks related to using real 
or simulated equipment in clinical areas [17, 18]. While 
usual guidance on prebriefing may have demonstrated 
impacts on proximate learning, they often do little to tap 
into health system “pain points,” or key goals and there-
fore fail to build either the legitimacy or a compelling 
narrative that entices busy healthcare workers and lead-
ers to “buy in” to the program. This puts well-designed 
ISS programs at risk for low enrollment, session cancel-
lations, or even defunding — outcomes many simulation 

leaders have learned the hard way. Standard recommen-
dations for prebriefings for incenter or ISS temporally 
proximate to the learning session are necessary, but not 
sufficient to guide the long-term factors that influence 
organizational adoption ISS.

This paper therefore explores the question, “How 
did three disparate ISS programs address the challenge 
of linking in  situ simulation to the concerns and goals 
of health system colleagues?” We present a retrospec-
tive description of our evolving practice of managing 
and leading ISS programs and apply Kotter’s theory of 
change leadership [22] to categorize and illuminate the 
processes we noticed empirically. These efforts yielded a 
change leadership framework [23] we call “longitudinal 
prebriefing.”

Methods: learning from each other and practice
The author group convened based on dialogue prompted 
by postings on an online journal club about in situ simu-
lation (Simulcast, September 2019). Authors S. E., S. B., 
S. J., and K. B. described establishing programs at three 
locations, encountering comparable institutional and 
learner barriers, and using similar strategies to aid imple-
mentation. These anecdotal comparisons of successes 
inspired a more formal exploration of the processes to see 
if we could identify a framework to guide others in ISS 
implementation. We inductively analyzed emergent prac-
tices that authors S. E., S. B., S. J., and K. B. developed and 
adapted as they rolled out ISS programs in three settings 
in North America and Australia. Program A, in a large 
health system in Queensland, Australia, employed ISS to 
evaluate and improve code team performance at an urban 
academic medical center on the east coast of the USA, 
utilized ISS to improve performance on obstetrical emer-
gencies; program B, at an urban academic medical center 
on the east coast of the USA, utilized ISS to improve per-
formance on obstetrical emergencies; and program C 
used ISS to improve adherence to national resuscitation 
guidelines in a neonatal intensive care unit at a Midwest-
ern United States Medical Center. Analyzing programs 
from three unique contexts allowed the author team to 
consider knowledge gained from their own programs as 
insiders and also view the other programs as outsiders 
in alignment with comparative qualitative methodology 
[24]. Reporting on ethical considerations pertaining to 
human subjects is an important consideration for dis-
seminating academic knowledge; due to the de-identified 
nature of the narratives, we did not seek IRB approval for 
this work when we initiated our analysis.

Change leadership as insiders
Most research reported in biomedical and health pro-
fessions education literature is “outsider” research 
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conducted from an observer perspective [25]. In this 
dominant paradigm, the legitimacy of findings relies on 
the “objectivity” of the researcher standing outside of the 
phenomena under study [26, 27]. However, participa-
tory action research traditions have nurtured an alterna-
tive known as “insider” research [28]. This is research by 
“actors immersed in local situations generating contextu-
ally embedded knowledge that emerges from experience” 
[29] (p. 60). This allows for “pre-understanding” of con-
text, relationships, and organizational processes. In our 
analysis, our team’s insider status was beneficial in several 
ways. Firstly, our situated understanding enabled us to 
identify individual, unit, and organizational pain points 
to customize program priorities. Secondly, our insider 
status allowed us to analyze relationships and internal 
social networks to build a coalition to support the pro-
gram and enroll participants. Thirdly, we were able to 
build on knowledge of other people’s roles and scope of 
practice to analyze how these interacted and influenced 
program implementation at multiple levels. Following 
recommendations from the insider research literature 
[24], we analyzed our own ISS implementation journeys 
combining both insider experiential and outsider theo-
retical knowledge to reframe and generalize our under-
standing of the processes deployed in ISS programs we 
developed.

Identification of common themes
To better compare our ISS implementation narratives, 
each site wrote their respective approach without any 
specified form/structure other than removing all iden-
tifiable information. In reconstructing timelines and 
developing their narratives, the authors reviewed docu-
mentation from their own institutions, such as emails, 
meeting minutes, instructor notes, flyers for participants, 
and reports of successes shared within our institutions or 
at professional organizations/conferences. All narratives 
and subsequent analyses were written on Microsoft Word 
documents and shared between the authors in a secure 
online portal. These narratives were then reviewed as a 
group and analyzed initially using thematic analysis [30, 
31] combined with comparative analysis strategies [24].

Data analysis followed the six-step thematic analysis 
process as outlined by Braun and Clarke [30]. Authors 
SE, SB, SJ, and KB first familiarized themselves with all of 
the narratives and writing memos to distill and sharpen 
key prebriefing processes [32]. In the second phase, we 
selected key phrases to generate the initial codes for 
actions [30]. The group next searched these codes for 
similarities to determine if there was any natural cluster-
ing that represented themes [30]. During this third phase, 
the authors found that similar activities had been labeled 
differently depending upon the context. This discussion 

led to adopting insider comparative qualitative analysis 
methodology of alternating between analytical closeness 
and analytical distance [24]. This strategy allows for those 
with in-depth knowledge to compare and contrast data 
between contexts in order to develop a collective under-
standing of the processes [24] and shared terminology. In 
the fourth thematic analysis phase of reviewing themes 
[30], the authors mapped themes/steps on an ISS imple-
mentation timeline. Comparing timelines across the vari-
ous contexts revealed that although the actual length of 
time between steps varied, the order remained consist-
ent. This shared understanding guided the next phase of 
defining and naming the themes [30] so they were rele-
vant across contexts. These themes described a process 
for implementing ISS within an organization: identifying 
motivation for program development; obtaining buy-in 
from organizational leaders and participants; establishing 
program goals, branding, and promoting the program; 
educating the organization on simulation/ISS; planning 
for successes; closing the loop on any issues found; and 
formally embedding ISS program into the organization. 
Reviewing these inductive, empirically generated themes, 
the group realized they paralleled Kotter’s prescriptions 
for organizational change leadership in many ways.

These themes were then compared against Kotter’s 
change leadership steps to adapt prescriptions for the 
simulation community based on the authors’ collective 
experiences. The final phase of thematic analysis is pro-
ducing the report [30], and the longitudinal prebriefing 
process we outline here describes our adaptation of Kot-
ter’s theory of change leadership to categorize and illu-
minate the processes we noticed empirically as we built 
our programs. Digital supplement 1 provides snapshots 
of the program narratives as well as examples of how 
each program executed the longitudinal prebrief. Digital 
supplement 2 provides additional details regarding the 
phases of thematic analysis.

Trustworthiness
Several techniques were employed to enhance the trust-
worthiness of our data analysis [33]. During thematic 
analysis, the initial author group maintained an audit 
trail in their secure online portal. The authors used docu-
mentation from their ISS implementations to reconstruct 
their narratives to minimize hindsight bias. Author JR 
was invited to review the methodology, thematic codes, 
and the table for longitudinal prebriefing. By cross-walk-
ing the final themes back to the raw data, author J. R.’s 
review provided additional verification of the themes and 
actions described in the process table. Our author group 
reviewed the initial narratives after the manuscript, table, 
and figure were developed to ensure adequate descrip-
tion of the process and prevent confirmation bias by 
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leaving out or misconstruing concepts that cross-walked 
Kotter’s model to the processes we describe.

We would like to note there might be some limitations 
to our conclusions drawn via these methods because of 
our insider status and commitment to change leader-
ship. Our research team was highly motivated to iden-
tify themes and patterns to clarify the ISS work we had 
done. While this served as an engine for the work, it 
subjected us to “motive-driven cognition,” i.e., we were 
at risk for arriving “at a particular conclusion, attempt 
to be rational, and to construct a justification of [our] 
desired conclusion that would persuade a dispassionate 
observer” [34] (p.272). To mitigate this sort of bias, we 
worked in good faith and with significant rigor to analyze 
each other’s program data (not just our own) and to have 
a member of the team not involved in any of the pro-
grams reanalyze in the thematic analysis.

Applying Kotter’s model of change leadership 
to ISS
In his seminal work “Why Transformation Efforts Fail” 
[22], Kotter describes eight steps to organizational trans-
formation based on his study of over 100 companies of 
varying sizes and achievement. As each author shared 
their institution’s ISS implementation journey, it was 
clear that significant engagement and culture change, the 
hallmarks of organization transformation, were required 
for success. Longitudinal prebriefing, which begins well 
before initiation of any simulations, helped to acceler-
ate the necessary engagement and culture change. Fig-
ure 1 summarizes our theory elaboration of Kotter’s eight 
transformational steps applied to ISS. Below we describe 

the Kotter’s eight steps in detail and describe the ele-
ments highlighted in the thematic analysis of our ISS pro-
grams that relate to each step. This is also summarized in 
Table 1 along with empirical examples from the program 
narratives.

Establish a sense of urgency in ISS implementation mir-
rors Kotter’s first step since successful implementation 
of ISS programs requires impetus to overcome organiza-
tional complacency. Simulation change agents often find 
that “no urgency-no buy-in.” Potent drivers of change 
can include “pain points” such as poor performance on 
benchmarked quality indicators, financial impacts, trends 
from morbidity and mortality reports, and poignant sto-
ries of patient outcomes [22, 35]. Exploring our institu-
tional stories identified these factors as successful drivers 
for ISS buy-in: unfavorable outcomes in maternal hem-
orrhage, gaps in training for emergency response teams, 
and unfamiliarity with equipment and national resusci-
tation standards. The nature of the problems addressed 
then drives selection of ISS program guiding coalition of 
stakeholders.

Kotter’s second step, Form a powerful guiding coalition, 
emphasizes that sustainable change requires a strong, 
thoughtfully composed team [22]. It is essential to enlist 
a diverse team of bottom-up and top-down multi-pro-
fessional organizational champions [36, 37]. This coali-
tion provides formal and informal leadership, credibility, 
clinical expertise, and power to remove barriers [22]. An 
organization’s visible commitment to improving culture 
and supporting simulation activities can improve the psy-
chological safety and engagement of participants [16]. 
Our analysis yielded examples as follows: gaining support 

Fig. 1  Longitudinal prebriefing
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from nursing unit managers and educators, includ-
ing members of hospital resuscitation committee, and 
recruiting local sim-friendly participants as early adop-
ters of the ISS program. Coalition members co-create 
overall ISS program goals.

After program goals and scenario objectives are estab-
lished, the third step is Create a vision [22]. This step 
establishes purpose and direction, motivates people 
to engage, and coordinates actions of team members; 
when healthcare team members perceive new programs 
as relevant to their daily work, they are more amenable 
to changing for improvements [38]. All authors identi-
fied a critical component as clarification of the program 
purpose, explicating what the ISS program was and was 
not intended to achieve. Interprofessional participants at 
all institutions expressed anxiety regarding participation, 
and declaring the lack of formal evaluation during ISS 
alleviated simulation reluctance. A shared mental model 
of ISS program goals and expectations facilitates psy-
chological safety, mitigates the risks of simulation in the 
actual clinical environment [39], and expedites program 
progression.

In Communicate the vision, Kotter advocates for key 
elements to conveying the message, including simplic-
ity, repetition, and use of multiple forums [22]. One 
aspect of longitudinal prebriefing was developing titles/
branding that communicated the function and vision of 
the programs, and each of the program described pithy 
titles during our comparative analysis. All three institu-
tions reported presenting at various levels: grand rounds, 
leadership meetings, nursing orientation sessions, and 
unit-based educator forums. Another common feature 
to our communication strategies was visits to the local 
unit. After these initial information sessions, we all pro-
gressed to further simulation activities with potential 
participants.

Empower others to act on the vision often involves 
removing structural barriers and providing training as 
needed to accomplish change [22]. Our shared experi-
ences found the need to remove cultural barriers that 
included concerns about scheduling or resources and 
reluctance to participate in ISS. Including the unit lead-
ers in the coalition ameliorates some of the schedul-
ing and supplies, by having mutually agreed-upon go or 
no-go parameters for running ISS on the unit. Creating 
fun simulation-based activities for unit participants over-
came resistance to participation. Examples of such activi-
ties included pop-up simulations with nonthreatening 
CPR games, scavenger hunts, and Olympic-style games 
for infrequently used equipment. Providing familiariza-
tion to the equipment and ground rules of simulation 
prior to ISS decreased both anxiety and prebrief time on 
the day of the event. Another empowerment activity that 

enhanced psychological safety was offering debriefing 
courses to educators or early adopters, to increase their 
comfort with this vital component of ISS.

Plan for and create short-term wins is another essential 
step for successful ISS program implementation. Deliv-
ering evidence that culture change efforts yield positive 
results rewards early adopters, encourages further par-
ticipation, and motivates managers to support program 
continuation [22]. Part of planning for short-term wins 
is identifying early adopters and targeting ISS implemen-
tation to those units first. Detecting system issues that 
could lead to safety errors promoted instant changes that 
improved care for all patients and not just the simulated 
event. Another significant short-term win was reporting 
back to participants on changes to unit practice, or the 
ISS program, based on their feedback.

The next adapted step in longitudinal prebriefing is 
Consolidate improvements to produce still more change. 
During this phase, the coalition uses momentum from 
short-term wins to address more challenging organi-
zational issues [22]. Gains from improving CPR quality 
of rate and depth led to deeper exploration of leader-
ship issues during resuscitation and reluctance to speak 
against hierarchy when performance/practice gaps occur. 
Feedback on successes from ISS should be communi-
cated at multiple levels of the organization. Our strategies 
included sharing at unit and educator meetings, setting 
up whiteboards to display successes to entire organiza-
tion, and celebrating time and participation milestones.

The final step Institutionalize new approaches [22] 
involves having ISS formally embedded in organizational 
policy. Providing reports of safety improvements allowed 
formal acknowledgement of success and rationale for 
institutional change. Our groups reported having ISS as 
a formal standing agenda item at resuscitation committee 
meetings, obtaining organizational funding for continu-
ing the ISS program, and adoption of ISS as mechanism 
for addressing other organizational quality issues. Invest-
ing time in longitudinal prebriefing for ISS yielded 
successful simulation-based programs, quality improve-
ments, and organizational changes.

Impact of insider status: benefits and limitations
Our author group’s insider status impacted the under-
standing of context, organizational processes, and rela-
tionships to develop the Kotter simulation-specific 
adaptations presented. As an example of the importance 
of insider insights into context, the initiation of program 
A was catalyzed by the need to hardwire protocols to 
address obstetric emergencies, identified by a series of 
unfavorable clinical events. This “insider” perspective on 
the impetus behind program A’s development allowed 
for a nuanced understanding of the context under which 
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external and internal organizational priorities created 
urgency, details that might otherwise be missed by an 
outsider trying to gain understanding of those priorities 
(and how they evolved) retrospectively.

Program B is an example of how insiders’ understand-
ing of organizational processes may provide an advantage 
over traditional “outsider” research. The authors involved 
with this program had deep familiarity with the organi-
zation and its processes of cardiac arrest response, since 
they practiced within the organization. This afforded 
them a practical understanding of the various code team 
compositions and the clinical governance structures sur-
rounding code team responses. This familiarity ensured 
simulations could be tailored to specific unit and code 
team requirements and facilitated rapid authorization of 
process improvements suggested following simulation 
activities.

While reflecting on the implementation of the cardiac 
arrest ISS program, this “insider” perspective on organi-
zational processes allowed clear elucidation of what 
processes were no longer adequate, where “business-as-
usual” needed change, and the steps required to hardwire 
that change.

As “insiders,” the authors also have a unique under-
standing of both healthcare team’s structures and rela-
tionships. Preexisting relationships that simulationists 
had with nursing educators, residency coordinators, and 
hospital leadership accelerated the implementation of the 
program C. Nursing and physician educators expressed 
discomfort with conducting the simulations and agreed 
to take a simulation instructor course based on positive 
relationships with the simulation leads. These courses 
increased the NICU educators’ familiarity with simula-
tion and built trust to within the ISS coalition. Based on 
negative previous experiences or unfamiliarity with the 
equipment, some nurses and pediatric residents work-
ing in the NICU expressed reluctance to participate in 
the simulations. The simulation leads leveraged the trust 
with the NICU nurse and residency educators to offer 
mini briefing sessions to familiarize participants with the 
equipment and define expectations. This positive expo-
sure to simulation decreased the reluctance to participate 
and built trust with the ISS program leads.

The conclusions and recommendations presented here 
are based on both analyzing our own initiatives as insid-
ers (S. B., S. J., K. B., S. E.) and analyzing each others’ ini-
tiatives as outsiders (all the authors). We appreciate that 
there are threats to the trustworthiness of our conclu-
sions. As seen through the lens of outsider research, S. 
B., S. J., S. E., and K. B.’s insider status, and particularly 
their personal investment in the success of their pro-
grams, and lack of blinding to outcomes introduce cru-
cial biases. While these threats to our interpretations of 

our practice-based data exist, rather than seeing them 
as defects, we argue that they are assets. The inside 
researchers’ investment in change and richly contextual-
ized understanding where it succeeded and failed com-
plements outsider research by highlighting the lived 
experience and dilemmas of taking action in real-life 
contexts.

Application to other projects
Historically, simulation centers and programs were built 
on the old adage of “build it and they will come,” but such 
advice can be detrimental for ISS programs. Our insider 
research clearly highlights that “how you build it” mat-
ters, and time should be spent “playing the long game” in 
considering change leadership principles for successful 
ISS implementation. The longitudinal prebrief provides 
a road map for successful ISS organizational integration. 
The generalizability of the change leadership framework 
we propose here is limited by location of the initiatives: 
North America and Australia. It would be useful to 
explore how and if change leadership in simulation would 
be different in more hierarchical or collectivist cultures 
[40].

Beyond application to the three programs described, 
the authors have since utilized “The Longitudinal Pre-
brief” to implement other ISS programs in different con-
texts and locations. All authors have provided support for 
other teams initiating ISS programs and activities across 
geographically dispersed health facility locations by pro-
viding guidelines and mentorship that included Kotter’s 
leadership steps adapted for ISS. Authors S. B. and S. J. 
utilized this model to coach an ISS program implemen-
tation in a smaller regional facility. A key factor to this 
process was gaining organizational motivation by first 
spending time understanding the specific clinical and 
workforce need and connecting the ISS program as a 
solution to the identified needs. Similarly, author J. R. 
utilizes the guiding principle “no urgency-no program” 
when consulting with groups that wish to utilize ISS. 
Author S. E. developed a policy of ensuring all clinical 
educators involved in ISS were part of the guiding coa-
lition by having them assist with program design and 
complete simulation instructor training. Author K. B. 
strengthened institutional buy-in by co-developing “no-
go considerations” for ISS activities that empowered unit 
leaders and published the framework to provide guidance 
for others [39]. Components of “longitudinal prebriefing” 
have also been the subject of faculty development pro-
grams at various international conferences, which have 
been of great interest to the simulation community of 
practice.

While not specifically naming Kotter’s change leader-
ship principles, many ISS program descriptions report 
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elements of the process we describe in successful imple-
mentation of programs for interprofessional health 
teams. Wheeler et al. described the successful implemen-
tation of an ISS program for the deteriorating patient 
in a pediatric hospital [10]. Change leadership steps 
described include creating and sharing a clear vision for 
the program, the presence of a guiding coalition, plan-
ning for early gains, and leveraging early success to con-
solidate change [10]. Riley et  al. described using real 
adverse outcome data to establish a sense of importance 
for buy-in for an ISS program, as well as feeding back 
improvements to maintain momentum [41]. Kumar 
et  al. have noted the importance of change manage-
ment in sustaining simulation programs, highlighting the 
importance of institutional “buy-in” [42]. These exam-
ples highlight how successful ISS programs have instinc-
tively utilized elements of change leadership to embed 
programs and ensure sustainability. However, to our 
knowledge, thus far, there has been no comprehensively 
described approach to ISS program implementation.

Conclusion
Failing to “play the long game” in simulation program 
initiation is the norm, rather than the exception. Focus-
ing on short-term gains, putting out fires, and focusing 
on the urgent at the expense of the important set simu-
lation program leaders up frustration and even burnout. 
We therefore have differentiated “prebriefing” that is 
designed primarily as a process temporally proximate to 
an upcoming simulation session and designed to estab-
lish an engaging learning environment for current learn-
ers, from a longitudinal briefing process that focuses on 
building program legitimacy via connections with the 
politics and priorities of the larger organization. To suc-
ceed in the long game, a more comprehensive approach 
is required to engage colleagues at all levels and ensure 
that organizations can implement and sustain simula-
tion programs [43]. This longitudinal prebrief focuses 
on both unleashing colleague’s intrinsic motivation [44] 
and building the political and clinical credibility of the 
program. It provides a road map both for linking with 
the priorities of the larger organization as well as estab-
lishing a safe and engaging learning environment for 
participants.

We modified a well-known organizational change 
leadership framework to clarify the specifics of organi-
zational engagement needed for successful implementa-
tion of ISS. We cataloged and thematically analyzed our 
program descriptions to adapt Kotter’s framework and 
provided recommendations for each step. While our 
approach is limited by the benefits and biases of describ-
ing our own experiences, we believe the framework could 
provide a structured approach for others implementing 

ISS programs. To test the soundness of this approach 
in other contexts, we hope that additional examples of 
activities relevant to each step (and their relevant success 
or failure) might be reported by other authors to build 
collective knowledge for best practice ISS implementa-
tion. We encourage those who are developing new ISS 
programs or expanding current programs to experiment 
with a “longitudinal prebriefing” to their program plan-
ning and implementation.

Abbreviation
ISS	� In situ simulation

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s41077-​023-​00243-6.

Additional file 1. Supplement 1. Descriptions of 3 different in situ simu-
lation programs and examples of longitudinal prebriefing related to each 
change leadership step.

Additional file 1. Supplement 2. Phases of thematic analysis.

Authors’ contributions
Authors SE, SB, SJ, and KB collected data. JWR provided expertise related to 
insider research. All authors contributed equally to the design of the work, 
interpretation of data, and manuscript writing and revisions, author SJ 
designed Fig. 1 with input from all authors. The author(s) read and approved 
the final manuscript.

Funding
There has been no funding for this work.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Received: 4 May 2022   Accepted: 12 January 2023

References
	1.	 Loice L, Downing D, Chan T, Robertson J, Anderson JM, Diaz DA, et al. 

Healthcare Simulation Dictionary. In: Healthcare SfSi. 2nd ed. Rockville: 
Agency for Healthcare Research and Quality; 2020.

	2.	 Brazil V. Translational simulation: not ’where?’ but ’why?’ A functional view 
of in situ simulation. Adv Simulation. 2017;2:20.

	3.	 Lamé G, Dixon-Woods M. Using clinical simulation to study how to 
improve quality and safety in healthcare. BMJ Simul Technol Enhanced 
Learn. 2020;6(2):87–94.

https://doi.org/10.1186/s41077-023-00243-6
https://doi.org/10.1186/s41077-023-00243-6


Page 9 of 9Eller et al. Advances in Simulation             (2023) 8:3 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	4.	 Guise JM, Mladenovic J. In situ simulation: identification of systems issues. 
Sem Perinatol. 2013;37(3):161–5.

	5.	 Patterson MD, Geis GL, Falcone RA, LeMaster T, Wears RL. In situ simula-
tion: detection of safety threats and teamwork training in a high risk 
emergency department. BMJ Qual Safety. 2013;22(6):468–77.

	6.	 Riley W, Begun JW, Meredith L, Miller KK, Connolly K, Price R, et al. Inte-
grated approach to reduce perinatal adverse events: standardized pro-
cesses, interdisciplinary teamwork training, and performance feedback. 
Health Serv Res. 2016;51(Suppl 3):2431–52.

	7.	 Gardner AK, Ahmed RA, George RL, Frey JA. In situ simulation to assess 
workplace attitudes and effectiveness in a new facility. Simul Healthcare. 
2013;8(6):351–8.

	8.	 Geis GL, Pio B, Pendergrass TL, Moyer MR, Patterson MD. Simulation 
to assess the safety of new healthcare teams and new facilities. Simul 
Healthcare. 2011;6(3):125–33.

	9.	 Petrosoniak A, Auerbach M, Wong AH, Hicks CM. In situ simulation in 
emergency medicine: moving beyond the simulation lab. Emerg Med 
Australas. 2017;29(1):83–8.

	10.	 Wheeler DS, Geis G, Mack EH, LeMaster T, Patterson MD. High-reliability 
emergency response teams in the hospital: improving quality and safety 
using in situ simulation training. BMJ Qual Saf. 2013;22(6):507–14.

	11.	 Kurup V, Matei V, Ray J. Role of in-situ simulation for training in healthcare: 
opportunities and challenges. Curr Opin Anaesthesiol. 2017;30(6):755–60.

	12.	 Rosen MA, Hunt EA, Pronovost PJ, Federowicz MA, Weaver SJ. In situ 
simulation in continuing education for the health care professions: a 
systematic review. J Contin Educ Health Prof. 2012;32(4):243–54.

	13.	 Andreatta P, Saxton E, Thompson M, Annich G. Simulation-based mock 
codes significantly correlate with improved pediatric patient cardiopul-
monary arrest survival rates. Pediatr Crit Care Med. 2011;12(1):33–8.

	14.	 Brazil V, Purdy E, Alexander C, Matulich J. Improving the relational aspects 
of trauma care through translational simulation. Adv Simul. 2019;4:10.

	15.	 Lipman SS, Carvalho B, Cohen SE, Druzin ML, Daniels K. Response times 
for emergency cesarean delivery: use of simulation drills to assess and 
improve obstetric team performance. J Perinatol. 2013;33(4):259–63.

	16.	 Purdy E, Borchert L, El-Bitar A, Isaacson W, Bills L, Brazil V. Taking simulation 
out of its “safe container”—exploring the bidirectional impacts of psycho-
logical safety and simulation in an emergency department. Adv Simul. 
2022;7(1):5.

	17.	 Sorensen JL, Ostergaard D, LeBlanc V, Ottesen B, Konge L, Dieckmann P, 
et al. Design of simulation-based medical education and advantages and 
disadvantages of in situ simulation versus off-site simulation. BMC Med 
Educ. 2017;17(1):20.

	18.	 Tapia V, Waseem M. Setup and execution of in situ simulation. StatPearls. 
Treasure Island (FL): StatPearls Publishing StatPearls Publishing LLC.; 2020.

	19.	 Hitt MA, Beamish PW, Jackson SE, Mathieu JE. Building theoretical and 
empirical bridges across levels: multilevel research in management. Acad 
Manage J. 2007;50(6):1385–99.

	20.	 Chamberlain J. Prebriefing in nursing simulation: a concept analysis using 
rodger’s methodology. Clin Simul Nurs. 2015;11(7):318–22.

	21.	 Rudolph JW, Raemer DB, Simon R. Establishing a safe container for learn-
ing in simulation: the role of the presimulation briefing. Simul Healthcare. 
2014;9(6):339–49.

	22.	 Kotter JP. Leading change: why transformation efforts fail. Harvard Busi-
ness Rev. 2007;85(1):96–103.

	23.	 Kotter J. Change management vs. change leadership -- what’s the differ-
ence? Forbes.com2011 [Available from: https://​www.​forbes.​com/​sites/​
johnk​otter/​2011/​07/​12/​change-​manag​ement-​vs-​change-​leade​rship-​
whats-​the-​diffe​rence/?​sh=​1f0b0​a054c​c6.

	24.	 Wendt M. Comparing ‘deep’ insider knowledge: developing analytical 
strategies for cross-national qualitative studies. Int J Soc Res Methodol. 
2020;23(3):241–54.

	25.	 Louis MR, Bartunek JM. Insider/outsider research teams: collaboration 
across diverse perspectives. J Manage Inquiry. 1992;1(2):101–10.

	26.	 Kuhn T. Second thoughts on paradigms. In: Suppe F, editor. The structure 
of scientific theories. 2nd ed. Chicago: University of Ilinois Press; 1977. p. 
459–517.

	27.	 Varpio L, Paradis E, Uijtdehaage S, Young M. The distinctions between 
theory, theoretical framework, and conceptual framework. Acad Med. 
2020;95(7):989–94.

	28.	 Friedman VJ, Rogers T. Linking causal theory and meaning making in 
action research. In: Reason P, Bradbury H, editors. Handbook of action 

research: participative inquiry and practice. London: Sage Publications 
Inc.; 2008. p. 252–65.

	29.	 Brannick T, Coghlan D. In defense of being “native”: the case for insider 
academic research. Organ Res Methods. 2007;10(1):59–74.

	30.	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3(2):77–101.

	31.	 Gormley G, Kearney G, Johnston J, Calhoun A, Nestel D. Analyzing data: 
approaches to thematic analysis. In: Nestel D, Hui J, Kunkler K, Scerbo 
MW, Calhoun A, editors. Healthcare Simulation Research: A Practical 
Guide. Switzerland: Springer; 2019. p. 135–43.

	32.	 Miles MB, Huberman AM. Qualitative data analysis. 2nd ed. Thousand 
Oaks: Sage; 1994.

	33.	 O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for report-
ing qualitative research: a synthesis of recommendations. Acad Med. 
2014;89(9):1245–51.

	34.	 MacCoun RJ. Biases in the interpretation and use of research results. Ann 
Rev Psychol. 1998;49:259–87.

	35.	 Parvizi N, Shahaney S, Martin G, Ahmad A, Moghul M. Instigating change: 
trainee doctors&#039; perspective. BMJ Qual Safety. 2012;21(9):801.

	36.	 Bradley EH, Brewster AL, McNatt Z, Linnander EL, Cherlin E, Fosburgh H, 
et al. How guiding coalitions promote positive culture change in hospi-
tals: a longitudinal mixed methods interventional study. BMJ Qual Safety. 
2018;27(3):218–25.

	37.	 Liberati EG, Tarrant C, Willars J, Draycott T, Winter C, Kuberska K, et al. 
Seven features of safety in maternity units: a framework based on 
multisite ethnography and stakeholder consultation. BMJ Qual Saf. 
2021;30:444–56.

	38.	 Greenfield D, Nugus P, Travaglia J, Braithwaite J. Factors that shape the 
development of interprofessional improvement initiatives in health 
organisations. BMJ Qual Saf. 2011;20(4):332–7.

	39.	 Bajaj K, Minors A, Walker K, Meguerdichian M, Patterson M. "No-
go considerations" for in situ simulation safety. Simul Healthcare. 
2018;13(3):221–4.

	40.	 Hofstede G. Culture’s consequences: comparing values, behaviors, institu-
tions, and organizations across nations. Thousand Oaks: SAGE Publica-
tions; 2001.

	41.	 Riley W, Davis S, Miller KM, Hansen H, Sweet RM. Detecting breaches in 
defensive barriers using in situ simulation for obstetric emergencies. Qual 
Saf Health Care. 2010;19(Suppl 3):i53–i6.

	42.	 Kumar A, Kent F, Wallace EM, McLelland G, Bentley D, Koutsoukos A, et al. 
Interprofessional education and practice guide no. 9: sustaining interpro-
fessional simulation using change management principles. J Interprofess 
Care. 2018;32(6):771–8.

	43.	 Krupp S, Schoemaker P. Winning the long game: how strategic leaders 
shape the future Hachette. UK: PublicAffairs; 2014.

	44.	 Hilton K, Anderson A. IHI Psychology of Change Framework to Advance 
and Sustain Improvement. Boston: Institute for Healthcare Improvement; 
2018.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.forbes.com/sites/johnkotter/2011/07/12/change-management-vs-change-leadership-whats-the-difference/?sh=1f0b0a054cc6
https://www.forbes.com/sites/johnkotter/2011/07/12/change-management-vs-change-leadership-whats-the-difference/?sh=1f0b0a054cc6
https://www.forbes.com/sites/johnkotter/2011/07/12/change-management-vs-change-leadership-whats-the-difference/?sh=1f0b0a054cc6

	Leading change in practice: how “longitudinal prebriefing” nurtures and sustains in situ simulation programs
	Abstract 
	Background
	Methods: learning from each other and practice
	Change leadership as insiders
	Identification of common themes
	Trustworthiness

	Applying Kotter’s model of change leadership to ISS
	Impact of insider status: benefits and limitations
	Application to other projects

	Conclusion
	References


