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ABSTRACT

	Background: Student nurses in the Philippines frequently encounter traumatic clinical experiences during Related Learning Experience (RLE) rotations, yet formal debriefing protocols and mental health support systems remain limited, reinforcing stigma and unprocessed psychological distress. 
Aim: This study sought to explore the role of debriefing on traumatic clinical experience and mental health outcomes of student nurses in a private college in Iloilo City. 
Methods
A concurrent mixed-methods design was employed. Quantitative data were collected using adopted and researcher-made questionnaires from two hundred seventy-five (275) participants selected using the Raosoft sample size calculator, while qualitative data were gathered through the use of an in-depth interview with seven (7) participants through purposive sampling. Ethical clearance was secured prior to data collection to ensure participant protection and research integrity.
Results
The findings revealed that nursing students view debriefing as a valuable instructional and emotional support strategy that helped lessen feelings of anxiety and overwhelm. Statistical analysis indicated that informal debriefing was not significantly associated with reduced anxiety scores. Qualitatively, students described debriefing as a safe space for emotional expression, although these sessions were often described as unstructured and focused more on clinical correction than emotional support.
Conclusion
​It is concluded that traumatic clinical experiences are common among student nurses and have a considerable psychological impact. Although informal debriefing was perceived as beneficial, it may be insufficient to effectively reduce measurable anxiety. These findings highlight the need for structured debriefing and reflective practice to better support the students’ emotional resilience and coping. Clinical instructors are encouraged to prioritize establishing a psychologically safe learning environment where students can openly process distressing experiences. Future studies should use longitudinal and multi-site designs to examine the long-term effects of structured debriefing on anxiety. 
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1. INTRODUCTION 

There is a lack of mental health support for student nurses after traumatic clinical experiences during Related Learning Experience (RLE) rotations in the Philippines.
As part of training, student nurses often encounter critical incidents such as patient deaths, severe injuries, or violence during clinical duties. Mental health struggles are often seen as weakness, and students internalize the belief that they must simply endure the challenges, viewing stress as an intrinsic and unavoidable part of the nursing profession. With this belief, there is insufficient to no debriefing protocols applied after distressing clinical experiences in the nursing curricula in the Philippines that could offer adequate mental health support.
Clinical training during related learning experience (RLE) rotations is often the first major source of stress for student nurses as they transition from classroom to real-world patient care. A traumatic experience for student nurses and newly graduated nurses is defined by their exposure to various stressors that can be linked to psychological trauma. The study identified six key themes that include these experiences: witnessing sudden changes in a patient or client’s status and unexpected death, emotional labor, faculty incivility, sabotage, bullying, and verbal abuse from the healthcare team, exposure to physical violence and sexual inappropriateness (Chacula et al., 2022). The symptoms of anxiety indicate the initial phase of trauma response, including acute stress reactions like intrusive thoughts, hyperarousal, and avoidance. When these feelings persist and intensify, anxiety forms a clinical core of more prevalent conditions, which is most commonly known as Secondary Traumatic Stress (STS) (Oakley et al., 2024).

Struggles in mental health are usually viewed as a sign of weakness, and in profession, showing weakness is seen as a sense of shame (Hood and Copeland, 2021). Therein, it involves a belief that student nurses are trained to provide care for others but not seek it for themselves, and this idea greatly hinders their willingness to seek help (Al-Najdi et al., 2025; Kotera et al., 2023). A qualitative study among 30 student nurses in the United Arab Emirates during their initial clinical placements identified multiple stressors, including the clinical environment, unfriendly tutors, conflicting expectations, and gaps between theoretical knowledge and clinical practice (Dias et al., 2024). The findings of an intensive interview of seven participants revealed that students reported situational nervousness, feelings of inadequacy, and threatened self-esteem when performance fell below expectations. It came to a conclusion that these clinical experiences had great impacts on multiple dimensions of psychological well-being, such as autonomy, competence, relationships, self-acceptance, personal growth, and life purpose (Mahinay et al., 2025). Structured and compassionate interventions, such as formal debriefing protocols, are necessary to reduce anxiety and foster positive coping among student nurses (Araújo et al., 2022). While debriefing frameworks exist in simulation settings, they are rarely enforced in real-world clinical rotations (Bae et al., 2019). A qualitative meta-synthesis further confirmed that while students strongly desired debriefing, it often did not occur in a formal and guided manner (Cambridge et al., 2023). The researchers recommended the implementation of mental health interventions such as debriefing sessions, training of resilience and accessible psychological services to protect and promote the well-being of student nurses. The studies above strengthen the need for a holistic approach to students’ mental health and flexibility in clinical education, emphasizing the importance of supportive mentorship from a formal debriefing and addressing fear.

Without locally grounded evidence, nursing curricula in the Philippines lack culturally relevant, standardized debriefing frameworks that address both the processing of clinical trauma and the breakdown of stigma, making student nurses at risk for unprocessed emotional distress, diminished professional competence, and long-term consequences of mental health. This gap is particularly important given the worldwide admiration for Filipino nurses, whose resilience, compassion, and clinical skills are celebrated globally. Recognizing this, the study aimed to explore the role of debriefing on traumatic clinical experience and mental health outcomes of student nurses in a private college in Iloilo City. To have this study conducted is in contribution to the United Nations Sustainable Development Goals (SDGs). By comprehensively examining student satisfaction with RLE rotations and the effectiveness of the informal debriefing process, this research provides crucial data for evaluating the quality and importance of clinical education, in relevance to SDG 4 (Quality Education). SDG 3 (Good Health and Well-being) can also be attributed as effective Related Learning Experience (RLE) rotations supported by formal debriefing protocols or practices ensure that student nurses successfully bridge theory to practice and acquire the clinical competence required of graduates. Thus, ensuring the mental well-being of the future backbone of healthcare through structured support systems is essential to safeguarding the future of the profession.


2. METHODOLOGY 

2.1 Research Design

The researchers employed a concurrent mixed-method design to conduct the study. This approach involved the simultaneous collection and analysis of both quantitative and qualitative data. By using this design, the study was able to quantify the statistical relationship between debriefing, traumatic clinical experiences, and anxiety while concurrently exploring the narratives and lived experiences of the nursing students to provide a more comprehensive understanding of the event.

2.2 Research Instrument

The study utilized several instruments to gather data across both phases. For the quantitative portion, the Impact of Event Scale-Revised (IES-R) was used to measure the psychological impact of traumatic clinical events, and the Generalized Anxiety Disorder-7 (GAD-7) was used to assess anxiety levels. Additionally, a researcher-made Level of Debriefing Questionnaire was implemented to evaluate the quality of debriefing received. For the qualitative phase, a semi-structured interview guide was developed to facilitate in-depth discussions regarding the students' emotional processing and clinical encounters.

2.3 Participants

The participants were divided into two groups corresponding to the mixed-method approach. The quantitative phase included 275 third-year and fourth-year nursing students, selected via stratified random sampling using the Raosoft sample size calculator. The qualitative phase involved 7 participants chosen through purposive sampling, specifically targeting those who had encountered significant traumatic experiences during their related learning experiences (RLE) and were willing to share their stories.

2.4 Research Setting

The research was conducted at Iloilo Doctors’ College, specifically within the College of Nursing in Iloilo City, Philippines. The data collection occurred during the second semester of the 2025-2026 academic year, focusing on students who rotate through various affiliated hospitals and clinical areas.

2.5 Data Gathering Procedure

The process began with securing ethical clearance and administrative approval from the Dean of the College of Nursing. For the quantitative data, a link to an online survey platform was distributed to the students, where they first provided informed consent before completing the demographic profile and standardized questionnaires. For the qualitative data, the researchers conducted one-on-one semi-structured interviews. These sessions were audio-recorded, lasted between 45 to 60 minutes, and were later transcribed for detailed analysis.

2.6 Data Analysis

Quantitative data were analyzed using SPSS, employing descriptive statistics such as mean and frequency to describe the levels of trauma and anxiety. The Kolmogorov-Smirnov test was used to check for normality, and Spearman’s rho was applied to determine the correlations between the variables. Qualitative data underwent a six-step systematic thematic analysis to identify recurring codes and themes. Finally, the findings from both methods were integrated using a joint display to compare and contrast the statistical results with the qualitative narratives.

3. RESULTS AND DISCUSSION

3.1 Quantitative Interpretation of the Results 

3.1.1 Profile of the respondents

More than half of the student nurses were 21 years old and below (56.7%) and almost half of them were 22 years old and above. The majority of them as respondents of the study were female (80.40%) and several were male (19.6%). More students were at year level 4 (53.8%) and several of them were at year level 3 (46.2%).

3.1.2 Level of Traumatic Clinical Experience among Respondents

The data revealed that the most prominent psychological response among level 3 and level 4 student nurses was rooted in Avoidance (M=1.64), with several indicators reaching levels of severe distress. The highest recorded mean in this study (1.89) refers to the intentional suppression of emotional distress when faced with reminders of a clinical event (M=1.84), complemented by a hesitation to verbalize or discuss the experience (M=1.68). These findings suggest a functional survival mechanism, where students prioritize professional stoicism over emotional processing. This reliance on avoidance is a critical finding, as it indicates a state of professional masking that often precedes long-term attrition (Beck, 2011). Furthermore, the data confirmed an awareness of unresolved feelings with a failure to address them (M=1.61), while scores regarding the removal of memories (M=1.60) and avoidance of physical reminders (M=1.58) moved into the probable category. This reflects a high level of behavioral distancing that enters the realm of clinical pathology. Even the lower scores in this domain, such as emotional numbness (M=1.48) and a sense of unreality or denial (M=1.47), remained clinically significant, pointing toward a state of emotional detachment that may impair empathetic care (Lombardo & Eyre, 2011).
In the area of Intrusion, the students demonstrated a clinically important to probable level of mental disturbance (M=1.39). The involuntary recurrence of thoughts regarding clinical events reached an extreme score of 1.65, highlighting an inability to separate trauma during off-duty hours. Visual intrusions (M=1.56), the revival of emotions through environmental stimuli (M=1.55), and a general preoccupation with the event (M=1.54) further supported this trend. This lack of compartmentalization signifies that the traumatic impact of the clinical setting follows the student home, a hallmark of Secondary Traumatic Stress (Beck, 2011). Conversely, symptoms such as difficulty maintaining sleep, the sensation of reliving the event, and sudden waves of intense emotion (M=1.28) suggest these students were slightly more resilient against reliving the trauma than they were to avoidant behaviors. The lowest score in this study related to having dreams about the experience (M=1.01). This is highly significant; it suggests that the trauma is being processed through conscious thought interference rather than through the REM cycle, implying that the distress is a constant cognitive load during waking hours.
The Hyperarousal domain reflected a consistent clinically significant impact on the students' daily physiological state (M=1.22). The most critical issue was the difficulty in concentrating (M=1.31), followed by difficulty falling asleep (M=1.28) and feelings of irritability or anger (M=1.27). From an academic perspective, this is a vital finding; hyperarousal does not just affect well-being as it also affects cognitive bandwidth and patient safety. A student nurse who is on-guard (M=1.21) or easily startled (M=1.19) is operating in a state of chronic stress activation. Finally, the physiological effects, such as sweating or difficulty breathing (M=1.09), while being the lowest in this domain, still sit at the threshold of clinical significance. This confirms that the traumatic experiences were sufficient to trigger involuntary autonomic responses, suggesting that the stress has moved from a psychological perception to a somatic manifestation (van der Kolk, 2014).
The overall mean of 1.44 is at the upper limit of the clinically significant distress range and is only 0.06 points away from the probable threshold. This narrow margin recommends that the student population as a whole is trending toward a probable psychiatric diagnosis. The significance of these findings lies in the disconnect between functioning and health; students may appear to be performing well in the ward while experiencing profound internal stress. This necessitates a shift in nursing curricula toward support systems that prioritize emotional integration as highly as clinical skill (Lombardo & Eyre, 2011).
In Table 2b, the assessment of traumatic clinical experiences among student nurses revealed a significantly polarized profile. While the overall mean of 1.44 suggested a clinically significant level of distress, the frequency distribution uncovered a more severe underlying reality. The data insinuates a bimodal distribution, where the population is split between a group reporting low impact (38.20%) and a dominant group (40.40%) experiencing extreme distress.
The significance of this finding lies in the masking effect of the mean; the lower scores of the resilient or less-exposed students pulled the collective average downward, potentially obscuring the fact that nearly half of the population is in a state of psychological crisis. This aligns with the observations of Duffy et al. (2015), who noted that in healthcare populations, symptom severity often varies so widely that average values can dismantle or hide extreme cases of distress.
The data showed that a substantial majority (61.90%) of students fell within the range of clinical concern. This included the 40.40% in extreme distress, alongside those experiencing clinically significant (13.50%) and probable (8.00%) distress levels. This concentration of severe scores indicates that for a majority of level 3 and 4 students, clinical rotations have transitioned from routine academic challenges into potent traumatic experiences. These findings corroborate the research of Beck et al. (2017), which demonstrated that intense exposure in specialized clinical environments results in a high proportion of practitioners experiencing moderate to severe secondary traumatic stress (STS). The presence of such a large at-risk group in this study highlights that the clinical learning environment itself may be a high-risk setting for professional and personal impairment.
The fact that nearly half the population (40.40%) is undergoing psychological stress severe enough to potentially impair both personal health and professional development is an urgent indicator for institutional intervention. The disparity in how students process these stressors where two-fifths remain at low impact while the rest trend toward extreme scores advocates that individual resilience factors are being overwhelmed by the intensity of the clinical load. As noted in the literature, this level of impact confirms the need for trauma-informed mental health support to prevent the progression from student distress to permanent professional burnout.
3.1.3 Level of Anxiety among Respondents

The data in Table 3a adheres to the original sequential order (1 to 7) to ensure that these results remain directly comparable with clinical norms and existing meta-analyses. As noted by Spitzer et al. (2006), reporting GAD-7 statistics in their original order is essential for identifying the specific symptom burden of a sample without stripping away the diagnostic context.
The overall mean suggests that the sampled population experiences a mild level of generalized anxiety (M=1.03). A key clinical observation is that this distress is characterized by internal cognitive struggle rather than external physical agitation. The highest symptom burden emerged from excessive worry over various matters (M=1.22) and the anticipation of negative events (M=1.13). This indicates that these student nurses are in a state of constant mental hyper-vigilance. The lower scores for physical restlessness (M=0.80) and the inability to relax (M=0.92) imply that the anxiety is currently concentrated in the mind. However, if this ruminative cycle, specifically the difficulty in controlling anxious thoughts (M=1.01), is not interrupted, there is a high risk of these symptoms evolving into more severe, systemic anxiety. This profile aligns with the work of Hoying et al. (2020), who found that health sciences students often suffer from elevated anxiety rooted in mental preoccupation and academic performance stress. The lack of physical agitation in this sample may mask the severity of the internal struggle, acting as an early warning sign for clinical burnout.
The analysis of Table 3b shows a descending prevalence of stress severity, with the majority of the sample (68.0%) falling into the minimal (37.5%) or mild (30.5%) categories. While a smaller portion experienced moderate (20.4%) or severe (11.6%) stress, the concentration of lower scores implicate that most students possess adequate protective factors. The significance of this distribution is that it highlights a "resilience gap"; while 88.4% of the students are successfully managing clinical demands, the 11.6% in the severe range represent a highly vulnerable subgroup whose coping mechanisms have been overwhelmed. These findings correlate with Labrague et al. (2018), who observed that while nursing students globally face high-pressure environments, the majority utilize diverse resources to prevent stress from reaching a debilitating state.
A notable discrepancy exists between the mild anxiety reflected in the itemized means and the minimal anxiety seen in total score categorizations. This is attributed to a positive skew in the data. While the majority of students report low distress, the intense anxiety of the 32.0% in the moderate-to-severe range statistically pulls the group mean upward. As explained by Hurley and Tenny (2023), the arithmetic mean is highly sensitive to extreme scores, whereas categorical distributions often provide a more accurate representation of the typical student experience. This entails that while the average student appears to be coping, the mean is actually signaling a deep, localized crisis within a specific and vulnerable subgroup of the population.


3.1.4 Level of Debriefing Received among Respondents

As a whole, 3rd and 4th-year student nurses held a consistently positive perception of clinical debriefing (M=3.74). The data implies that students primarily value debriefing as a cognitive and instructional tool. The highest levels of agreement were tied to professional growth, specifically the improvement of clinical judgment and critical thinking skills (M=3.88). Furthermore, students strongly agreed that these sessions allowed them to learn from traumatic experiences (M=3.86) and enhanced their communication skills with patients (M=3.86).
These high scores imply that students view debriefing not merely as a supportive measure, but as an essential component of their pedagogical development. By framing traumatic events as learning opportunities, debriefing serves to bridge the gap between clinical shock and professional competence. This aligns with research by Cambridge et al. (2023), which suggests that structured reflection is vital for reinforcing clinical reasoning in high-pressure environments.
Regarding emotional regulation, the sessions were perceived as effective in helping students feel less overwhelmed (M=3.81) and lowering immediate anxiety or distress (M=3.78). Confidence in facing future clinical challenges (M=3.77) and the ability to manage future difficult situations (M=3.77) were also highly rated. Crucially, students felt strongly supported by their clinical instructors throughout the process (M=3.77).
The consistent agreement regarding instructor support advises that the teacher-student relationship is the primary vehicle for psychological safety in these cohorts. While the sessions successfully provide a sense of calm (M=3.65) and structural clarity (M=3.75), the data demonstrates that the calming effect is a secondary byproduct of the educational support provided.
The lowest scores in this study centered on the personal comfort levels of students during the interaction. While students agreed that sessions were long enough for processing (M=3.63) and that they felt generally comfortable sharing thoughts (M=3.59), the item with the lowest mean was the ability to express emotions freely (M=3.49).
This discrepancy is highly significant; it suggests a vulnerability gap in the debriefing process. Students highly value the cognitive and educational outcomes of debriefing, yet they remain hesitant to engage in full emotional disclosure. As noted by González-Tejerina et al. (2025), this reflects the ongoing challenge of balancing professional stoicism with the need for emotional processing. The fact that emotional expression scores were lower than educational scores implies that while students trust the system to teach them, they may not yet fully trust the environment to hold their vulnerability without judgment.
3.1.5 Relationship Between Impact of Traumatic Clinical Experience, Anxiety, Debriefing Received Among Student Nurses 

To assess the assumption of normality, a Kolmogorov–Smirnov (K–S) test was performed since the sample size is greater than 50 (N=275). The K–S test is a nonparametric test commonly used to determine whether a dataset significantly deviates from a specified theoretical distribution, such as the non-normal distribution (Gupta et al., 2019). Since the sample (N=275) yielded a p < .05, the null hypothesis of normality was rejected, confirming the data was skewed and necessitating the use of Spearman’s rho rₛ, a non-parametric measure rather than the parametric choice, Pearson’s  r (Mishra et al., 2019).

The choice of Spearman’s was critical because it assesses the monotonic relationship based on rank, making it more resilient to the non-linear distributions typical in student nurses’ stress levels. The rₛ value is a numerical index that represents the strength and direction of a relationship between two variables. To interpret the strength of these relationships, we utilized the provided Rule of Thumb for Interpreting the Size of a Correlation Coefficient, which classifies relationships into five distinct categories: .90 to 1.00 as "very high," .70 to .90 as "high," .50 to .70 as "moderate," .30 to .50 as "low," and .00 to .30 as "negligible." Our finding of rₛ= .587 for traumatic experience and anxiety falls firmly into the moderate positive correlation category, meaning that as clinical trauma intensity increases, anxiety levels follow a predictable upward trend. This result is bolstered by a p-value of <.001. The p-value (probability value) was popularized by Fisher (1950) as a measure of the evidence against the null hypothesis. It represents the probability of obtaining a result as extreme if no real relationship existed in the population. In this study,  a p-value of .001. classifies as highly significant, indicating a near-zero probability that this correlation occurred by chance Fisher (1950). This means that students who report more intense or impactful traumatic clinical experiences also tend to report higher levels of anxiety; this finding aligns with a correlational study by  Onieva-Zafra et al. (2020), showing that clinical training stressors are closely associated with increased anxiety in student nurses.

Conversely, the relationship between anxiety and debriefing (rₛ= -.049) is categorized as a negligible correlation, as the value falls within the .00 to .30 range. 
This result is statistically non-significant (p = .415), as the p-value far exceeded the .05 threshold, suggesting that any slight downward tilt was merely statistical noise. 
A systematic review of nursing simulation debriefing literature by Lee, J. et al. (2020) found firm evidence supporting debriefing for improving learning outcomes, clinical reasoning, and reflective practice. Additionally, Franco-Tantuico, R. and Btoush, R. (2025), argued that debriefer skill is the strongest predictor of overall simulation quality, and a lack of debriefer skills can compromise student engagement that can result in learner anxiety. Debriefing sessions are also most effective when conducted immediately after the event (Miller, K. & Miller, J., 2020). These findings suggest that debriefing, particularly when informal or unstructured, conducted by a debriefer lacking sufficient skills, or performed untimely, may not reliably reduce anxiety in the absence of a structured, theory-based protocol.

3.2 Qualitative Results Interpretation

3.2.1 Profile of Respondents

The qualitative phase of the study involved seven (n=7) participants to give a deeper understanding of the traumatic clinical experiences in the quantitative phase. 
The participants consisted of third year and fourth year student nurses who have undergone clinical rotations. As shown in Table 7, the age of the participants was relatively homogenous, with the majority (71.4%) being 21 years old and the remainder (28.6%) being 22 years old.

Four participants (P1, P3, P5, and P7) were in their third year of the nursing program, while three participants (P2, P4, and P6) were in their fourth year. 
This distribution ensured that the qualitative results captured experiences from both the initial and late stages of clinical placement, reflecting a wide variety of exposure to hospital environments and patient care stressors.

3.2.2 Experiences and Major Themes
State of Shock. The state of shock among student nurses reflects an immediate and intense physiological and psychological response to traumatic clinical exposure, characterized by confusion, sensory overload, and impaired functioning. Participants consistently described symptoms such as shaking, disorientation, and inability to focus, as illustrated by P1’s experience of feeling “wrecked” and P3’s report of being unable to concentrate due to overwhelming noise and environmental stimuli. This aligns with the discussion that traumatic events trigger both physical distress and cognitive disruption, leading to a “floating” state where awareness and task performance are compromised. The persistence of these symptoms, including intrusive recollections and difficulty sleeping, reflects prolonged stress responses that interfere with academic and clinical functioning, as shown in P7’s account of repeatedly reliving traumatic images and P5’s experience of “relapse” of memories affecting concentration. These findings are consistent with Neuman’s Systems Model, where trauma acts as a stressor that destabilizes the system, and support Copeland and Hood (2021), who found that student nurses exposed to critical clinical events often experience shock, helplessness, and reduced sense of competence.
Wearing the "Professional Mask”. Participants demonstrated the need to adopt a “professional mask,” suppressing emotions to conform to the perceived expectations of nursing professionalism, even in the face of trauma. This performative emotional control was evident in statements such as P3 emphasizing the need to “be strong enough” because “nursing is not for the weak,” and P2’s assertion that emotions must be set aside to maintain professional behavior. Similarly, P5 described intentionally hiding distress due to fear of reprimand, and P6 reinforced the belief that emotional expression is equated with weakness in clinical settings. This behavior reflects Hochschild’s (1983) concept of emotional labor, where individuals regulate emotions to meet professional expectations, and Goffman’s (1959) dramaturgical perspective, where individuals manage impressions to appear competent. The participants’ narratives further reveal that this masking extends to delayed emotional processing, where distress is only expressed after duty hours, as articulated by P2’s practice of delayed emotional processing. While this strategy allows task completion, it also creates emotional dissonance and internal strain, supporting findings that prolonged emotional suppression contributes to burnout and detachment in healthcare settings.
Evaluation Anxiety. Evaluation anxiety emerged as a significant barrier to emotional expression and open communication, as participants feared that their reactions to traumatic experiences would negatively affect their academic performance and professional evaluation. Participants such as P1 expressed fear of being perceived as a “failure,” while P5 and P4 highlighted hesitation in sharing emotions due to concerns that vulnerability would be interpreted as incompetence. This aligns with the participants’ experience of filtered communication, where only task-related concerns were shared, while emotional struggles were concealed, as noted by P2 and P6. The presence of clinical instructors as evaluators intensified this anxiety, leading to restricted dialogue and emotional withholding, especially when instructors were perceived as strict or unapproachable. This supports Albulescu et al. (2023), who conceptualized assessment-related stress as involving both cognitive worry and emotional arousal, and reinforces the idea that evaluative environments can hinder authentic learning experiences. The fear of judgment ultimately transforms clinical exposure into a performance-driven environment, where students prioritize compliance over reflection, limiting their ability to process and integrate traumatic experiences.
Trying to Adapt. In the absence of formal debriefing, participants demonstrated adaptive resilience through self-directed coping strategies that enabled them to process trauma and continue functioning. These strategies included self-reassurance, cognitive reframing, peer support, and spiritual reliance. For instance, P3 described reassuring themselves to “be strong enough,” while P2 reframed feedback as constructive rather than punitive, and P1 emphasized viewing themselves as a “work in progress.” Additionally, peer support emerged as a crucial coping mechanism, with P1 and P4 highlighting the importance of sharing experiences with classmates who could understand their situation, reinforcing the role of camaraderie in emotional recovery. Spiritual coping was also evident, as P1 relied on prayer and surrender to God for emotional relief and stability. These findings highlight that in the absence of institutional support, students rely on internal and social resources to manage distress, consistent with literature emphasizing coping strategies as essential mechanisms for adapting to clinical stress. In the absence of sufficient institutional support, students frequently rely on internal resources such as resilience, self-regulation, and mindfulness and social resources including peer support, family, and social networks to manage distress. This reliance is consistent with literature emphasizing that coping strategies are essential mechanisms for adapting to clinical stress (Qi et al., 2025; Handayani et al., 2024).The reliance on peer and spiritual support underscores the multifaceted nature of resilience, combining cognitive, emotional, and social processes to maintain psychological equilibrium.
Preferences. Participants emphasized the critical need for structured, safe, and non-judgmental debriefing mechanisms to support emotional recovery and learning after traumatic clinical experiences. The absence of debriefing led to confusion and unresolved emotions, as noted by P6, who described the lack of discussion as “confusing,” and P7, who was left to cope independently through distraction. Participants expressed preference for debriefing led by clinical instructors due to their direct understanding of the situation, as highlighted by P2 and P4, who noted that instructors can clarify events, reduce self-blame, and contextualize experiences. However, others, such as P5, advocated for neutral facilitators like school counselors to ensure psychological safety and encourage open expression without fear of academic consequences. This reflects the participants’ recognition that supportive environments are essential for processing trauma, normalizing emotional responses, and fostering professional growth. These findings reinforce the protective function of structured support mechanisms in clinical education. The suggestion for structured interventions such as guided reflection and mental health first aid aligns with trauma-informed educational approaches that prioritize emotional safety, validation, and reflective practice as integral components of clinical learning. These are regarded as essential for reducing self-blame, clarifying clinical events, and fostering resilience (Ching and Cheung, 2021; Labrague, 2024)

3.3. Integration of Findings

This study utilized a concurrent mixed-methods design, wherein quantitative and qualitative data were collected within the same phase, analyzed separately, and then integrated for comprehensive interpretation.  The quantitative phase involved 275 third year and fourth year student nurses, selected through stratified random sampling within the identified respondents. Adopted and researcher-made validated questionnaires were used to measure traumatic clinical experience, anxiety, and debriefing received. The qualitative phase included purposively selected participants who reported significant clinical experiences and were willing to share detailed narratives. Semi-structured interviews were conducted to explore lived experiences, emotional processing, debriefing perceptions, and adaptive strategies. 

The integration of quantitative and qualitative data is the essential feature of mixed-methods research, providing a more comprehensive understanding than either method alone (Fetters et al., 2013). This study employed a convergent design, in which quantitative data from 275 respondents, selected through stratified random sampling, were merged with qualitative insights from seven (7) key participants. The integration followed the Good Reporting of A Mixed Methods Study (GRAMMS) guidelines to ensure rigor and transparency (O’Cathain et al., 2008). By triangulating statistical trends with lived experiences, the researchers identified areas of confirmation, expansion, and discordance; a process highlighted by Younas et al. (2023) as essential in nursing research for uncovering hidden phenomena. Standardized scores may be influenced by social desirability or cultural norms, which qualitative narratives can help contextualize and clarify.

The quantitative data and qualitative narratives provide an understanding of how debriefing serves as a critical mediator between traumatic clinical experiences (TCE) and student anxiety. By integrating the statistical results from 275 respondents with the lived experiences of seven (7) key participants, the study achieves a meta-understanding of the phenomena.

The study found that student nurses are frequently exposed to high-impact events. Using the Impact of Events Scale-Revised (IES-R), the overall impact of traumatic clinical experiences indicated that students often move past the low range (0-23) into categories of clinical significance, including probable (≥ 33) and extreme ( ≥ 37) impact. Participants validated these scores by describing the nature of trauma. P1 and P3 described a profound physical and mental collapse, characterized by intense shaking and feeling wrecked. P1 specifically noted a state of performance paralysis. This convergence confirms that Traumatic Clinical Experiences act as powerful stressors that penetrate the student’s flexible line of defense, as conceptualized in the Neuman Systems Model. The transition from statistical “extreme” scores to qualitative descriptions of physical collapse aligns with Oakley et. al (2024), who noted that clinical trauma is a primary driver of Secondary Traumatic Stress (STS) in nursing education.

The Spearman’s rho Correlation Test revealed a moderate positive relationship between TCE and anxiety (rₛ = .587 ; p = .001). This indicated that as the impact of trauma increases, the Generalized Anxiety Disorder (GAD-7) scores also rise. Furthermore, a substantial percentage of students scored in the moderate (10-14) and severe (15-21) anxiety ranges, categorized as clinically significant (≥ 10). Participants expanded on this by detailing evaluation anxiety and a fear of judgement. P4 and P7 highlighted that their anxiety was coming from a fear of appearing incompetent, leading to a profession questioning where they doubted their suitability for the nursing career. While the statistics (rₛ = .587 < .05) prove the relationship, the qualitative reveals the anxiety is really professional. This supports the research by Younas et. al (2023) regarding the hidden phenomenon of anxiety related to professional identity. The quantitative finding of severe anxiety is explained by the qualitative fear of failure and the emotional weight of clinical responsibility.

Debriefing was rated highly effective overall (M = 3.74). The highest means were observed in Clinical Judgement (M = 3.88) and Learning from Experience (M = 3.86). However, the component of Emotional Expression and Venting received a notably lower mean (M = 3.49). In the qualitative narrations, P4 emphasized that Clinical Instructors (CIs) are in the best position to lead debriefing because they can correct misconceptions and link emotional processing with professional learning. The data shows a synergy in clinical learning but a gap in emotional support. The high scores for cognitive reframing (M = 3.86) support the literature's stance on debriefing as a vital educational tool. However, the lower quantitative score for emotional venting (M = 3.49) suggests that debriefing is often treated as a clinical post-mortem. This relates to Cambridge et al. (2023), who found that while debriefing improves clinical competency, it often fails to provide an adequate outlet for the student’s internal emotional state.

Despite the high overall effectiveness (M = 3.74), the quantitative data indicated a lower score for the item assessing whether debriefing lasts long enough to process emotions (M = 3.63). Trauma Bonding emerged where students revealed that when formal debriefing by Clinical Instructors was missing or too brief, they turned to their peers to survive the shift. This identifies a discordance between the perceived value of debriefing and its actual implementation. In the Neuman Systems Model, debriefing is secondary prevention. When this formal system fails, as suggested by the lower mean for session duration, students default to tertiary prevention (reconstitution) through peer support. Overall scores showed that despite high trauma impact, students maintained a level of functioning that allowed them to continue their program, suggesting active lines of resistance. The integration reveals that students are proactive in protecting their system core. The reliance on spirituality as an adaptive strategy is consistent Mahinay et al. (2025), highlighting that Filipino student nurses rely heavily on social circles and spiritual anchoring to maintain stability when institutional support is insufficient. This process of reconstitution is what allows students to remain in the program despite the statistically significant correlation between trauma and anxiety ( rₛ = .587)

The integration of quantitative and qualitative data in this study highlights specific limitations that would have been overlooked if the methods had been employed independently. A primary limitation of the quantitative method addressed by the qualitative findings is the “ceiling effect” of standardized scales like the GAD-7 and IES-R. While the survey data successfully categorized students into severe or extreme impact groups, these metrics were unable to capture the nuanced origin of the anxiety. Without the qualitative narratives, the statistical correlation (rₛ = .587) might have been misinterpreted as general academic stress; however, the key informant interviews revealed that this anxiety is specifically professional and evaluative in nature, rooted in a fear of appearing incompetent. Conversely, a limitation of the qualitative method, its lack of generalizability, was mitigated by the survey of 275 respondents. While the seven informants provided deep descriptions of visceral collapse, the quantitative data was necessary to prove that these were not isolated emotional incidents but rather a widespread phenomenon affecting a statistically significant portion of the student population.

The quantitative and qualitative data provides a meta-understanding of the clinical-affective gap. While the quantitative data initially suggested a successful debriefing program based on high effectiveness scores (M = 3.74), the integration of the significantly lower mean for emotional venting (M = 3.49) with the qualitative finding of trauma bonding revealed a critical system gap. Specifically, the findings indicate that while the debriefing session excels at cognitive and technical review, it is failing to function as an adequate psychological safety net. This discordance implies that debriefing is currently treated as a task-oriented evaluation, focusing on “what” and “how” of the clinical event, while neglecting the student’s internal emotional state. Consequently, students are forced to seek informal peer support (tertiary prevention) because institutional debriefing sessions (secondary prevention) are insufficient for emotional processing. This level of insight, identifying the tension between institutional learning objectives and the student’s emotional survival, would be impossible to achieve without comparing the statistical effectiveness of the debriefing against the lived reality of performance paralysis described by the participants.









Table 1. Profile of the Respondents (n=275)

	 Variable
	
	f
	%

	Age
	< 22 years old
	 156
	 56.7

	 
	22 years old and above
Mean= 21.4 years old
	 119 
	 43.3

	
	
	
	

	Sex
	Female
	 221
	 80.4

	 
	Male
	 54
	 19.6

	Year Level
	Third Year
	 127
	46.2 

	 
	Fourth Year
	 148
	 53.8

	
	 
	 275
	              100.00



Table 2a. Level of Traumatic Clinical Experience among the Respondents (n=275)

	Items
	Mean

	Intrusion
	

	I thought about it when I didn't mean to.
	1.65

	Pictures about it popped into my mind.
	1.56

	Any reminder brought back feelings about it.
	1.55

	Other things kept me thinking about it.
	1.54

	I had trouble staying asleep.
	1.28

	I found myself acting or feeling like I was back at that time.
	1.28

	I had waves of strong feelings about it.
	1.28

	I had dreams about it.
	1.01

	Mean Intrusion Score
	1.39

	Avoidance
	

	I avoided letting myself get upset when I thought about it or was reminded of it.
	1.89

	I tried not to think about it.
	1.84

	I tried not to talk about it.
	1.68

	I was aware that I still have a lot of feelings about it, but I didn't deal with them.
	1.61

	I tried to remove it from my memory.
	1.60

	I stayed away from reminders of it.
	1.58

	My feelings about it were kind of numb.
	1.48

	I felt as if it hadn't happened or wasn't real.
	1.47

	Mean Avoidance Score
	1.64

	Hyperarousal
	

	I had trouble concentrating.
	1.31

	I had trouble falling asleep.
	1.28

	I feel irritable and angry.
	1.27

	I felt watchful and on-guard.
	1.21

	I was jumpy and easily startled.
	1.19

	Reminders of it caused me to have physical reactions, such as sweating and trouble breathing.
	1.09

	Mean Hyperarousal Score
	1.22

	Overall Traumatic Clinical Experience Mean
	1.44 out of 3.00 


*Legend: Low (1.08 and below), Clinically Significant (1.09 – 1.4), Probable (1.5 – 1.6), Extreme (1.7 and above

Table 2b. Level of Traumatic Clinical Experience Among the Respondents (n = 275) 
	Level of Traumatic Clinical Experience
	              f
	                    %

	Low (0 – 23)
	105
	38.20

	Clinically Significant (24 – 32)
	37
	13.50

	Probable (33 – 36) 
	22
	8.00

	Extreme (37 and above)
	111
	40.40

	Total
	275
	100.00




Table 3a. Level of Anxiety Among the Respondents (n=275)
	GAD-7 Items
	Mean

	Feeling nervous, anxious, or on edge
	1.00

	Not being able to stop or control worrying
	1.01

	Worrying too much about different things
	1.22

	Trouble relaxing
	0.92

	Being so restless that it is hard to sit still
	0.80

	Becoming easily annoyed or irritable
	1.12

	Feeling afraid, as if something awful might happen
	1.13

	Overall Mean
	1.03


*Legend: Minimal (0.70 and below), Mild (0.71-1.42), Moderate (1.43-2.13), Severe (2.13-3.00)


Table 3b. Level of Anxiety Among the Respondents (n=275)
	Level of Anxiety
	                           f
	%

	Minimal
	103
	37.5

	Mild
	84
	30.5

	Moderate
	56
	20.4

	Severe
	32
	11.6

	
	275
	100


*Legend: Minimal (0-4), Mild (5-9), Moderate (10-14), Severe (15-21)
















Table 4. 
Level of Debriefing Received Among the Respondents (n=275)
	Items 
	            Mean

	Debriefing helps improve my clinical judgement and critical thinking skills.
	             3.88

	Debriefing helps me learn from the traumatic experience.
	             3.86

	Debriefing helps me improve my communication skills in dealing with my patients.
	3.86

	With a formal debriefing session, I would feel less overwhelmed.
	3.81

	Debriefing reduces my feelings of anxiety or distress.
	3.78

	I feel supported by my clinical instructor during and after the debriefing.
	3.77

	I am able to anticipate and manage challenging situations in the clinical area.
	3.77

	I feel more confident facing future clinical challenges when debriefing is available.
	3.77

	The debriefing session is being conducted at an appropriate time after the traumatic event.
	3.76

	The debriefing session helps me understand and process what happened.
	3.75

	The debriefing makes it easier for me to return to my clinical duties.
	3.75

	I feel that the information I share during the debriefing is treated with confidentiality.
	3.74

	Debriefing with my clinical instructor helps me to feel calmer after the traumatic event.
	3.65

	The debriefing lasts long enough for me to process my emotions and thoughts.
	3.63

	I feel comfortable sharing my thoughts and emotions during the debriefing.
	3.59

	I am able to express my emotions freely during the debriefing.
	3.49

	
	3.74 / 5.00




Table 5.  Spearman’s rho Results for Relationship between Impact of Traumatic Clinical Experience, Anxiety, Debriefing Received Among Student Nurses (n=275)
	
	
	Anxiety

	Traumatic Clinical Experience
	Correlation Coefficient 
	rₛ=.587

	
	Sig. (2-tailed)
	P= .001

	Debriefing 
	Correlation Coefficient
	rₛ= -0.049

	
	Sig. (2-tailed)
	P= 0.415


Correlation is significant at the 0.01 level (2-tailed)









Table 6. Profile of the Participants
	Participant ID
	Age
	
	Year Level

	P1
	21
	
	Third Year

	P2
	22
	
	Fourth Year

	P3
	21
	
	Third Year

	P4
	22
	
	Fourth Year

	P5
	21
	
	Third Year

	P6
	21
	
	Fourth Year

	P7
	21
	
	Third Year




Table 7. Joint Display of Inferences and Metainferences
	Overarching Themes
	Quantitative Findings
	Qualitative Findings
	Metainference

	Burden of Clinical Trauma
	The overall mean for traumatic clinical experiences was 1.44, it is clinically significant and approaching the probable trauma threshold of 1.50. This indicates that on average, students experienced trauma-related symptoms at a level that requires psychological attention.
The Avoidance subscale (M = 1.64) was the highest, classified as probable–extreme levels. Importantly, 40.40% of respondents reported extreme distress, 13.5% were clinically significant, and 8% were at probable trauma levels, demonstrating that a substantial proportion of students experienced severe 
psychological disruption. Consequently, correlation analysis also  demonstrated a moderate positive relationship between traumatic experiences and anxiety (rₛ = .587, p = .001). This statistically significant finding suggests that higher trauma symptom severity is associated with higher anxiety levels. The strength of the relationship reflects a meaningful psychological interdependence between trauma exposure and anxiety response.
	State of Shock. The qualitative findings explain why the quantitative data showed a high Intrusion mean. The students don't just remember the event; they relive it. This shock is both physiological (autonomic nervous system arousal) and cognitive (disorientation).
​P1: “Daw ma-lipong na lang, daw… daw wrecked gid imo daw all the walls daw ma-collapse na gid; Gakurog ko, gamuko na oh, gakurog ko…”[It’s like I’m about to faint, like… like you’re wrecked, like all the walls are about to collapse; I’m shaking, my hands are like this, I’m shaking…]
​P3: “Ah that time daw grabe na gid to, grabe gid to ang anxiety ko daw nadula trigger gid bala ang anxiety ko nga daw naano gid ko during that time tapos daw indi ko bala ka focus sa ila gin istorya...”[Ah, that time it was really intense, my anxiety was so bad, it was triggered so much during that time, and then I couldn't focus on what they were saying.]
	Confirmation and Expansion. The high frequency of extreme scores in the survey is validated by the intense descriptions of physical and mental collapse in the interviews. Furthermore, The statistical association between trauma and anxiety is enriched by narratives showing both heightened vulnerability and adaptive coping mechanisms.


	The Professional Mask
	The Avoidance scale (M = 1.64)  was the highest trauma domain. Emotional suppression specifically reached an extreme mean of 1.89, indicating frequent and deliberate suppression of emotional responses. Avoidance of thoughts (M = 1.84) and avoidance of discussing the event (M = 1.68) further confirm a consistent behavioral and cognitive pattern of concealment.
	Wearing the "Professional Mask." This theme is a direct explanation for the avoidance scores in the quantitative phase. Students are conditioned to believe that emotional expression is a sign of clinical incompetence. This creates a dual identity where the student performs the role of a nurse while suppressing their humanity.
​P5: "Kinahanglan ko gid mag-suksok sang professional mask... bisan sakit bala sa akon sa sulod, like hindi ko bala ginpakita nga nakulbaan ko bala or nagakasubo ko tungod nga nahadlok ko nga kasigusgahan naman ako.” [I really needed to wear a professional mask... even if it hurt inside, I didn't show that I was nervous or sad because I was afraid I would be scolded again.]

​P2: "Ok, based on that experience, empathetic, kay dapat as a nurse gina set aside mo gid ang emotions mo, especially sa amo na nga sitwasyon…” [Ok, based on that experience, empathetic, because as a nurse you really have to set aside your emotions, especially in that situation...]
	Confirmation. The extreme quantitative score for emotional suppression is directly validated by narratives of deliberate emotional masking and deferred expression

	Evaluation Fear as a Barrier
	The overall anxiety mean was 1.03, categorized as mild. However, distribution analysis revealed 20.4% moderate anxiety and 11.6% severe anxiety, indicating that nearly one-third of respondents experienced clinically concerning anxiety levels.

The highest anxiety indicators were excessive worry (M = 1.22) and fear that something awful might happen (M = 1.13), suggesting anxiety was predominantly cognitive and anticipatory in nature.
Spearman’s rhoCorrelation Test revealed a moderate positive relationship between TCE and anxiety (rₛ = .587 ; p = .001).
	Evaluation Anxiety. This is perhaps the most critical finding. The clinical instructor (CI), who is supposed to be the source of debriefing, is also the source of the grade. This power dynamic turns debriefing into a high-pressure evaluation rather than a therapeutic session.
​P4: “I think dapat, um–uh–would like being a more hesitant siguro mag-share openly kay they might worry naman nga that expressing strong emotions like mag-admit sang sala nila or showing of vulnerability could be perceived as negative and affect yung evaluation. This could lead like to parang uh limiting honest reflection and emotional processing.” [I think they would be more hesitant to share openly because they might worry that expressing strong emotions like admitting their mistakes or showing vulnerability could be perceived as negative and affect the evaluation. This could lead to limiting honest reflection and emotional processing.]

​P1: “Amuna gani nga isa pa gid ka overwhelming nga feeling nga daw ka traumatizing paano na lang ang performance ko paano na lang ni akon ya nga ano kay nag-amo ko to…” [That’s one more overwhelming feeling that is traumatizing—what will happen to my performance, what will happen to my (grade) because I acted like that…]
	Expansion. While the overall anxiety mean suggests mild levels, qualitative accounts expand understanding by revealing that anxiety is deeply rooted in performance pressure and fear of academic consequences.

	The Inefficacy of Current Debriefing
	Students agree that debriefing should help clinical judgment (M=3.88) and reduce distress (M=3.78). This indicates a positive perception of debriefing with an overall mean of 3.74 out of 5, in which the students are in agreement that debriefing has its benefits.

However, correlation analysis showed no significant relationship between debriefing perception and anxiety (rₛ = –.049, p = .415), suggesting that perceived usefulness of debriefing does not statistically reduce anxiety levels. 

	Trying to Adapt. Because the informal system (debriefing) is viewed with pressure or anxiety, students turn to each other. This trauma bonding serves as an unofficial, peer-led debriefing that is more effective at lowering anxiety than the instructor-led sessions.
​P5: "Nabatyagan ko ang trauma bonding bala labi na sa mga classmates or group mates ko nga may pareho nga experience... mas nagi-suportahanay kami bala sa amo na nga tini-on." [I felt the trauma bonding especially with my classmates or groupmates who had the same experience... we supported each other more during those times.]
	Discordance. Although debriefing is positively perceived, statistical findings indicate it does not significantly reduce anxiety, suggesting that current strategies may not fully address emotional distress.

	Desired Support Structures
	Students demonstrated a generally positive perception of debriefing with an overall mean of 3.74 out of 5, indicating agreement that debriefing is beneficial. The improvement of clinical judgment (M = 3.88) has the highest mean, while emotional expression received a comparatively lower mean (M = 3.49).
	Preferences. Students relied on internal and peer support, spiritual coping, and guided debriefing for resilience and recovery.
P4: “For me ano gid yung clinical instructor which is uh para sa best nga posisyon gid kay um because they understand yung clinical context, paano mag-ano ka patient care decisions and the emotional demands for the situation gid...” [For me, the clinical instructor is in the best position because they understand the clinical context, how to make patient care decisions, and the emotional demands of the situation…]
	Expansion. While students value the concert of debriefing, they seek a shift toward non-judgemental, structured emotional support rather than just clinical correction.



4. DISCUSSION

The findings can be interpreted through Betty Neuman’s Systems Model (1972), which conceptualizes individuals as open systems in constant interaction with environmental stressors. In this framework, traumatic clinical experiences reported by student nurses function as intrapersonal, interpersonal, and extrapersonal stressors that penetrate the flexible line of defense, resulting in observable system reactions such as avoidance, intrusion, and hyperarousal. The prominence of avoidance behaviors reflects an attempt to reinforce the system’s defenses; however, the persistence of intrusive thoughts and physiological arousal indicates that these stressors have disrupted system stability and overwhelmed the lines of resistance, placing the system in a vulnerable state.

The significant positive relationship between traumatic clinical experiences and anxiety aligns with the progression of system instability, where increased stressor intensity corresponds to heightened anxiety as a manifestation of disrupted equilibrium. Anxiety, particularly its cognitive form, reflects disturbance within the system’s core processes, characterized by persistent worry and anticipatory fear that indicate compromised stability. Meanwhile, the negligible relationship between anxiety and debriefing suggests that debriefing, as currently implemented, does not effectively function as a mitigating mechanism. This implies that, although debriefing exists within the system, it may not adequately activate internal resources to restore balance, thereby limiting its effectiveness as a stabilizing intervention.

Qualitative findings further illustrate how system disruption manifests in lived experiences. The “state of shock” represents an acute response to stressor penetration, while the “professional mask” reflects compensatory behavior aimed at maintaining system stability through emotional regulation. Evaluation anxiety introduces additional stressors that further challenge system integrity by intensifying fear of judgment and perceived incompetence. In response, students engage in adaptive coping mechanisms such as cognitive reframing, peer support, and spirituality, which function as protective resources that support system reconstitution. These strategies demonstrate the system’s dynamic effort to maintain stability despite ongoing exposure to stressors.

The integration of findings highlights a critical imbalance between stressor exposure and system support mechanisms. While students demonstrate resilience and continue to function within the clinical environment, the limited effectiveness of debriefing indicates a gap in structured support, particularly in addressing emotional processing. Consequently, students rely more heavily on informal coping strategies to achieve system reconstitution. This suggests the need to strengthen supportive interventions within the clinical setting to better align with the system’s needs, ensuring that both cognitive and emotional dimensions are addressed to promote overall stability and prevent long-term system depletion.

5. CONCLUSION

​It is concluded that traumatic clinical experiences are a constant reality for student nurses and have an extreme psychological impact on a number of students in the population. A direct relationship exists where increased exposure to clinical trauma results in higher levels of anxiety and secondary traumatic stress. Furthermore, the study concludes that there is no significant relationship between debriefing and anxiety. This advises that while debriefing is truly comforting and useful for learning, its current implementation lacks the formal structure, timeliness, and depth required to produce reduced anxiety. Lastly, the shame linked to mental health struggles prevents students from seeking help, indicating that institutional support must change from informal sessions toward standardized, culturally relevant debriefing frameworks.

LIMITATIONS

Future researchers should address the limitations of this study, such as having the study conducted at a single institution and the lack of a significant statistical connection between debriefing and anxiety. This can be achieved by conducting longitudinal studies. It is recommended that future studies test the effectiveness of specific standardized frameworks, like the Debriefing for Meaningful Learning (DML) among more diverse nursing populations to have a stronger evidence base for mental health interventions in nursing education.
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