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ABSTRACT

Background and objectives: Disruptive behaviors among nurses are a prevalent problem in health care, contributing to nursing
staff turnover and compromising patient care. Newly licensed nurses may be unprepared to respond to disruptive behaviors
effectively, negatively impacting them, patients, and organizations. Cognitive rehearsal can increase self-efficacy to respond
effectively to disruptive behaviors. The purpose of this study was to determine the longitudinal impact of a cognitive rehearsal
intervention delivered to nursing students during the final semester of their pre-licensure program on self-efficacy to respond to
disruptive behaviors, turnover and intent to stay in a job, frequency of disruptive behaviors, and perceived impact on patient care.
Methods: Design: This study was the second phase in a quasi-experimental, longitudinal project. Participants and Setting:
In Phase 1, 129 participants were recruited from three pre-licensure nursing programs in the Midwestern United States. All
participants received the intervention. In Phase 2, one year after graduating, 95 remained enrolled. Methods: An electronic
survey was used to collect data. Paired t-tests were used to detect changes in self-efficacy; bi-variate correlations were utilized to
determine relationships between outcome variables.
Results: Multiple measures of self-efficacy to respond remained statistically significantly increased one year after graduating
(p < .05). Experiencing (r = .489; p < .000) and witnessing (r = .432; p < .000) disruptive behaviors was significantly linked to
patient care.
Conclusions: Cognitive rehearsal had a sustained, positive impact on self-efficacy to respond to disruptive behaviors and should
be included in pre-licensure curricula.

Key Words: Cognitive rehearsal, Disruptive behaviors, Incivility, Bullying, Nursing students, Pre-licensure, Patient care,
Retention

1. INTRODUCTION
Nursing staff turnover exacerbates a nursing shortage that is
already reaching crisis levels worldwide.[1, 2] International
data suggest that turnover rates can ranges from 4%-54%

with various workplace dimensions and personal characteris-
tics contributing to these figures.[3] these rates are consistent
in the United States where annual turnover can be as high
as 28.3%.[4] High incidence of turnover is costly for insti-

∗Correspondence: Ericka Sanner-Stiehr; Email: ericka.sanner@und.edu; Address: College of Nursing and Professional Disciplines, University of
North Dakota, Grand Forks, North Dakota, United States of America.

Published by Sciedu Press 9



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2020, Vol. 10, No. 7

tutions,[5] disruptive to work flow and productivity,[6] and
can lead to staffing problems that compromise patient care.[7]

Turnover rates are strongly influenced by interpersonal ele-
ments of the work environment among which communication
is consistently recognized.[8, 9]

Dysfunctional communication[10, 11] often results in disrup-
tive behaviors, creating negative work environments and are
among issues contributing to turnover[12] and decreased qual-
ity of patient care.[13–15] Perhaps not surprisingly, turnover
rates are highest among newly licensed nurses.[4] Lacking the
experience to effectively respond to and manage disruptive
behaviors, newly licensed nurses may develop maladaptive
coping strategies and manifest symptoms of psychological
distress.[16] Even prior to graduating, nursing students an-
ticipate encountering disruptive behaviors from other nurses
and have begun appealing to educators for response educa-
tion in nursing curricula.[17–20] Thus, providing this type of
education during pre-licensure nursing programs can be a
preventative measure against the range of negative conse-
quences.

Cognitive rehearsal training has been implemented success-
fully to increase the ability to respond to disruptive behaviors
among nurses and nursing students.[21, 22] Unfortunately,
there is a paucity of longitudinal research examining the
impact of this training on self-efficacy to respond and organi-
zational concerns, including intent to leave, turnover rates,
and impact on patient care quality. This study addresses ad-
dress that gap by following a group of newly licensed nurses
that received cognitive rehearsal response training during the
final semester of their pre-licensure programs through their
first year of practice as newly licensed nurses.

1.1 Background

1.1.1 Disruptive behaviors

The widespread consequences of disruptive behaviors among
nurses have been extensively studied. An assortment of re-
lated and overlapping conceptual terms are used interchange-
ably in the literature to describe behaviors that encompass
disruptive behaviors as operationalized in this study. These
terms include bullying, lateral violence, horizontal violence,
and incivilities, referring to sets of behaviors that refer to a
spectrum of intensity and frequency. Despite variance be-
tween definitions, behaviors defined by all terms lead to two
common consequences: they violate respect for others in the
workplace and they disrupt workflow and productivity.[23]

Thus, for the purposes of this study, the term disruptive
behavior is utilized to refer to all behaviors from nurses en-
compassed in related terms: bullying, incivilities, and lateral
and horizontal violence.

In health care, the stakes are high. Disruptions in work can
result in decreased patient outcomes through negative state
anxiety stress, impaired communication and teamwork, and
medical errors.[13, 14, 24–27] In turn, medical errors and poor
patient outcomes can generate serious financial burdens for
organizations, with projected costs across Western Europe
and the United States reaching $383 BN USD by the year
2020.[28] Likewise, a comparative study of the United States,
Australia, New Zealand and Canada found turnover costs
ranging between $20,561 USD - $48,790 USD.[29] Nurses
affected also bear personal burden in the form of depres-
sion, anxiety, and in some cases even symptoms of post-
traumatic stress disorder.[30–32] Unresolved, manifestations
of decreased emotional well-being can lead to increased ab-
senteeism and turnover. Increased turnover rates perpetuate
the destructive cycle resulting in staffing vacancies that create
stressful working conditions and inadequate staff to provide
care.

The range of negative consequences of disruptive behaviors
has attracted attention on multiple levels. Over a decade ago
in the United States, The Joint Commission for Healthcare
Accreditation (TJC) issued a formal statement, forcing health
care organizations to acknowledge and address disruptive be-
haviors and the negative impact on patient safety culture.15
Five years later, the American Nurses Association published
position statements and policies, taking a clear stance against
disruptive behaviors among health care professionals.[33] In
response to TJC’s call for action, organizations developed
official reporting systems for disruptive behaviors. Often re-
ferred to as zero-tolerance policies, these reporting systems
are designed to offer a system of recourse and resolution to
those that experience or witness disruptive behaviors in the
workplace.

While organizational prevention and redress are positive
steps, their effectiveness is limited. Fear of retribution from
perpetrators, alliances between the perpetrators and man-
agement, and traumatic recall when reporting can reduce
enforcement of zero-tolerance policies and deter reporting
altogether.[34–36] When organizational pathways fail to de-
liver justice or stop the undesirable behaviors and situations,
employees may leave organizations in search of healthier
work environments.[37] Thus, in order to avoid these nega-
tive outcomes, it is essential for nurses, particularly newly
licensed nurses who are at highest risk, to be able to respond
effectively and stem these situations when they arise.

1.1.2 Cognitive rehearsal

Cognitive rehearsal has been extensively utilized in various
formats among a variety of health populations to teach both
psychosocial and psychomotor skills from cardiopulmonary
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resuscitation to high-fidelity simulations. Cognitive rehearsal
provides a universally accessible platform for educators and
has been successfully implemented in training disruptive be-
havior response skills.[21, 22, 38, 39] Cognitive rehearsal training
typically engages the cognitive learning domain by engaging
participants in knowledge acquisition, role-play, and discus-
sion. The five basic sequential steps of cognitive rehearsal
include:
(1) Education: information and instruction are provided;
(2) Demonstration: facilitators role-model the target behav-
ior, often including demonstrations of undesired behaviors
to provide contrast;
(3) Practice or rehearsal: participants engage in the behav-
iors, striving to integrate the information from Step 1 and
behaviors demonstrated in Step 2;
(4) Feedback: facilitators provide essential feedback about
participants’ performance in Step 3 either afterward or con-
currently, depending on format; and
(5) De-briefing: discussion provides a forum for self and
group reflection about the skill being learned, challenges
encountered, and feelings evoked by the exercise.

1.1.3 Study Phase 1 and Phase II
Phase 1 of this research involved delivery of a one-time cog-
nitive rehearsal intervention with nursing students during
their final academic semester of undergraduate education in
January 2017 and has been previously published.[22] Phase I
data collection ended in late April 2017; Phase II began in
May 2017 when participants graduated from their respective
programs with data collected in May 2018. The purpose of
this article is to report the Phase II study methodology and
findings to examine the longitudinal impact at one year post
graduation.

This study was framed using a combination of Social Cog-
nitive Theory and the Kirkpatrick’s Model and provides a
social behavioral lens for impacting organizational outcomes.
A form of cognitive behavior therapy, cognitive rehearsal
is rooted in Social Cognitive Theory.[40] At the heart of
SCT is the concept of self-efficacy, also often referred to as
confidence. Self-efficacy occupies a pivotal role in an indi-
vidual’s ability to exert change over the environment through
its four primary dimensions: cognition, previous behavioral
engagement, affect, and motivation. While SCT was utilized
for design the intervention, the effects of the intervention
on outcome variables was couched in the four steps of the
Kirkpatrick Model:
Step 1: Reaction to the training. Step 1 was measured in
Phase I, during initial debriefing or Step 5 of cognitive re-
hearsal.[22]

Step 2: Skill acquisition including confidence to perform the
skill. Step 2 of the model was targeted during Phase 1 of this

study. The cognitive rehearsal intervention provided partici-
pants with the opportunity to build knowledge and skills to
respond to disruptive behaviors. A cognitive rehearsal was
implemented to increase self-efficacy to respond to disrup-
tive behaviors. Measures of overall self-efficacy, situational
self-efficacy, and knowledge about responses remained sig-
nificantly increased from baselines scores three months after
the intervention.
Step 3: Implementing the skill. This step occurred during
their first year of practice while working in the nursing prac-
tice environment.
Step 4: Impact of the training on organizational outcomes. In
this study, staff retention and impact on patient care quality
were the two penultimate problem-based organizational out-
comes, precipitating the need for the intervention. Frequency
of disruptive behaviors can influence the need to employ
response strategies and intent to leave is a strong predictor
of actual turnover rates.

The purpose of this second phase was to explore the lon-
gitudinal impact of this cognitive rehearsal intervention on
newly licensed nurses’ self-efficacy to respond to disruptive
behaviors, their perceptions of its impact on patient care,
intent to stay, and number of jobs held during their first year
of practice. Aims and hypotheses included:
A1: To determine the long-term impact of the intervention
on dimensions of self-efficacy to respond to disruptive be-
haviors during the first year of professional nursing practice.
H1: It was hypothesized that overall self-efficacy, knowledge,
and past behavioral engagement would remain statistically
significantly increased as compared to baseline.
A2: To explore connections between self-efficacy to respond
to disruptive behaviors and nurses’ perceptions of patient
care, intent to stay in their current position, and number of
jobs during the first year of practice.
H2: It was hypothesized that positive, significant correlations
would exist between self-efficacy to respond and perceptions
of patient care and intent to stay and that a negative, signifi-
cant correlation would exist with number of jobs held during
the first year.

Results from Phase 1 of this project support the short-term
impact of the intervention on self-efficacy. The Phase 2 re-
sults presented in this paper discuss the longitudinal impact
of this intervention on self-efficacy to respond to the behav-
iors and links to perceptions of patient care quality and other
related dimensions of the workplace.

2. METHODS
2.1 Design
This study utilized a quasi-experimental, longitudinal design.
Participants were initially recruited during the final academic
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semester of their pre-licensure programs. A cognitive re-
hearsal intervention was delivered and pre-post test data mea-
suring their self-efficacy to respond to disruptive behaviors
were collected prior to graduation.[22] The data presented
in this paper were collected one year after graduating dur-
ing the first year of practice. Longitudinal measurements of
self-efficacy to respond, perceptions of impact of disruptive
behaviors on patient care quality, intent to stay, and number
of jobs held since graduation.

2.2 Sample
All matriculated students at three pre-licensure nursing pro-
grams in the Midwestern United States were eligible to par-
ticipate. Inclusion criteria included the ability to read and
write in English and current enrollment in their final aca-
demic year of the program. A total of 129 participants were
recruited during stage 1. The Principal Investigator (PI) vis-
ited participants during their regularly scheduled class time
on campus and utilized convenience sampling techniques to
recruit participants. One year after entry to practice, 73.6%
(N = 95) remained enrolled, providing the study data for
the research presented in this paper. Institutional Review
Board approvals were obtained and consent forms for partic-
ipation in the longitudinal study was gained at the time of
recruitment.

2.3 Data collection and analysis
During Phase 1 of the study, a one-time cognitive rehearsal
intervention was provided for all participants enrolled in the
study during their final academic semester.[22] Participants
were recruited utilizing convenience sampling techniques at
three Midwestern United States pre-licensure nursing pro-
grams. The interventions lasted approximately 90 minutes
and were conducted by the Principal Investigator (PI) and a
trained research assistant (RA) during normally scheduled
class time in respective campus classrooms. The interven-
tions included all five steps of cognitive rehearsal described
above and in the previous publication. Participants were pro-
vided case scenarios with pre-briefing about disruptive behav-
iors, demonstrations of effective and ineffective responses
to disruptive behaviors by the PI and RA, the opportunity
to practice creating effective responses with feedback, and a
large group debriefing about the experience.[22]

Pre and post-test data were collected on paper surveys at the
time of the intervention and three months later via an elec-
tronic survey through Qualtrics c© sent to participants’ mobile
phones. Initial data analysis showed statistically significant
increases in overall and cognitive measures of self-efficacy
to respond.[22]

In Phase 2, presented in this paper, additional variables were

measured including intent to stay in their current job, number
of jobs held since graduation to indicate turnover, frequency
of occurrence of disruptive behavior among health profes-
sionals, and perceptions of the impact of disruptive behaviors
on patient care quality. The Self-efficacy to Respond to Dis-
ruptive Behaviors (SERBD)[20, 37] was utilized in both phases
of the study to measure participants’ self-efficacy to respond.
Likert-scaled items with anchors of 0 = Strongly Disagree to
10 = Strongly Agree are utilized on the SERDB to measure
self-efficacy and its four constructs. Psychometric properties
of the SERDB have been established, with high content va-
lidity and internal consistency with Cronbach’s α = .897.[41]

Additional items were included to measure the outcome vari-
ables of interest including: “How many Registered Nursing
jobs have you held since graduating?” measured as a categor-
ical value, “I intend to remain in my current job” measured
as a nominal value on the Likert agreement scale of 1 – 10,
and two items asking participants to rate the extent to which
they felt that disruptive behaviors impacted patient care on
a Likert scale of 1 – 10. Additionally, participants were
asked to identify the professional group they most often wit-
nessed perpetrating disruptive behaviors and the frequency
with which they witnessed and personally experienced dis-
ruptive behaviors. Finally, demographic items were included
to describe the study population’s gender, race, and age.

Data were again collected via electronic survey through
Qualtrics c© sent to participants’ mobile phone numbers on
file. Qualtrics c© is an online, cloud-based survey system that
allows for data collection on any device with a data plan.
Data were then downloaded from the survey software into
an SPSS 25 c© data file. All data were stored on the Principal
Investigator’s (PI) personal, password-protected computer
separately from participants’ personal data such as mobile
phone numbers, with the PI having sole access to all study
files. Data were cleaned twice and de-identified prior to
analysis. There were no missing data among the completed
surveys to address. Participants received an Amazon e-gift
card as a token of appreciation for their sustained enrollment
and participation in the study.

All study data were analyzed in aggregate form utilizing
SPSS 25 c©. Descriptive statistics were utilized to describe
the study population and additional variables including age,
frequency of witnessing and experiencing behaviors, quality
of patient care delivered, and impact of disruptive behaviors
on quality of patient care. Paired t-tests were utilized to
detect change in self-efficacy to respond to disruptive be-
haviors and address Study Aim #1. Bivariate correlations
were used to address Study Aim #2, describing relationships
between self-efficacy to respond to disruptive behaviors and
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organizational variables of turnover rates, intent to stay, and
perceptions of patient care.

2.4 Ethical approval
The University of Missouri-St. Louis Institutional Review
Board granted ethical approval for this study.

3. RESULTS

3.1 Participants
A total of 95 participants remained enrolled and provided
data for this second phase of the study. Of these, 69.5% (n =
66) were between the ages of 20-25 years, 11.6% (n = 11)
were between 26-30 years, 9.5% (n = 9) were between 31-35
years, 4.2% (n = 4) were between the ages of 36-40 years,
2.1% (n = 2) were between the ages of 41-45 years, 3.1% (n
= 3) were 46 years and older. The majority of participants (n
= 80; 82.5%) were female and 17 (17.5%) male and all but
one identified as Caucasian (n = 94; 98.9%).

Over half (n = 55; 57%) reported witnessing disruptive behav-

iors from health professionals on their unit at least monthly
and 40% (n = 38) reported experiencing them personally.
Main examples of disruptive behaviors were other nurses
(43.8%), followed by physicians (20.8%), nurse assistants
and patient care technicians (22.9%), other members of the
interprofessional health care team (6.3%), nurse managers
(2.1%), and Others non-specified (4.2%).

3.2 Self-efficacy
Measures of self-efficacy presented mixed results (see Ta-
ble 1). Knowledge about responding effectively, and overall
and situational self-efficacy to respond remained statistically
significantly increased compared to baseline scores with
medium to large effect sizes. Measures of motivation, previ-
ous behavioral engagement had returned to non-significant
differences from baseline data. Affect measures which were
high at baseline, showed no significant deviation. Partici-
pants reported that their self-efficacy to respond was also
significantly linked to care they provided but not intent to
stay, or number of jobs (see Table 2).

Table 1. Self-efficacy measures mean comparisons (Confidence Interval = 95%)
 

 

 

 
Variable Mean N 

Pearson r 
Correlation 

t 
Sig. 
(2-tailed) 

Effect 
Size 

Pair 1 Overall Self-efficacy (pre-test) 5.67 95 0.222 4.125 0.000 0.557 

Overall Self-efficacy (1-year) 6.9684 95   

Pair 2 Past responses (pre-test) 6.31 95 -0.025 1.467 0.146 0.198 

Past responses (1-year) 6.7553 95   

Pair 3 Affect #1 (pre-test) 9.47 95 0.126 0.899 0.371 0.121 

Affect #1 (1-year) 9.3053 95   

Pair 4 Knowledge/cognition (pre-test) 5.46 95 -0.091 5.464 0.000 0.737 

Knowledge/cognition (1-year) 7.1474 95   

Pair 5 Motivation #1 (pre-test) 7.195 95 0.008 2.424 0.017 0.327 

Motivation #1 (1-year) 6.3895 95   

Pair 6 Situational Self-efficacy #1 (pre-test) 5.26 95 0.007 3.704 0.000 0.500 

Situational Self-efficacy #2 (1-year) 6.4632 95   

Pair 7 Situational Self-efficacy #2 (pre-test) 6.79 95 0.028 2.163 0.033 0.292 

Situational Self-efficacy #2 (1-year) 7.3789 95   

Pair 8 Overall Self-efficacy #2 (pre-test) 6.25 95 -0.052 2.643 0.010 0.357 

Overall Self-efficacy #2 (1-year) 7.0211 95   

Pair 9 Affect #2 (pre-test) 9.4 95 0.332 1.330 0.187 0.179 

Affect#2 (1-year)  9.1684 95   

Pair 10 Motivation #2 (pre-test) 9.27 95 0.088 1.699 0.093 0.229 

Motivation #2 (1-year)   8.9053 95   

Table 2. Aim #2: Self-efficacy and organizational outcomes (Confidence Interval = 95%)
 

 

 
 

Self-efficacy 
Affects care I 
give 

Intend to remain in 
current position 

Number of RN 
positions 

Pearson Correlation 1 .324 -0.011 -0.11 

Self-efficacy Sig. (2-tailed) 0.001 0.918 0.287 

N 95 95 95 95 
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3.3 Retention and patient care
The majority (n = 85; 89%) of participants were employed in
their first position as a Registered Nurse (RN) and 90.5% (n
= 86) indicated that they intended to remain in their current
position. The number of positions held since passing the
licensure exam was not significantly correlated with either
intent to stay or overall self-efficacy to respond to disruptive
behaviors. The majority of participants (n = 83; 87%) felt
that disruptive behaviors disrupt patient care in general. Yet,
only 39% (n = 38) reported that disruptive behaviors had
affected the quality of care they had personally provided.
Frequency of experiencing disruptive behaviors was signifi-
cantly correlated to the quality of care participants felt they
were able to give (r = .489; p < .000). Ultimately, participants
felt that the quality of care they were able to give was also
significantly impacted by witnessing disruptive behaviors
happening to others (r = .432; p < .000).

4. DISCUSSION
Overall, study results support the utility of cognitive re-
hearsal training for increasing overall self-efficacy to re-
spond to disruptive behaviors from peers in the healthcare
setting.[21, 22, 38, 39] This study adds to the current strong base
of knowledge on cognitive rehearsal training as the first longi-
tudinal investigation. Specifically, dimensions of knowledge,
situational self-efficacy, and overall self-efficacy showed a
sustained significant increase as compared to baseline scores.
These findings were expected because the intervention specif-
ically targeted the cognitive domain and situational variation.
It is also possible that exposure to the workplace and natural
maturation process may have contributed to these results.
Over half of participants reported witnessing disruptive be-
haviors but less than half experienced them personally. When
considered in combination with the sustained increase in self-
efficacy to respond, this difference provides support for the
effectiveness of the intervention as an effective resolution
measure and possible buffer against the psychological per-
ceptions of disruptive behaviors.

The strong links between both witnessing and experienc-
ing disruptive behaviors on quality of patient care provided
provide crucial support for addressing disruptive behaviors
to improve patient outcomes. While self-efficacy was not
significantly linked directly to intent to stay or number of
RN positions, the quality of patient care that participants
were able to provide was. Furthermore, these results suggest
that witnessing and experiencing disruptive behaviors have
a similar negative impact on patient care. These findings
provide an important consideration for including training to
not only respond effectively but also to intervene and diffuse
disruptive behaviors when witnessed happening to others.

Other RNs were identified as sources of disruptive behaviors
more often than any other group of professionals. This find-
ing is logical, given that RNs comprise the largest group of
healthcare professionals and most often work closely with
one another on hospital units. With physicians ranked sec-
ond and other health care staff listed in decreasing frequency,
it seems likely that the amount of interpersonal interaction
between groups maybe the link to frequency of disruptive
behaviors perpetrated. Further research should include inten-
tional query into whether exposure is a factor in incidence of
disruptive behaviors or if there are other factors influencing
this higher frequency.

It was an unexpected finding that no dimension of self-
efficacy to respond to disruptive behaviors was correlated
to intent to stay or actual turnover rates. Turnover rates are
historically difficult to link directly to specific aspects of the
work environment since the decision to leave is typically
multi-factorial. Turnover intention is a typical variable mea-
sured in tandem with other cross-sectional data on disruptive
behaviors and work environment.[42–44] Turnover intention
may be linked to actual rates though causality cannot be es-
tablished. In this study, intent to stay was very high with 80%
planning to remain in their position. Further, actual turnover
rates were relatively low at 11% compared to national rates
of 28.3% during the first year of practice. Additionally, less
than half of participants reported having experienced disrup-
tive behaviors personally, despite more than half reported
witnessing these behaviors happening to others. These re-
sults suggest that self-efficacy to respond may be indirectly
related to intent to stay and reported retention rates or that
participants overall were employed in work environments
with lower incidence of disruptive behaviors than reported in
the general literature.

Results also provide insights into the reciprocal influences
of the constructs of self-efficacy through cognitive rehearsal.
According to SCT, these constructs exert a reciprocal influ-
ence such that manipulation of one construct should theo-
retically effect a change in the others. In this study, knowl-
edge and situational self-efficacy remained increased nearly
17 months after the intervention but the other constructs
of motivation, affect, and previous behavioral engagement
had not increased. This departure from the anticipated the-
oretical relationships may be explained by relatively high
pre-intervention scores. Nursing is a profession and disci-
pline that emphasize caring and ethical treatment of others.
Students drawn to the profession are likely to possess these
values, thus influencing their responses on the affect and
motivation instrument items.

14 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2020, Vol. 10, No. 7

Strengths and limitations

A strength of this study was the 73% retention rate over the
longitudinal data collection period. Mode of survey delivery
via cell phone, short length of survey preventing survey fa-
tigue, and personal contact with the PI likely contributed to
this high participant retention rate. These strategies were in-
tegrated into the study planning phase in an effort to maintain
communication with participants.

A limitation of this study was the lack of experimental control
or comparison group. However, cognitive rehearsal is widely
acknowledged to be an effective intervention for responding
to disruptive behaviors making it an ethical imperative to
provide the training to all participants. It was also imprac-
tical to consider a cross-over or wait-list design, due to the
timeline and nature of the project. Finally, after graduating,
participants worked at multiple hospitals across the United
States. Thus, national turnover rates were the only practical
benchmark for comparison on this measure.

Self-report measures present an inherent source of internal
bias. Variables such as self-efficacy or perceptions of pa-
tient care are particularly subject to this form of bias and
may distort data. Yet, measurements of self-efficacy reflect
self-perceptions, making it impossible for an external, com-
pletely objective measurement. With measures such as day
to day patient care quality, nurses have the most contact with
patients and provide the most hands-on care, placing them in
arguably the best position to make these judgments.

Results of this research may not be generalizable to different
populations. The homogenous composition of this partici-
pant group preclude application to other geographic areas

or cultural contexts. Cultural norms can influence commu-
nication patterns, including perception and interpretation of
disruptive behaviors. Future research should include diverse
populations in various geographic areas to identify both spe-
cific and generalizable responses to this training and can
provide insights about culturally diverging perceptions of
disruptive behaviors.

5. CONCLUSION
Disruptive behaviors in the healthcare workplace continue to
be a source of concern as multiple outcome-based problems
for healthcare institutions. Interventions based in cognitive
rehearsal have been successfully utilized as a way to increase
the ability to respond to disruptive behaviors but the longi-
tudinal impact of these interventions has remained underex-
plored. This study contributes to the current understanding of
disruptive behavior management with support for the longi-
tudinal impact of cognitive rehearsal training on self-efficacy
to respond. Furthermore, these results linking self-efficacy
to respond to disruptive behaviors to RNs’ perceptions of
patient care quality, confirm the need for this type of training
in pre-licensure education. Nurse educators should also be
intentional about fostering a respectful academic environ-
ment and role-modeling effective response techniques when
disruptive behaviors occur in the academic setting.
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