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Healthcare providers are expected to 
communicate, coordinate and collabo-
rate with people both within and outside 
their formal team on a regular basis, often 
with individuals from different profes-
sions, specialties or teams. Continuous 
‘teaming’ is the norm. Almost everyone 
involved in the provision of healthcare 
must therefore possess teamwork compe-
tencies in addition to clinical expertise.

Fortunately, research has matured to the 
point where the drivers of team effective-
ness are increasingly clear. For example, 
in highly effective teams, team members 
possess shared mental models about roles, 
priorities and the situation; communicate 
information that others need and confirm 
their understanding; engage in mutual 
performance monitoring and backup 
behaviours and make it safe for others to 
speak up and ask questions.1

The research is also clear about the effi-
cacy of team debriefs. During a debrief, 
team members reflect on a recent expe-
rience, discuss what went well, iden-
tify opportunities for improvement 
and agree on what they will do going 
forward. A debrief can be conducted 
after a training event (eg, a simulation), 
work experience (eg, treating a patient) 
or time period (eg, end of a shift). Teams 
that engage in debriefs generally outper-
form others2 3 because debriefs promote 
learning and enable teams to adjust. Indi-
viduals also benefit from participating in 
debriefs,4 in part by developing transport-
able teamwork competencies they can use 
whenever teaming is required.

Research has examined how to opti-
mise team debriefs. In this issue of BMJ 
Quality & Safety, Kolbe et al observed 
and analysed over 18 000 interactions 
that occurred during 50 team debriefings 
in the simulation centre of a large urban 
academic medical hospital.5 The debriefs 

followed three high- risk anaesthetic 
training scenarios and averaged 49 min in 
duration. Participants were all employed 
as anaesthesia care providers and the 
debriefs were led by clinical simulation 
educators who were trained in simulation- 
based education. The researchers 
conducted a detailed micro- analysis 
of communications and behaviours 
among and between team members and 
debriefers, illuminating patterns of inter-
actions that occur during debriefs. For 
example, they revealed how debriefers’ 
use of feedback and open- ended questions 
encouraged participants to verbalise their 
thoughts and mental models. Overall, 
their study yielded insights about how 
to structure and facilitate a constructive 
debrief, including how to balance inquiry 
and advocacy, and it reinforced the need 
to explore how debriefs work.

While there is a need for further research, 
we would argue that enough is already 
known to merit an increased use of team 
debriefs, both in educational and clinical 
settings. In this commentary, we compare 
debriefing in education and clinical prac-
tice, highlight a few universal debriefing 
guidelines while acknowledging the need 
for purpose- driven practices, endorse the 
call for building debriefing skills by Kolbe 
et al, and suggest three specific research 
needs.

TEAM DEBRIEFING IN EDUCATION 
AND IN CLINICAL PRACTICE: RELATED 
BUT DIFFERENT
While debriefs have become fairly 
common in simulation- based training, 
they are only slowly beginning to gain 
traction in clinical settings. Table 1 high-
lights a few similarities and differences 
between team debriefing in educational 
and clinical practice environments.
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A FEW UNIVERSAL TEAM DEBRIEFING 
GUIDELINES
Regardless of the setting, research supports some 
universally applicable guidelines for conducting an 
effective team debrief.

 ► Minimise the time between performance and feedback: 
given human memory constraints, it is advantageous to 
conduct a team debrief closer in time to the experience 
being discussed.6

 ► Cover both teamwork and taskwork factors: teams in all 
professions gravitate towards discussing taskwork (eg, 
clinical) factors, so the debrief process should explicitly 
guide them to consider teamwork factors.7

 ► Provide adequate structure: structured debriefs are more 
effective than free form debriefs, although the appropriate 
structure is contingent on the context of the debrief.8

 ► Create psychological safety: ensure participants feel it is 
safe to ask questions, admit concerns, voice alternative 
perspectives and share constructive feedback.9

 ► Reflect backward and look forward: explore and synthe-
sise what happened (backward reflection) and then iden-
tify lessons learnt, agreements and/or action plans (look 
forward).10

 ► Balance inquiry and advocacy: the debrief leader should 
solicit input from the group (inquiry) and where appro-
priate offer their own insights5 (advocacy), although 
the relative emphasis may need to vary for different 
debriefing purposes.

 ► Explore how the team worked (process feedback) and 
not simply the results of their work (outcome feedback): 
focusing on outcomes either too early or too frequently 
in a debrief can reduce team learning.6

NOT EVERYTHING APPLIES UNIVERSALLY … 
PURPOSE-DRIVEN PRACTICES ARE NEEDED
While some guidelines are universal, not all debriefs can 
or should be the same.11 For example, while ‘adequate 

structure’ is a universal guideline, the specific structure 
for a thorough 45 min postsimulation debrief should 
be different than for a 5 min postoperative debrief. 
The approach chosen should align closely with the 
context and intent of the debrief.12

For example, while inquiry is important in all 
instances, a debrief leader should ask different ques-
tions based on the purpose of the debrief. Consider 
a nursing team with a stable membership that works 
together constantly. They might debrief to maintain 
a shared mental model and improve coordination 
within their team. A relevant, forward- looking discus-
sion question the leader could ask is “what should we 
continue to do, stop doing, and do differently?” In 
contrast, a trauma team with a continually changing 
membership might use their debriefs to agree on 
some consistent behaviours team members should 
demonstrate in any trauma team. A forward- looking 
question they could discuss is “what should we each 
be prepared to do when we are on a future team 
facing this type of challenge?” And students who are 
completing a team experience together but who will 
not be working together in the future would debrief as 
a way to develop individual, transportable teamwork 
competencies. The faculty leader could ask the debrief 
question, “what did you learn from this that you’ll 
take with you to use on future teams?”

While the universal principles are increasingly 
clear, few studies have examined detailed interac-
tion patterns during debriefs, so the study by Kolbe 
et al is a welcome addition to the research litera-
ture. By examining team debriefs at such a granular 
level, they were able to provide more specific insights 
about debriefing practices, for example, about how to 
balance inquiry and advocacy by pairing observations 
and opinions with open- ended questions. However, it 
is important to keep in mind that they studied debriefs 

Table 1 Team debriefing in education and in clinical practice: related but different

Education/Training Clinical

Typical use Conducted after an exercise such as a simulated patient 
encounter involving more than one healthcare provider

 ► May occur during formal education or work- placed training
 ► Involves students/trainees from one or more discipline

Conducted after a clinical experience such as a patient interaction 
(eg, surgery or treatment) or after a period of performance (eg, end 
of a shift)

 ► May involve an ongoing, intact team or one formed to complete a 
specific task (eg, trauma team)

 ► Sometimes examines a mistake or error

Learning objectives Learning objectives are typically established in advance Specific learning objectives cannot be established in advance, 
as learning opportunities are contingent on the nature of the 
experience

Timing Time is allotted based on the learning objectives but the 
debrief is typically longer than a debrief in a clinical setting

If conducted immediately in situ, then often very brief (5–15 min). If 
conducted retrospectively, more time may be allotted

Roles  ► Debrief leader (faculty member or occasionally peer- led)
 ► Student participants/trainees

 ► Debrief leader (team leader or a trained debrief facilitator)
 ► Team members

Primary intent In an educational setting, build transportable competencies 
students can use throughout their career
In a work- placed training setting, if trainees are participating 
as an intact team, help them build a shared mental model

Reinforce positives and identify quick lessons learnt or adjustments 
to ensure teamwork is performed effectively/safely
Build shared mental models about how the team expects to work 
together going forward

Secondary intent Help prepare students to participate in clinical debriefs in the 
future

Build transportable competencies; identify recommendations to 
improve processes/systems (to share with leadership)
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in a simulated training environment, so the case 
was preset, the learning objectives were known, the 
debriefers were trained and more time was available to 
conduct the debrief than in a typical in situ debrief. A 
micro- analysis of in situ debriefs might reveal different 
interaction patterns.

PREPARE FACULTY, TRAINERS AND TEAM 
LEADERS TO LEAD TEAM DEBRIEFS
Given the prevalence of teams in healthcare and 
the demonstrated efficacy of well- conducted team 
debriefs, we contend that debriefs should occur more 
consistently. However, one limiting factor that inhibits 
the adoption and expanded use of debriefs is a lack of 
trained debrief leaders.

Other researchers, including Kolbe et al in this 
issue, have called for the development of debriefing 
skills in faculty, trainers and clinical team leaders.13 14 
We strongly endorse that perspective. As Kolbe et al 
note, many clinicians and faculty find it difficult to 
lead debriefs. The aviation industry discovered that 
strong interpersonal skills and technical competence 
were insufficient for leading a debrief, and that specific 
debriefing skills were also needed.15 Fortunately, 
it appears that debriefing capabilities can be built 
through training and feedback.16 17

One group that would clearly benefit from the 
development of debriefing skills are faculty members 
who both educate students and engage in clinical prac-
tice. As educators, they could apply those skills when 
they lead debriefs during class exercises and simula-
tions as well as during student internships, clerkships 
and rotations. When a faculty member conducts an 
effective debrief, the direct impact is that the students 
are likely to learn more, while students also experience 
what effective debriefs look like. This exposure can 
help normalise the use of debriefs, increasing student 
receptivity to and readiness for future debriefs. When 
students graduate, they immediately become team 
members, where they may be asked to participate as 
peers in clinical debriefs. Their readiness is important, 
because as Kolbe et al demonstrate, peer behaviours 
influence how effectively a team engages in reflection.

When faculty are acting as practising clinicians, they 
can also lead debriefs for their work team. Ultimately, 
any team leader, faculty or otherwise, would benefit 
from learning how to conduct quick, structured team 
debriefs. We encourage healthcare systems to embed 
the development of debriefing skills into their manager 
training, teaching the universal debriefing guidelines 
and specific debriefing practices.

A second group worthy of additional attention are 
advanced trainees such as medical and nursing residents/
fellows. They should be considered a priority target for 
debrief training because of their dual status as learner and 
influencer. Junior residents and other students pay close 
attention to experienced residents and fellows.18 Seeing a 
role model lead an effective debrief may encourage junior 

trainees and students to adopt a similar approach as they 
progress in their career.

We would also recommend that healthcare systems 
develop a small cadre of expert team coaches who are 
available to help teams improve their effectiveness. 
Coaches can facilitate team debriefs, model effective 
debrief facilitation, prepare team leaders to lead subse-
quent debriefs and provide relevant feedback to leaders.19

LOOKING AHEAD
We believe enough is known about team debriefing to 
merit expanded use. However, we also acknowledge 
that there is more to be learnt. Research should further 
examine similarities and differences in educational and 
in situ debriefs, to clarify the unique dynamics and 
needs in various settings. The type of micro- analytic 
approach used by Kolbe et al may be useful here.

A second research need relates to the frequency and 
timing of debriefs. Some recent research suggests that 
primary care teams were more likely to improve with 
higher debriefing exposure.20 Currently, little is known 
about the optimal frequency and timing of debriefs, 
particularly in intact teams.

Third, far less research has been conducted involving 
teams of teams. These complex, dynamic teaming 
arrangements are increasingly common (eg, cancer care 
is performed by interconnected teams of primary care 
providers, oncologists, surgeons, etc). This arrangement 
offers potential advantages, but members can find it diffi-
cult to maintain a shared mental model, communicate 
across boundaries and engage in mutual performance 
monitoring and backup. As a result, this type of dynamic 
teaming would logically benefit from purpose- driven 
debriefing practices and tools, and future research should 
test this supposition.
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