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What is a debrief?  

A debrief that is intended to improve system performance is a short, structured team meeting1 
conducted after an event by a designated leader within a work area or department.2  

When can debriefs be conducted? 

Debriefs can be conducted after unexpected negative (or positive) outcomes in clinical and non-
clinical areas. 

Who should conduct debriefs? 

Designated leaders (i.e. manager/supervisor) of departments/work areas or shifts conduct 
debriefs as a leadership strategy.2 

What training do designated leaders need to facilitate effective debriefs?  

Leaders should be trained to use structured guides to ensure members attending debriefs:3 

1. feel psychologically safe to speak up about what they observed and did during the event 
2. make sense of what happened and why 
3. reflect on the effectiveness of their teamwork and communication 

 Did team members have a shared mental model of the goal and their role in 
achieving the goal? 

 Did team members use closed-loop communication? 
 Did team members have a shared mental model of the urgency? 
 Did team members seek and offer task assistance? 

What are the outcomes of effective debriefs? 

Effective debriefs are short (3 – 10 minutes), structured, and facilitated by a trained designated 
leader; their outcomes include:  

1. Improved team performance4 such as... 
 Improved management of OB hemorrhage and decreased risk of unplanned 

hysterectomies5 
 Improved adherence to new clinical practices5 
 Decreased risk of adverse events in surgery6,7 
 Improved efficiency in the OR7 
 Decreased risk of repeat events such as falls8 

2. Improved perceptions of safety culture8,9 
3. Improved trust and teamwork among team members8  

What resources are needed to conduct effective debriefs? 

1. Support from senior leaders, department managers, and providers3 
2. A coordinating team to plan and standardize the debrief program8 across the 

organization including 
o Structured guides to conduct generic and event-specific debriefs (i.e. OB events, 

surgical events, and post-fall huddles) 
o Training program for designated leaders 
o Log or database to track lessons learned during debriefs to improve systems  
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