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Goals and Objectives

ÅGoal: Bring simulation debriefing skills to obstetric events

ÅObjectives:

ïDiscuss the benefits of debriefing in the clinical 

environment

ïCompare different methods of debriefing in the clinical 

environment

ïProvide tools to assist with implementing debriefing in your 

clinical environment



Desired

Actions

Actual 

Actions





Why Debrief?

ÅA meta-analysis of team based debriefings after 

clinical events, showed organizations can improve 

individual and team performance by 20-25% by using 

properly conducted debriefs. 1

ÅClinical debriefing has been associated with improved 

CPR outcomes, trauma team efficiency, identification 

of surgical errors, and neonatal outcomes following 

emergent cesarean deliveries.2



Why Debrief?

ÅThe Need: Opportunity for continuous team performance 
improvement. 

ÅThe Benefits:
ïOpportunity to defuse emotions and tension after clinical 

events

ïOpportunity to identify latent safety threats in hospital 
systems and environments

ïImproves interdisciplinary open communication.

ïStaff feel safer to speak up



Qualitative vs. Quantitative Debriefing

ÅQuantitative debriefing: 
ï Data: bedside CPR devices, patient monitors, records

ï Typically occurs days to weeks after event

ï Wider audience than event members

ÅQualitative debriefing:
ï Limited data - relies on participant recall of events, interactions, and thought 

processes

ï Minutes to hours after event

ï Event members



Clinical Debriefing é

ÅHow:
ïPlus/delta

ïScripted debrief

ïChecklist

ÅWho: 
ïEntire team invited

ïLed by *trained debriefers ïcan be physicians/charge 
nurses/both

ÅWhat:
ïAll adverse events

ïSpecific pre-identified events 



Clinical Debriefing é  

ÅWhen:
ïHot (minutes)

ïWarm (hours) - pre-shift departures

ïCold (within a week)

ÅWhere: 
ïQuiet or isolated place if possible

ÅPost-debriefing:
ï Improvement ideas to quality and department leaders

ï Group feedback to department on changes by staff meetings 
and emails



Debriefing: Basic Structure

ÅThree parts to an effective debrief:

ïBeginning: Reactions Phase

ïMiddle: Analysis Phase

ïEnding: Summary Phase



Basic Critical Debriefing Elements

ÅBeginning: Reactions phase ïcreate a safe environment

ïThank members for being present

ïAll information discussed in the debriefing is confidential

ïThe purpose of debriefing is for education, quality improvement, & 

emotional processing. 

ïWe are not here to assess or evaluate personal performance

ïEveryoneôs participation is welcome and encouraged.



Basic Critical Debriefing Elements

ÅMiddle: Analysis Phase

ïBriefly review the patientôs summary

ïAll members are encouraged to participate in general plus/delta or 
can have targeted open ended questions

ïHelp participants identify performance gaps and close them

ÅEnding: Summary Phase

ïAsk members what they would do differently next time (if anything)

ïStart and end on time (aim 10 minutes)

ïProvide employee assistance counseling info if appropriate



Introduction and shared mental model
ά²Ŝ ŀǊŜ ƎƻƛƴƎ ǘƻ Řƻ ŀ ǉǳƛŎƪ ŘŜōǊƛŜŦ ƻŦ ǘƘŀǘ ŜǾŜƴǘΦ Lǘ ǎƘƻǳƭŘ ƻƴƭȅ ǘŀƪŜ ŀ ŦŜǿ ƳƛƴǳǘŜǎΦ ¢ƘŜ Ǝƻŀƭ ƛǎ ǘƻ 
improve our performance as a team and the care we provide. We are not here to evaluate 
ƛƴŘƛǾƛŘǳŀƭ ǇŜǊŦƻǊƳŀƴŎŜΦ [ŜǘΩǎ ǎǘŀǊǘ ǿƛǘƘ ŀ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ ǘƘŜ ƪŜȅ ŎƭƛƴƛŎŀƭ ŜǾŜƴǘǎΦέ
Å Review the clinical events and establish a shared mental model of what happened.

²Ƙŀǘ ǿŜƴǘ ǿŜƭƭΣ ŀƴŘ ǿƘŀǘ ŘƛŘ ƴƻǘ όΨǇƭǳǎκŘŜƭǘŀΩύ
άhY ǘŜŀƳΣ ƭŜǘΩǎ ǘŀƭƪ ŀōƻǳǘ ƻǳǊ ǇŜǊŦƻǊƳŀƴŎŜΦ ²Ƙŀǘ ǿŜƴǘ ǿŜƭƭΣ ŀƴŘ ǿƘŀǘ ŘƛŘƴΩǘ Ǝƻ ǎƻ ǿŜƭƭΚέ
Å Did the team follow established guidelines and protocols? If not, why?
Å Were there any technical, equipment, or procedural issues? If so, what?
Å Discuss 2 to 3 key behavioral skills relevant to the situation. How was team performance in 

these areas?

Sawyer.2016



What will the team do differently next time?
άIƻǿ Ŏŀƴ ǿŜ Řƻ ōŜǘǘŜǊ ƴŜȄǘ ǘƛƳŜΚέ
Å Discuss changes in team performance that will be implemented in the future, based on 

discussion above.
Å Identify the individual(s) responsible to follow up on issues discussed. 

Follow up on issues?
ά²Ƙŀǘ ƛǎǎǳŜǎΣ ƛŦ ŀƴȅΣ ǎƘƻǳƭŘ ōŜ ŘŜŦŜǊǊŜŘ ŦƻǊ ŀ ƳƻǊŜ ƛƴ ŘŜǇǘƘ ŘƛǎŎǳǎǎƛƻƴ ŀǘ ŀ ƭŀǘŜǊ ǘƛƳŜΚέ
Å Record issues to be followed up later.

Conclusion
ά¢Ƙŀƴƪ ȅƻǳ ŦƻǊ ǘŀƪƛƴƎ ǘƛƳŜ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘƛǎ ŘŜōǊƛŜŦƛƴƎέ

Sawyer.2016



Psychological safety and debriefing

ÅDebriefers should be formally trained

ïTeam members need to feel safe to participate without the 

fear of being shamed, humiliated, or belittled

ïWhen one feels safe they feel they will be viewed 

positively, even if they have made a mistake

ïPsychological safety necessary in order to freely ask 

questions, understand the desired behavior, and to achieve 

lasting change.



By understanding the frame from which a learner performed, you can 

figure out what type of teaching point to make to try and change the 

frame which can lead to changes in actions and therefore outcomes for 

the patient/clinical situation



¢Ŝƭƭ ƳŜ ƳƻǊŜΧΦ





ÅIdentified the:

ïlack of established debriefing tool for perinatal critical 

events

ïabsence of published studies on routine use of debriefing 

in perinatal units for critical events or related to 

performance improvement

ïlink between benefits and improved outcomes resulting 

from debriefing real-time events 1

California Maternal Quality Care Collaborative



ÅTargeted debriefing tools for:
ÅTerm infant with apgar 6 or fewer at 5 minutes

ÅIntrapartum fetal demise

ÅEmergency CD

ÅPPH

ÅSeizure

ÅPreterm delivery on antenatal unit

ÅShoulder dystocia requiring more than suprapubic and McRoberts
maneuver

ÅUnexpected maternal transfer to ICU

ÅUnexpected admission of term infant to NICU

California Maternal Quality Care Collaborative



California 

Maternal 

Quality Care 

Collaborative
Obstetric Hemorrhage 

Toolkit Version 2.0

Yes No

Team Attendance Comments

1. Help arrived in a timely manner
2. Team members assumed or were 

assigned roles.
3.    Adequate help was present

Medication Administration

1. Medications arrived in a timely 
manner

2. Medications were given in accordance 
of policy

3. Adequate volume and type of meds 
were in room

Device Placement

1. Foley
2. Intrauterineballoon



California 

Maternal 

Quality Care 

Collaborative
Obstetric Hemorrhage 

Toolkit Version 2.0

Yes No

Fluid &Blood Administration Comments

1. Second IV was started in a timely 
manner

2. Was any type of blood administered
3. Bloodarrived in a timely manner
4. Was MTP policy activated
5. Was rapid transfuser used?
6. Rapid transfuser was used effectively 

and according to procedure?
7. Adequate amount of blood was 

available

SurgicalTreatment

1. Operating room ready in a timely 
manner

2. Adequate staff for procedure
3. Appropriatesupplies were readily 

available

Other issues to report





**List any systems issues identified  during the debrief that may interfere with safe and effective 

patient care : (Please turn in to _________________for improvement):

ï Resource issues related to personnel, medication, and equipmentðwhether missing, 

malfunctioned, or an inability to use secondary to provider unfamiliarity with the device.

ï Systems issues related to process, policies, or procedures that do not work as well as anticipated 

in the clinical setting.

ï Facility or space set up concerns that are not conducive to effective, efficient, and safe patient 

care.

Clarify How the Performance 
Gap Occurred

Close Performance Gap (How Can We 
Improve)

Identify Systems Issues 
To Be Improved **

{ƻ ǿƘŀǘ LΩƳ ƘŜŀǊƛƴƎ ƛǎ ǘƘŀǘ [insert 
performance gap here] was related 
to [insert frame hereϐΧΦ

If I understand correctly, you are 
saying that [insert performance gap 
here] was due to [insert frame 
hereϐΧΦ

How will this impact your performance 
next time?

How would you do things differently?

How will your train of thought change 
the next time you encounter a similar 
situation?

Resource Issues: 
_____________________________________
_____________________________________
_____________________________________

Systems Issues:
_____________________________________
_____________________________________
_____________________________________

Space Set Up Issues:
_____________________________________
_____________________________________
_____________________________________

Adapted from Eppich W, Cheng A; Modified after PAEDSIM Debriefing Script




