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Abstract

Purpose: To develop, test, and assess the impact of an innovative approach to debriefing after
interprofessional simulation-based team training (ISBTT). Scope: Despite the growing popularity
of ISBTT in healthcare, suboptimal interprofessional collaboration continues to compromise
safety and quality of patient care. We postulated that current ISBTT approaches are not
effectively designed to improve interprofessional dynamics. We therefore developed structured
debriefing guidelines for ISBTT, determined feasibility and acceptability, and examined their
impact on attitudes toward teamwork, perceptions of safety culture, and team performance.
Methods: We used a design research approach to iteratively develop and pilot guidelines,
gathering feedback from facilitators and reviewing video-recorded simulation sessions and
debriefings to guide modifications. We collected baseline and post-implementation data on
measures attitudes to teamwork, safety culture, and team performance. Results: We
successfully created and implemented novel guidelines for debriefing and prebriefing and noted
a positive impact on interprofessional co-facilitation and a shift in debriefing content with more
attention to team dynamics. We also noted improved interprofessional learning. We did not note
any improvement in quantitative measures. The pandemic likely created many confounders, as
our study period overlapped with the start of the pandemic, resulting in several changes that
impacted our study and study outcomes.
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Purpose: To develop, test, and assess the impact of an innovative approach to debriefing after
interprofessional team training that uses simulation to emphasize team dynamics and processes
and promote development of collaborative skills.

Scope

Background: Interprofessional simulation-based team training (ISBTT) has gained popularity in
healthcare as a means to optimize interprofessional teamwork."-> Reports in the literature
support the use of ISBTT based on changes in attitudes and perceptions of teamwork among
healthcare professionals, improved nontechnical skills in both simulated and real-life scenarios,
and improved patient safety outcomes.®’ Yet, there is also evidence that ineffective
interprofessional collaboration and communication continue to compromise safety and quality of
patient care.®'® Complex hierarchies and power dynamics between different professionals are
major factors in impeding effective teamwork'4'%; however, prior research has shown that these
topics are rarely discussed during ISBTT,'® and current ISBTT approaches may not be
designed to effectively improve interprofessional dynamics. Our own review of published reports
describing ISBTT programs found that the majority of these programs are based in principles of
Crisis Resource Management (CRM) or related frameworks but rarely considered all
competencies required for effective interprofessional collaboration.'” Moreover, most programs
appear to rely on contact theory and the assumption that individuals from different professional
groups will learn to collaborate by attending simulation sessions together. However, contact
theory states that equal status of participants is a prerequisite for learning,'® which is unlikely to
be the case in ISBTT, considering the complex hierarchies and power dynamics between and
within healthcare professionals. Thus, for ISBTT to be effective in improving interprofessional
collaboration, consideration of all interprofessional competencies and acknowledgment of
complex power dynamics on healthcare teams are likely essential. Debriefing after simulation is
the element of ISBTT that has the greatest likelihood of creating change, because most learning
from ISBTT is thought to occur as a result of reflection and discussion during the debriefing.9-23
Although best practices for debriefing have been published and various models exist,1923-26
empirical evidence for such practices is sparse. Moreover, most published guidelines do not
explicitly discuss how to debrief interprofessional teams, despite common recognition that this
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is more challenging than for uni-professional teams.?”?® Thus, there is little guidance on how to
facilitate ISBTT and even less when seeking to address power and hierarchy. We therefore
developed structured guidelines for debriefing of simulation scenarios during ISBTT and
examined the feasibility and acceptability of such guidelines and the impact on the following
outcomes: 1) teamwork members’ attitudes toward teamwork, 2) team performance during
simulation, and 3) perceptions of safety culture at our institution.

Context/setting: We conducted this work in the setting of the previously established UCSF
Benioff Children’s Hospital (BCH) mock code program, an ISBTT program at our institution that
has been in existence since 2006.2° The program involves scheduled simulation-based team
training sessions, or “mock codes,” that take place in situ on patient care units with participants
who work on those specific units. Scenarios focus on pediatric emergencies as they occur in
real life, including, but not limited to, cardiopulmonary arrests (“codes”). Participants consist of
nursing staff and physicians (residents, fellows, or attending physicians) as well as clinical
pharmacists, pharmacy students, medical students, and sometimes respiratory therapists.
Medical trainees participate as part of their scheduled rotations and attend several times a year,
whereas all nurses are required to participate on at least an annual basis. Participation by
others varies by hospital unit. We conducted this work in two acute care units and the pediatric
intensive care unit, with sessions occurring monthly in each unit. Participants are assigned roles
consistent with their professional positions. The sessions follow a structured format, with two
scenarios per session (5-10 minutes), each followed by a semi-structured group debriefing
(approx. 20 minutes). In a short prebrief prior to the first scenario, facilitators orient the
participants to the mannequin and the purpose of the training. Scenarios are selected ahead of
time from an existing pool of unit-specific scenarios, each with predefined critical actions for
successful management of the patient in the scenario. Each session is facilitated by two nurses
and two physicians. In each scenario, two facilitators (one nurse, one physician) operate the
mannequin and perform any necessary confederate roles while the two other facilitators
observe, take notes, and facilitate the debriefing. Facilitators utilize a critical action checklist to
assist with note taking. During the debriefing, facilitators initiate discussions regarding key
events based on their observations and encourage team members to provide each other
feedback. The facilitator pool consists of experienced charge nurses, nurse educators,
advanced practice nurses, hospitalists, and pediatric intensive care fellows and faculty.

Methods

Study design: We used principles from educational design research to organize our work.3°
Educational design research takes place in three phases: 1) a preliminary research phase during
which the problem that the design will address is more closely examined, relevant educational
theories are identified, and guiding design principles are developed; 2) a prototyping phase in
which the intervention is developed based on educational theory and corresponding design
principles, then tested and modified based on empirical findings; and 3) an assessment phase
to evaluate the performance of the final version of the intervention. Figure 1 provides a diagram
of the study design.

Data sources/collection: During the preliminary research phase, we examined team debriefings
in existing ISBTT programs and factors that facilitate or hamper discussion of team dynamics
and processes. We used these data to formulate tentative design principles, further informed by
published theoretical frameworks relevant to the interprofessional learning context, including the
social identity framework and transformative learning theory. In addition, we incorporated
recommendations from Paradis and Whitehead to incorporate discussions about team
dynamics®! and from Bainbridge and Regehr, who proposed that skills required for effective
collaboration in teams include social capital, building perspective taking, and conflict



van Schaik — Debriefing Interprofessional Simulation-based Team Training

management.®? The resulting set of tentative design principles informed the first version of
guidelines for a structured prebriefing and debriefing process. During this phase, we also
collected baseline data for all of our outcome measures. Over the course of 3 months
(November 20, 2020 — February 23, 2021), we video recorded all simulation sessions and
collected survey data, as outlined below.

Intervention: During the prototyping phase, we implemented and tested the guidelines created in
the preliminary research phase with two iterations over the course of 6 months. At the start of
this project, there were 26 active facilitators (17 RNs, 1 NP, and 8 MDs) in our ISBTT program
for the units included in this project. Between February 8, 2021, and March 15, 2021, we trained
all the facilitators during five 1-hour sessions on the use of the new guidelines. We implemented
the first version of the guidelines on March 5, 2021. To examine adherence to guidelines by
facilitators and participants’ engagement in debriefing, two investigators not directly involved
with any of the simulations (NB and SVS) reviewed video-recorded simulation scenarios
throughout the implementation phase. Using content analysis (described in detail below), they
evaluated both the focus and process of the pre- and debriefing against the design principles;
taking notes during video review and comparing observations in meetings. To elicit feedback
from facilitators on the debriefing guidelines, we created a semi-structured interview guide. The
questions delved into facilitators’ motivations for being involved in mock codes, their perceptions
of the new guidelines, and challenges they had faced using the new guidelines. Based on
review of video-recorded simulations and facilitator feedback, the same two investigators made
recommendations for adjustments to the debriefing guidelines, which were discussed by the
entire project team before the second iteration of the structured guidelines was created. We
sent all facilitators the updated guidelines with an explanation of changes and implemented the
revised version starting on June 4, 2021, after which we continued data collection to examine
the feasibility, acceptability, and impact of the intervention.

Measures:
Quantitative measures: To assess the impact of our intervention, we collected data on a variety
of measures related to teamwork and patient safety, as outlined below.

a. To measure attitudes toward teamwork, we used the Attitudes Toward Health Care
Teams scale (ATHCT) with permission from the authors.?® The ATHCT was initially
developed for geriatric outpatient settings and subsequently was validated in other
settings in a three-phase study. The developers report adequate internal consistency for
each of the three study phases (Cronbach alpha > .7 for all subscales) as well as
evidence of test-retest reliability and external validity. We made small adaptations to the
scale for the purpose of our study by changing language about team meetings to team
training to fit the experience of our study participants. The original tool used the term
“‘interdisciplinary team” instead of “interprofessional team.” As is true across the literature
on interprofessional teamwork, the terms “interdisciplinary” and “interprofessional” are
often used interchangeably, even though interdisciplinary technically refers to
representation from multiple disciplines within medicine (e.g., surgery, anesthesia,
medicine). In the vernacular of our clinical teams, the term “interdisciplinary,” however, is
used to describe interprofessional work; we therefore opted to keep this terminology and
included a descriptive definition to clarify our meaning. We incorporated the tool into an
online survey instrument (Qualtrics™, Provo, UT) and piloted it with six participants in our
team training program prior to start of data collection. We made minor adaptations to the
language based on their input. We invited all participants in simulations during the pre-
intervention and post-intervention assessment periods to complete the survey.

b. To measure safety culture, we used a modified version of the Safety Attitudes
Questionnaire (SAQ).3* Designed for multiple clinical areas, the SAQ measures
healthcare professionals’ attitudes toward, and perceptions of, patient safety based on
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six dimensions: Teamwork Climate, Safety Climate, Perceptions of Management, Job
Satisfaction, Working Conditions, and Stress Recognition. In the original publication on
the SAQ, which consists of 60 items, the authors reported a Raykov's p coefficient of
0.9, which represents strong reliability of the instrument. Subsequently, a short form with
32 items was created, and, per the developer's recommendation, we used the first 14
items of the short form, which measure teamwork and safety climate. We adapted the
items to our context, imported them in an online survey instrument, and invited all
physicians, nurses, and pharmacists working in the units in which we had implemented
the debriefing guidelines to complete the survey.

c. To measure teamwork performance during simulation, we adapted the Mayo High
Performance Teamwork Scale (MHPTS).3® The MHPTS was developed for
interprofessional teamwork in crisis situations; in the initial publication, the authors report
satisfactory internal consistency and construct validity by traditional psychometric
indicators (Cronbach’s alpha, 0.85) as well as by indicators from the Rasch model
(person reliability, 0.77; person separation, 1.85; item reliability, 0.96; item separation,
5.04). They reviewed video-recorded simulation scenarios and assigned MHTPS scores
to each team. They compared their ratings, calculated inter-rater reliability based on their
initial rating, and subsequently reconciled differences to obtain final scores entered in
the analyses comparing different teams and examining changes over time.

Qualitative data: We collected three sets of qualitative data during the study: 1) video recordings
of ISBTT sessions (including the pre- and debriefing) throughout the study period, (October
2020 — December 2021), 2) video recordings and observation notes from facilitator trainings on
the new guidelines (in February and March 2021), and 3) audio recordings of interviews with
facilitators during the implementation phase (March — August 2021). To assess whether the
guidelines impacted conversations in terms of participation in, and content of, debriefing, we
compared these conversations before and after implementation of the guidelines. We selected seven
sessions from the period preceding implementation of the first iteration of guidelines and seven
sessions from the period after implementation of the final iteration for qualitative analysis,
including an equal number of sessions from acute care versus intensive care in the pre- and
post-implementation samples. Although analysis of videos focused on the pre- and debriefing,
recordings of the associated simulation scenario were included to provide necessary context.
One investigator (NB) attended all facilitator training sessions and took detailed notes,
integrating actual quotes afterward from recordings made during training. For facilitator
interviews, we created a brief semi-structured interview guide to obtain facilitators’ feedback on
the debriefing guidelines and to identify any challenges encountered during debriefing using the
new guidelines. Interviews were conducted by one of four researchers (NB, MJ, MN, and LT),
lasted up to 30 minutes each, and were audio recorded and professionally transcribed with
removal of identifying information.

Analysis

Quantitative analysis: We recoded data for survey items with reverse scoring before calculating
total scores for each participants. Using the total scores, we calculated descriptive statistics and
used ANOVA and t tests to examine pre-post and between-group differences.

Qualitative analysis: We analyzed video-recorded prebriefings and debriefings using both
qualitative content analysis and thematic analysis. Qualitative content analysis aims to identify
patterns in the data based on categorizations derived from research questions and has been
used in case studies to analyze complex phenomena.?¢:37 The goal is not to arrive at definitive
conclusions supported by statistical analysis but, rather, to identify patterns that can be further
understood through other approaches to qualitative analysis. We conducted qualitative content
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analysis of video-recorded debriefings to examine both the frequency of contributions made by
nurse and physician facilitators and the content of their contributions. To this end, we created a
coding scheme that categorized facilitator contributions as either scripted (i.e., debriefing
guidelines included a prompt for a facilitator to speak), prompted (i.e., a different facilitator asked
the facilitator to speak), or spontaneous. To code pre- and debriefing content, we defined four
categories: 1) logistics/expectations; 2) medical management; 3) communication and

teamwork; and 4) power dynamics and hierarchy. We came to these four categories based on
initial review of two video-recorded sessions not included in the final analysis by three
investigators (AW, NB, and SVS). One investigator (AW) subsequently coded all ISBTT sessions
included in the comparison with these coding schemes, using web-based video annotation
software (Vimeo.com, Inc, NY, NY)

For thematic analysis, we followed the six steps outlined by Braun and Clarke.®® We engaged
with the steps in an iterative way to refine our analysis while collecting and analyzing more data.
First, two authors (NB, SVS) familiarized ourselves with the data at time of data collection and
through review of video recordings and generation of transcripts. Second, we imported all data
items (observation notes and interview transcripts) into Dedoose software for qualitative data
analysis (SocioCultural Research Consultants, LLC, Manhattan Beach, CA, USA), and the same
two authors used this software to generate initial codes by reading each data item carefully. We
used concepts from the new facilitation guidelines (e.g., interprofessional collaborative approach
to facilitation, perspective taking) as codes and developed other codes inductively from the data.
Third, we exported coded data into Excel spreadsheets and reviewed each coded extract to
identify themes. During this process, we separated the data to create two sets of themes: one
set focused on interactions between facilitators, and the other focused on debriefing content and
interprofessional learning. Fourth, we reviewed themes in each set and examined coded
extracts that belonged to each theme to refine themes and enhance our understanding of the
findings. As we aimed to identify latent themes, meaning themes that go beyond the verbatim
content of the data and require interpretation,® we also consulted the literature pertaining to our
themes to enrich our understanding of each theme. Fifth, we defined themes and determined
the content of each theme. Finally, we shared the findings among the entire research team to
discuss our interpretation of the data. Although we did not engage in formal member checking with
facilitators, we analyzed whether our findings resonated with researchers who were involved in
the simulation program.3®

Researcher reflexivity

Our research team includes physicians (AW, MJ, JE, DF, SVS), nurses (LT, MN, AL), and a
medical sociologist (NB), all with expertise in health professions education. Two researchers
(LT, SVS) were part of the original design of the simulation program, and several authors were
facilitators in the program (AW, MJ, JE, SVS, LT, MN), although only three physicians facilitated
simulation sessions during the study period (AW, MJ, JE). We were all involved in the
development of the new facilitation guidelines, and we iteratively revised the guidelines
throughout the implementation phase of our study. Our involvement in developing the guidelines
and in the simulation program enabled us to have a better understanding of the process of
developing and using guidelines; it was also critical to the adoption of the guidelines. For the
purposes of this article, researchers who were not directly involved in facilitation and could
therefore cast a more critical eye on interactions between facilitators (NB, SVS) who analyzed the
data reported findings to the rest of the researchers for additional discussions.

Limitations: As a result of the COVID-19 pandemic, we had to adjust the format of the sessions
during part of the study period, with some of the participants joining by video conference. This
obviously had a major impact on communication and teamwork and, as a result, created a major
confounding factor in all of our analyses. In general, the multitude of changes in healthcare
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operations and other challenges resulting from the pandemic constitute a potential confounder

in several of our outcome measures related to patient safety. We initially had intended to also
collect data on patient safety events at our institution for pre-post comparison; however, considering
these challenges, we did not think that doing so would provide meaningful results.

Figure 1: Study design with the different study phases

March
2021 June 2021

- Prototyping Phase 1 Prototyping Phase 2
Preliminary Research | —» cojlaborative design and implementation » Collaborative design and implementation of
Phase of initial debriefing guidelines revised debriefing guidelines
Literature Review - -
Pre-intervention data Evalu?tlon af'd Re':"_!d“m Assessment Phase
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Results

Principal findings:

During the preliminary research phase, we conducted a literature review and developed five
design principles for interprofessional debriefing guidelines through iterative discussions among
the research team (Table 1). We used these design principles to create the first iteration of the
guidelines, which we adapted based on observations and feedback obtained in interviews and
focus groups as outlined below. A summary of changes made to the first iteration and the final
guidelines are included in the Appendix.

Table 1 Design Principles for Interprofessional Debriefing Guidelines

Design principle Rationale/theoretical basis
1. Interprofessional collaborative Model desired behaviors; increase
approach to facilitation psychological safety for participants, social
identity theory
2. Expect active participation by all Transformational learning theory
3. Focus on teamwork and collaboration | Principles of interprofessional education,
recommendations by Paradis et al®'
4. Encourage perspective taking Transformational learning theory,
recommendations by Bainbridge and Regehr®?
5. Make issues of hierarchy and power Recommendations by Paradis et al®’
explicit

Quantitative data: For baseline data collection, we asked all 115 eligible participants (89 RNs

and 26 MDs) in the simulation sessions that occurred between November 20, 2020, and February 23,
2021, to complete the ATHCT survey, and 87 responded, for a response rate of 76%. During the
post-intervention period, from September 20, 2021, through December 15, 2021, a total of 113
participants (70 RNs and 43 MDs) received the survey, and 80 responded, for a response rate of
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71%. There was no statistically significant change in total ATHCT score among participants in
the simulation sessions from pre intervention to post intervention (Table 2).

Table 2 Attitudes Toward Healthcare Teams Scale Scores Pre and Post Intervention

All respondents RN MD
Pre intervention 103.448.4 102.847.9 105.6
Post intervention 99.2+13.2 100.1+9.9 98.4
P value NS NS NS

Values represent mean scores + standard deviation. Max total score = 126. NS = not significant at
P=0.05

We distributed the SAQ to 730 nurses, physicians, pharmacists, and respiratory therapists who
work in the units in which the simulation sessions occur; we received 331 responses, for a
response rate of 45%. As summarized in Table 3, SAQ scores decreased over the time period in
which our intervention took place, a difference that was statistically significant and, in post-hoc
analysis, was found to be due to a decrease in SAQ scores among both nurses and physicians.

Table 3 Safety Attitudes Questionnaire Scores Pre and Post Intervention

All respondents RN MD Other
Pre intervention 55.0+9.1 54.849.1 54.7+49.2 46.1+12.2
Post intervention  51.64+6.9 51.746.2 49.545.7 50.8+5.8
P value <0.001 <0.001 0.006 NS

Values represent mean scores + standard deviation. Max total score = 70. NS = not significant at P=0.05

Ratings of team performance during simulation sessions based on video review using the
MHTPS tool were not different before or after implementation of the guidelines (Table 4a).
Team performance during simulation sessions in the PICU received significantly higher
ratings than team performance on the acute care floor (P<0.001).

Table 4a Mayo High-Performance Teamwork Scale Scores Pre and Post Intervention

All PICU Floor Scenario 1 Scenario 2
Pre 23.1+4 .4 27.5+0.8* 21.4+4 .4 23.1+4.9 23.1+£3.3
Post 25.2+3.1 24 .5+2.6* 25.5+2.7 25.5+3.9 24,912 4
P value NS NS NS NS NS

Values represent mean scores + standard deviation. Max total score = 30. NS = not significant at P=0.05
(pre-post comparison), *PICU teams scored significantly higher than floor teams throughout the study
period, P<0.001.

Qualitative data

Table 4b summarizes all qualitative data collected during the study period. For the
qualitative content analysis, we reviewed an equal number of video-recorded sessions
before and after (7 each). We included all data sources in the thematic analysis.

Table 4b: Qualitative Data Sources Before, During, and After Implementation of Guidelines

Type of data Pre During Post
Observations/video recordings of simulation sessions 10 6 7

Observations of train-the-trainer sessions 3 4 N/A
Interviews with facilitators N/A 21* N/A

*21 interviews total with 18 unique individuals: 10 RN, 8 MD
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The results of qualitative content analysis are summarized in Table 5. Prior to implementation of
guidelines, physician facilitators did the majority of the talking, providing over 80% of all
contributions during pre and debriefing. With the implementation of structured guidelines, nurse
facilitators’ contributions increased. Though scripted contributions (as dictated by the guidelines)
accounted for a large proportion of this increase, we also observed more prompted questions
(i.e., facilitator is asked to speak by the other facilitator or a team member) and spontaneous
contributions from nurse facilitators. We also noted a shift in the content of discussions and

who contributed what type of content, with most notably an increase of nurse facilitator
contributions to discussions about medical content and overall more discussion about

teamwork and communication. Although power and hierarchy were hardly ever discussed prior to
implementation, these topics did get discussed, both prompted and spontaneously, with new
guidelines in place.

Table 5 Qualitative Content Analysis of Facilitator Contributions to Prebriefing and Debriefing
Before and After Implementation of Guidelines
Nurse Facilitators  Physician Facilitators Total

Pre Post Pre Post Pre Post
Type of contributions
All 24 (17%) 100 (41%) 119 (83%) 141 (59%) 143 241
Scripted 0 (0%) 64 (45%) 0 (0%) 40 (17%) 0 (0%) 104 (43%)
Prompted 0 (0%) 4 (2%) 6 (4%) 11 (5%) 6 (4%) 17 (7%)
Spontaneous 24 (17%) 32 (13%) 113 (79%) 90 (37%) 137 (96%) 122 (51%)

Content of contributions
Logistics/expectations 7 (5%) 32(13%) 24 (17%) 40 (17%) 31(22%) 72 (30%)
Medical management 8 (6%) 37 (15%) 59 (41%) 49 (20%) 67 (47%) 37 (24%)
Communication and 9 (6%) 24 (10%) 34 (24%) 49 (20%) 43 (30%) 73 (32%)
teamwork
Power dynamics and 0 (0%) 7 (5%) 2 (1%) 12 (5%) 2 (1%) 19 (8%)
hierarchy
Data points represent the number of contributions in each category across all sessions in a time period
(pre vs post, seven sessions in each period), and percentages are calculated with all contributions in time
period as denominator.

We identified three major themes in the data: 1) changing interactions between facilitators, 2)
shift in debriefing content, and 3) enhanced interprofessional learning.

Theme 1: Changing interactions between facilitators

Prior to implementation of the guidelines for interprofessional co-facilitation, we only observed
interprofessional facilitation on specific topics. In concordance with findings from the qualitative
content analysis, physician facilitators typically dominated the conversation during both prebriefings
and debriefings. Nurse facilitators were hesitant to contribute to the conversation; they

sometimes spoke during prebriefings but rarely during the debriefings. On the rare occasions

that interprofessional co-facilitation occurred prior to implementation of the structured

guidelines, it focused on a limited number of topics, including orienting participants to the
simulation session during prebriefings and discussing equipment and clinical aspects of the
scenarios during debriefings.

During and after implementation of the structured guidelines, we observed a shift in interaction
patterns between facilitators. During prebriefings, all facilitators followed the guidelines and
took turns leading the conversation. During debriefings, nurse facilitators’ contribution
increased, although physician facilitators still frequently dominated. We did, however, more
frequently note that physician facilitators invited nurse facilitators to speak and, on a number of
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occasions, we observed that, when physician facilitators wanted to contribute to what nurse
facilitators were saying, they asked for permission instead of taking the lead.

All facilitators universally endorsed the value of the guidelines during interviews. They reported
liking how they outlined a collaborative approach to facilitation, and nurse facilitators
appreciated that the guidelines gave them a clear role. Nonetheless, some facilitators struggled
with implementing the guidelines as intended. Physician facilitators frequently continued to take
the lead during debriefings if they saw it as essential to discuss clinical information or if a nurse
facilitator seemed uncertain. Nurse facilitators, on the other hand, tended to defer to physician
facilitators to confirm what they were saying, which was particularly true for less experienced
nurse facilitators.

Theme 2: Change in debriefing content

As discussions prior to implementation of new guidelines were nearly always led by physicians,
they tended to focus on clinical aspects of the scenarios relevant to physician participants.
These aspects, including technical skills, protocols for emergencies, and use of medications,
were typically discussed in the form of knowledge transfer between facilitators and team
members, although sometimes they were discussed in the context of teamwork or role
allocation. Physician facilitators often mentioned teamwork and communication during the
prebriefing, explaining that the purpose of mock code is to practice teamwork and that they would
address these topics during the debriefing. Indeed, in most debriefings, physician facilitators
discussed examples of good teamwork or communication that occurred during the scenario. We
observed many instances of facilitators and participants sharing compliments on good teamwork
and communication. On occasion, facilitators prompted conversations of suboptimal
communication or ineffective teamwork, but they tended to address these shortcomings at a
superficial level without delving into why participants had experienced such challenges. A few
physician facilitators occasionally acknowledged noticing power and hierarchy and their impact
on teamwork and communication. When this occurred, the discussion was brief and limited to
generic statements about the importance of speaking up for patient safety, especially
questioning decisions by physician team leaders. In the pre-implementation phase, nurse
facilitators’ contributions were mostly limited to discussions of logistics (i.e., how to get help in an
emergency, how systems work, etc.); however, on rare occasions, they brought up nurse-
specific observations around teamwork and communication. Similar to physician facilitators,
their contributions about teamwork tended to focus on praise for team members and stayed at

a superficial level.

After we implemented the guidelines, clinical aspects of scenarios were still a major component
of the debriefing discussions, but nurses were more involved in the discussion. Discussions
about medical management were less physician focused and more frequently occurred in the
context of discussing teamwork. Nurse facilitators viewed this change positively and reported
that it prevented the discussion from becoming too teachy, whereas the prior focus often was on
clinical questions from residents. Physician facilitators, however, became more concerned about
residents’ learning, as they feared the guidelines did not leave enough room for discussion of
clinical aspects of the scenarios. Some of them recognized that learning of medical content
knowledge and teamwork are often connected and reported needing additional time to discuss
these clinical aspects. Discussions of teamwork and communication continued to focus primarily
on what had gone well, but nurse facilitators were more involved in these conversations, making
it more interprofessional. Participants sometimes described how they themselves had not
performed optimally during the scenario, but other participants typically were quick to highlight
the positives. Over the course of the implementation period, facilitators as well as participants
seemed to get more comfortable with probing questions about challenges, and we observed

10
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more open discussions about opportunities for improvement; these were frequently
followed by compliments or explanations for the challenges experienced.

Power and hierarchy were more frequently discussed after implementation of the guidelines,
with nurse facilitators bringing these topics up in almost every session as prompted by the
guidelines. Initially, we observed variability in facilitators’ comfort with discussing power and
hierarchy, but, over time, all facilitators became more skilled and frequently included clear
examples from scenarios and references to real-life experiences. Participants noticed this shift,
and some expressed appreciation for the explicit addressing of power and hierarchy during the
debriefing. Although all facilitators became more skilled, some continued to feel challenged by
these discussions. Select facilitators worried about creating a negative atmosphere if power and
hierarchy were brought up too often during the session. As a result, we continued to note
variability between different facilitators and sessions, as well as missed opportunities to delve
into how power dynamics may prevent clinicians from asking for help or admitting uncertainty.

Theme 3: Enhanced interprofessional learning

Prior to implementation of the guidelines, interprofessional learning mostly occurred because
participants learnt about each other. For instance, nurse participants explained what their role
entails during emergencies. On occasions, we observed physician facilitators describing nurses’
roles to the group, without letting nurses speak for themselves. Learning about each other did
not happen explicitly in the reverse direction (i.e., we did not observe any explicit discussions
about the physicians’ role on the team).We also observed instances of interprofessional learning
from each other, when participants explained their rationale for certain actions during the
scenario to the group. We observed this type of learning most frequently in the form of
physicians explaining their clinical decision making to the rest of the team. Perspective taking
was uncommon, and mostly occurred in the context of physician participants explaining the help
they needed from the team as team leaders.

The new guidelines not only gave RN facilitators a bigger role in pre- and debriefing but also
helped facilitators ask prompting questions in a manner that appeared to elicit more
conversation by the whole team. Interprofessional learning from and about each other
increasingly included more perspective taking focused on the nursing perspective, including the
role of nurses in leadership positions (i.e., charge nurses) and how this role played into power
dynamics within the team. Other discussions around perspective taking were initiated by
residents who described feeling vulnerable and lost in some scenarios, thus prompting a
broader conversation about how participants may collaborate to help each other. We also
noticed increased recognition that leadership and experience are both sources of power but that
individuals in leadership positions may not have the most experience on the team, and vice
versa.

Outcomes:

We created novel guidelines for pre- and debriefing of ISBTT, focused on interprofessional co-
facilitation and discussion of team dynamics, including power and hierarchy to optimize
interprofessional learning. In line with our educational design research methodology, we created
the guidelines in an iterative fashion, making adaptations to the first version based on
observations and feedback collected during implementation. The final guidelines are included in
the Appendix along with a table explaining modifications made during the study period. Four
manuscripts resulted from the work so far (see below).
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Discussion

We used an educational design research approach to develop and implement new guidelines
for pre- and debriefing of interprofessional simulations, with the ultimate goal of improving the
educational impact of ISBTT on interprofessional teamwork and collaboration in actual practice.
By grounding the design in theoretical design principles and soliciting input from stakeholders
throughout the process, we were able to successfully integrate these guidelines into an existing
ISBTT program and adapt it to the needs of the facilitators and our context.

Educational design research is becoming increasingly popular in medical education, as it is an
approach that ensures strong theoretical foundation as well as practical applicability.>® As
several experts in interprofessional education have expressed, the impact of interprofessional
education on actual teamwork has been disappointing thus far.'+1532 Some have attributed this
to a failure to sufficiently engage with theory,3! which results in educational interventions that
either lack theoretical underpinnings for their design or are based on theories that have no or
limited applicability. In our recent review of the literature on ISBTT, we noted that this assertion
is very much true for published ISBTT programs, as they rarely describe what theories inform
program development. Instead, most ISBTT programs draw on conceptual frameworks, such as
Crisis Resource Management and TeamSTEPPS, without taking their origins and limitations into
account and without consideration applicability to the interprofessional context.'” Thus,
selecting theories is an important element of designing IPE interventions, including ISBTT, and
educational design research encourages a thoughtful approach to this process.

Others have argued that IPE’s failures are a result of the discrepancy between idealized notions
of interprofessional teamwork and how collaboration occurs in actual clinical practice.3? This
discrepancy between ideal and real is not unique to education; in the clinical environment, policy
makers often have beliefs about work that differ from how work is actually performed in the
clinical environment, and this misalignment is thought to underlie many failed patient safety and
quality improvement initiatives.*%4'! Studies of interprofessional teamwork in healthcare similarly
show that daily work is often not accomplished by unified teams but by individuals with different
professional identities, skills, and goals for patient care.'34243 In addition, interprofessional
collaboration is frequently hampered by conflict, power, and hierarchy.%1%.1315 Considering
practical application in real life is another key element of education design research, as the
prototyping phase allows for testing the intervention in context with input from stakeholders to
guide adjustments to the intervention.**

The third phase of educational design research, evaluation and reflection, aims to evaluate the
performance of the final version of the intervention. Although we had postulated that implementing
the guidelines would have a positive impact on attitudes toward teamwork, perceptions of

safety culture, and actual team performance, our data did not show such an effect for any of the
selected measures. In fact, scores on the SAQ declined during our study period. We believe
that the pandemic created multiple confounders that impacted these measures. First, pandemic
restrictions went into effect and then were loosened during our study period. We therefore had
to adjust the format of the sessions from fully in person to a hybrid format, which likely changed
team dynamics as well as our ability to observe all aspects of teamwork in a similar manner.
Second, the SAQ asked more broadly how people perceive safety culture at the institution, and
a decline in scores can likely be explained by the many changes in workflow, the PPE and
staffing shortages that characterized certain phases of the pandemic, and the overall increase in
burnout and decrease in morale. Last, although we managed to stay within the planned timeline
for the study despite pandemic challenges, we had fewer people attend the simulation sessions
overall than initially planned; in particular, we had fewer people who attended the sessions in
person. This may have diluted the impact of our intervention, as we reached fewer people than
intended. In general, it needs to be acknowledged that changing our ISBTT sessions involved a
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shift in culture, and, as evident from our qualitative data, such culture change takes time for
people to adapt to. We clearly noted a gradual shift in how facilitators interacted with each other
toward a more collaborative approach, in which nurse facilitators had a more prominent role.
This, together with the scripted prompts in the guidelines, shifted debriefing conversations
toward team dynamics and created an environment in which interprofessional learning

between team members was enhanced.

From our interviews with facilitators and review of video-recorded sessions, we learned a
number of important lessons that inform next steps at our own institution and can assist others
with adaptation of our guidelines to other contexts and settings. First and foremost, we believe
that the interprofessional composition of our team was a major factor in the success of this
work. Including stakeholders from both nursing and physician facilitator groups in the work
created buy-in and allowed for quick adoption of the guidelines. It also allowed us to obtain
timely feedback from both facilitator groups, which led to quick revisions. Second, scripted
guidelines proved to be helpful in empowering facilitators to discuss teamwork, hierarchy, and
power. Yet, to become facile in such conversations requires practice and feedback, to which
end we are currently establishing a peer-to-peer facilitator coaching program. Last, different
stakeholder groups may have different priorities for ISBTT; to keep all groups engaged, this
needs to be taken into account. Most prominently in our program was the observation by some
physician facilitators that a strong focus on teamwork and collaboration limits the space
dedicated to discussion of medical learning points. To address this, we are developing
asynchronous debriefing materials that transmit such information to participants.

Conclusion

In conclusion, we successfully developed and implemented guidelines for prebriefing and debriefing
ISBTT, employing an interprofessional approach to facilitation that promotes discussions

about teamwork, collaboration, hierarchy, and power as well as perspective taking. Future work

will explore how such an approach impacts interprofessional collaboration in clinical practice

and ultimately, patient care.

Significance

To our knowledge, this is the first study that took an education research design approach to the
development and implementation of guidelines for ISBTT. Considering the limited evidence

base for interprofessional education strategies in general and in ISBTT in particular, we believe
that our work makes an important contribution to the existing literature. Our guidelines can be
adapted by others and provide a basis for additional research examining individual and contextual
factors contributing to the success of ISBTT in optimizing interprofessional collaboration.

Implication

Our work reinforces previous observations that power dynamics and hierarchy are persistent
factors that influence how interprofessional teams function in simulation and in actual patient
care. It also indicates that culture change to shift such dynamics can happen, but it takes time,
training, and reinforcement. It also requires close attention to any barriers and consideration of
all stakeholders needs.

List of Publications and Products (Bibliography of Published Works and Electronic
Resources from Study—Use AHRQ Citation Style for Reference Lists).

13


https://www.ahrq.gov/funding/grant-mgmt/refstyle.html

van Schaik — Debriefing Interprofessional Simulation-based Team Training

Ju M, Bochatay, Essakow J, Tsang L, Nottingham M, Franzon D, Lyndon A, van Schaik SM.
Debriefing guidelines to address power and hierarchy in interprofessional simulation-based
team training. Simulation in Healthcare; under review

Bochatay N, Ju M, O’Brien B, van Schaik SM. A scoping review of interprofessional simulation-
based team training programs: are they used to their full potential? Manuscript in preparation,
target journal Simulation in Healthcare

Bochatay N, Ju M, Nottingham M, Tsang L, Essakow J, Franzon D, Werne A, Lyndon A, van
Schaik SM. Modeling what we teach: an instrumental case study of interprofessional facilitation
in simulation-based team training. Manuscript in preparation, target journal Qual Health
Research

Bochatay N, Werne A, Ju M, Essakow J, Nottingham M, Tsang L, Franzon D, Lyndon A, van
Schaik SM. Changing the Conversation: Impact of a Structured Debriefing Guide for
Interprofessional Simulation-based Team Training. Manuscript in preparation, target journal
Simulation in Healthcare

References

1. Weaver SJ, Lyons R, DiazGranados D, et al. The anatomy of health care team training
and the state of practice: a critical review. Acad Med 2010;85(11):1746-1760.

2. Palaganas JC, Epps C, Raemer DB. A history of simulation-enhanced interprofessional

education. Journal of Interprofessional Care 2014;28(2):110-115.

3. King HB, Battles J, Baker DP, et al. TeamSTEPPS™: team strategies and tools to
enhance performance and patient safety. Advances in Patient Safety: new directions
and alternative approaches (Vol. 3: performance and tools): Agency for Healthcare
Research and Quality (US); 2008.

4. Buljac-Samardzic M, Dekker-van Doorn CM, van Wijngaarden JD, van Wijk KP.
Interventions to improve team effectiveness: a systematic review. Health Policy
2010;94(3):183-195.

5. Eppich W, Howard V, Vozenilek J, Curran |. Simulation-based team training in
healthcare. Simulation in Healthcare 2011;6(7):S14-S19.
6. Alsabri M, Boudi Z, Lauque D, et al. Impact of teamwork and communication training

interventions on safety culture and patient safety in emergency departments: a
systematic review. Journal of Patient Safety 2022;18(1):e351-e361.

7. Lapierre A, Bouferguene S, Gauvin-Lepage J, Lavoie P, Arbour C. Effectiveness of
interprofessional manikin-based simulation training on teamwork among real teams
during trauma resuscitation in adult emergency departments: a systematic review.
Simulation in Healthcare 2020;15(6):409-421.

8. Cullati S, Bochatay N, Maitre F, et al. When team conflicts threaten quality of care: a
study of health care professionals' experiences and perceptions. Mayo Clinic
Proceedings: Innovations, Quality & Outcomes 2019;3(1):43-51.

9. Bochatay N, Bajwa NM, Cullati S, et al. A multilevel analysis of professional conflicts in
health care teams: insight for future training. Acad Med 2017;92(11S):S84-S92.

10. Lyndon A, Zlatnik MG, Maxfield DG, Lewis A, McMillan C, Kennedy HP. Contributions of
clinical disconnections and unresolved conflict to failures in intrapartum safety. Journal
of Obstetric, Gynecologic & Neonatal Nursing 2014;43(1):2-12.

14



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

van Schaik — Debriefing Interprofessional Simulation-based Team Training

Kim S, Bochatay N, Relyea-Chew A, et al. Individual, interpersonal, and organisational
factors of healthcare conflict: a scoping review. Journal of Interprofessional Care
2017;31(3):282-290.

Jerng J-S, Huang S-F, Liang H-W, et al. Workplace interpersonal conflicts among the
healthcare workers: Retrospective exploration from the institutional incident reporting
system of a university-affiliated medical center. PLoS One 2017;12(2).

Paradis E, Leslie M, Gropper MA.. Interprofessional rhetoric and operational realities: an
ethnographic study of rounds in four intensive care units. Adv Health Sci Educ Theory
Pract 2016;21(4):735-48. DOI: 10.1007/s10459-015-9662-5.

Janss R, Rispens S, Segers M, Jehn KA. What is happening under the surface? Power,
conflict and the performance of medical teams. Med Educ 2012;46(9):838-49. DOI:
10.1111/j.1365-2923.2012.04322 ..

Weller J, Boyd M, Cumin D. Teams, tribes and patient safety: overcoming barriers to
effective teamwork in healthcare. Postgrad Med J 2014;90(1061):149-154.

Ju M, Bochatay N, Frank J, O’Brien B, van Schaik S. Multicenter Qualitative Study of
Interprofessional Simulation-Based Education. International Meeting for Simulation in
Healthcare. Los Angeles, 2018.

Bochatay N, Ju M, O’Brien B, Schaik Sv. A scoping review of interprofessional
simulation-based team training programs: are they used to their full potential?Manuscript
in preparation 2023.

Pettigrew TF, Tropp LR, Wagner U, Christ O. Recent advances in intergroup contact
theory. International Journal of Intercultural Relations 2011;35(3):271-280.

Dreifuerst KT. The essentials of debriefing in simulation learning: A concept analysis.
Nurs Educ Perspect 2009;30(2):109-114.

Fanning RM, Gaba DM. The role of debriefing in simulation-based learning. Simulation in
Healthcare 2007;2(2):115-125.

Levett-Jones T, Lapkin S. A systematic review of the effectiveness of simulation
debriefing in health professional education. Nurse Educ Today 2014;34(6):e58-e63.
Shinnick MA, Woo M, Horwich TB, Steadman R. Debriefing: The most important
component in simulation? Clinical Simulation in Nursing 2011;7(3):e105-e111.
Tannenbaum SI, Cerasoli CP. Do team and individual debriefs enhance performance? A
meta-analysis. Hum Factors 2013;55(1):231-245.

Lyons R, Lazzara EH, Benishek LE, et al. Enhancing the effectiveness of team
debriefings in medical simulation: More best practices. The Joint Commission Journal on
Quality and Patient Safety 2015;41(3):115-125.

Zigmont JJ, Kappus LJ, Sudikoff SN. The 3D model of debriefing: defusing, discovering,
and deepening. Seminars in Perinatology: Elsevier; 2011:52-58.

Rudolph JW, Simon R, Dufresne RL, Raemer DB. There's no such thing as
“nonjudgmental” debriefing: a theory and method for debriefing with good judgment.
Simulation in Healthcare 2006;1(1):49-55.

Boet S, Bould MD, Layat Burn C, Reeves S. Twelve tips for a successful
interprofessional team-based high-fidelity simulation education session. Med Teach
2014;36(10):853-857.

Lindqgvist SM, Reeves S. Facilitators' perceptions of delivering interprofessional
education: a qualitative study. Med Teach 2007;29(4):403-405.

Van Schaik SM, Plant J, Diane S, Tsang L, O'Sullivan P. Interprofessional team training
in pediatric resuscitation: a low-cost, in situ simulation program that enhances self-
efficacy among participants. Clin Pediatr (Phila) 2011;50(9):807-815.

McKenney S, Reeves TC. Educational design research: Portraying, conducting, and
enhancing productive scholarship. Med Educ 2021;55(1):82-92.

15



31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

van Schaik — Debriefing Interprofessional Simulation-based Team Training

Paradis E, Whitehead CR. Beyond the lamppost: A proposal for a fourth wave of
education for collaboration. Acad Med 2018;93(10):1457.

Bainbridge L, Regehr G. Should there be an “I” in team? A new perspective on
developing and maintaining collaborative networks in health professional care. In:
Orchard C, Bainbridge L, eds. Interprofessional client-centred collaborative practice:
What does it look like? How can it be achieved? New York, NY: Nova Science
Publishers; 2015:51-66.

Heinemann GD, Schmitt MH, Farrell MP, Brallier SA. Development of an attitudes toward
health care teams scale. Eval Health Prof 1999;22(1):123-142.

Sexton J, Helmreich R, Neilands T, et al. The Safety Attitudes Questionnaire:
Psychometric Properties, Benchmarking Data, and Emerging Research. BMC Health
Serv Res 2006;6:44. (https://med.uth.edu/chgs/surveys/safety-attitudes-and-safety-
climate-questionnaire/).

Malec JF, Torsher LC, Dunn WF, et al. The mayo high performance teamwork scale:
reliability and validity for evaluating key crew resource management skills. Simulation in
Healthcare 2007;2(1):4-10.

Mayring P. Qualitative content analysis: Theoretical background and procedures.
Approaches to qualitative research in mathematics education: Examples of methodology
and methods 2015:365-380.

Kohlbacher F. The use of qualitative content analysis in case study research. Forum
Qualitative Sozialforschung/Forum: Qualitative Social Research: Institut fur Klinische
Sychologie and Gemeindesychologie; 2006:1-30.

Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in
Psychology 2006;3(2):77-101.

Birt L, Scott S, Cavers D, Campbell C, Walter F. Member checking: a tool to enhance
trustworthiness or merely a nod to validation? Qual Health Res 2016;26(13):1802-1811.
Hollnagel E. Prologue: Why do our expectations of how work should be done never
correspond exactly to how work is done? In: Braithwaite J, Wears R, Hollnagel E, eds.
Resilient healthcare: Reconciling Work-as-Imagined and Work-as-Done. Boca Raton, FL:
CRC Press; 2017:xvii-xxv.

Mannion R, Braithwaite J. False dawns and new horizons in patient safety research and
practice. International Journal of Health Policy and Management 2017;6(12):685.
Bochatay N. Continuities in health care work: group processes and training at two
academic medical centers in Switzerland and California. Department of Sociology.
Geneva, Switzerland: University of Geneva; 2018.

Zwarenstein M, Rice K, Gotlib-Conn L, Kenaszchuk C, Reeves S. Disengaged: a
qualitative study of communication and collaboration between physicians and other
professions on general internal medicine wards. BMC Health Serv Res 2013;13(1):494.
Chen W, Reeves TC. Twelve tips for conducting educational design research in medical
education. Med Teach 2020;42(9):980-986.

16



Benioff Children’s Hospital San Francisco
Interprofessional Mock Code Facilitator Guide

Prebrief (5 minutes)

P Nurse Facilitator: Welcome and introductions (name and role)

» Physician Facilitator: Goal
“We are doing mock codes to practice scenarios of caring for acutely ill children as a team, so
we are well prepared for real-life scenarios. We will pay special attention to the dynamics
within our team that help or hamper teamwork.”

» Nurse Facilitator: Ground rules

“We should set some ground rules, and | invite everyone to provide suggestions. I'll start
with....”[these are examples to fill in, participants provide]
This is a safe space: what we do and say here stays here
We are here to learn: it is okay to make mistakes
Everyone participates: If you are not actively participating, you are an active
observer; we learn the most if we are all engaged
Be respectful: it is okay to disagree, and sometimes important to disagree, but
with respectful tone; use “I statement”
Assume good intentions: everyone here is doing their best
Suspension of disbelief: the more you act how you would in real life, the more
you will get out of the scenario
»  Physician Facilitator: Agenda for the day
“There will be two scenarios today, 5-10 minutes in length, with a 10-20 minute debrief after each
scenario”
P  Nurse Facilitator: Review mannequin

“We would like to orient you to the mannequin.”
P Heart and lung sounds
P Pulses (Sim Jr. left radial, brachial, carotid; SimBaby left radial, brachial, femoral)
P Fontanelle in SimBaby
P Do not put stickers on or put IVs in

P Physician Facilitator: Instructions for observers
“Observers will be filling out a tool, and we will ask you to provide feedback to the participants
on observed behaviors and interactions”
P Distribute QR code or printed sheet for MHPTS team work scale
P  Nurse Facilitator: Addressing power
» We also would like to recognize that hierarchy and power dynamics play a role in
these mock codes as well as in real life situations.
» We want to remind you that we are here to work together, and that each
individual brings a unique perspective.
» We should strive to collaborate and create an environment where everyone feels
comfortable to speak up.

vVVy VvV VVvVY

Appendix A van Schaik  Debriefing Interprofessional Simulation



Benioff Children’s Hospital San Francisco
Interprofessional Mock Code Facilitator Guide

Debrief (15-20 minutes)

Main focus for facilitators:

Nurse Facilitator: Assess mental model, discuss role of hierarchy (speaking up)
Physician Facilitator: Perspective taking

P Physician Facilitator ~ Thank and congratulate people for participating, acknowledging that it's
challenging and how every person experiences the session differently due to their position (i.e.,
MD/RN) and years of experience. Remind participants of ground rules (1 min):

P Nurse Facilitator- Assess mental model (helps to assess communication) Invites ALL to self-
reflect:

D Directed to Charge RN: What was going on with this patient?
P Directed to MD leader: What did you think was going on?
P Directed to All: Did others think similarly?

P Nurse facilitator: Comment if models match or differ. If you notice that there are
differences in the mental models... question why this might be, explore why the
charge nurse/MD might have different viewpoints?

P Nurse Facilitator (can ask for MD input) Clarifies any main teaching points from general and
specific learning objectives (e.g., medical management, workflow around codes, etc.)

» POTENTIAL QUESTIONS (to be asked by nurse/MD facilitator) ~ Bolded ones are highly
recommended:

P Did factors related to hierarchy or power dynamics play any role?

Does being a nurse or resident influence how you respond in the scenario?

What do you think you would have done in X’s role; can you imagine how this was for

that person?

How did you feel about the teamwork in this scenario? How did this impact the mental

models?

Did you notice any break in communication/collaboration? If so, why do you think they

occurred?

Have you been in a similar situation that you didn’t feel you could speak up, and why

was that (in real life)?

P Open-ended Qs: Why do you think you didn’t say anything?

vV v v Vv

P Nurse Facilitator: Closes the debrief - examples of ways to close

P Summarize how observed behaviors impacted scenario flow and outcome
P Ask participants to share one thing they will take away from this session back to the
bedside regarding teamwork

TAKE NOTES: COUNT TO 10: INVITE:

EVEN IF JUSTAQUICK  SOMETIMES SILENCE  INVITE THOSE WHO BE CURIOUS: “T"I:’IZEGPE::OT:;;‘S’F KEEPTT"';I’;C_K OF
SCRIBBLETOREMIND  ISAWKWARD AND  ARE NOT SPEAKING BEING CURIOUS : :
YOURSELF OF THINGS  WE JUMP TO FILL T0 SPEAK ABOUT PEOPLE'S ~ WHAT WOULD YOU — GENTLY INTERRUPT
THAT YOU MAY WANT THE VOID THOUGHTS, HAVE DONE IF YOU PEOPLE WHO TAKE
TO ADDRESS DURING MOTIVATIONS WERE IN THE SHOES ~ UP A LOT OF SPACE

THE DEBRIEF OF X...



APPENDIX B. Changes made to initial guidelines and rationale for changes

Design principle Guideline element(s) Observations Recommendations
1. Interprofessional e Assigned roles and scripts Works well in prebriefing, a. More prominent role for RN facilitator early
collaborative for RN and MD facilitators debriefing still mostly in debrief
approach to in prebriefing and debriefing  physician led b. Ask MD facilitators to review their own
facilitation videos and reflect on creating space for RN
facilitator
2. Expect active e Discuss as ground rule in Variable participation in a. Create more space for RN facilitator (see
participation by prebrief debrief, if RN facilitators above)
all e  Assign participants active have a clear presence, b. Explicitly invite RN participants to speak
roles and observers RN participants appear to
e Invite participants and speak more.
observers to speak in debrief
3. Focus on e Highlight goal in prebrief Most debriefs focus primarily a. Early in debrief, ask for mental model
teamwork and e Focused questions in debrief —on teamwork and regarding patient medical condition
collaboration collaboration. Some MD b. Develop asynchronous method for in-depth
facilitators comment there is medical content knowledge sharing
a need for discussion of
medical content.
4. Encourage e Discuss as ground rule in Doesn’t happen consistently.  a. If mental models are incongruent, explore
perspective taking prebrief why the team thinks others have a different
e Focused questions in debrief model
b. Include example questions in guidelines to
promote perspective taking
5. Make issues of e Set expectation in prebrief Variable whether this is a. Change wording in prebrief to explicitly
hierarchy and e Focused questions in debrief ~addressed; participants don’t acknowledge the tension between
power explicit always seem comfortable, experience versus position/role without
and facilitators vary in necessarily using words like hierarchy and
comfort and skill. Some feel power
the framing in the prebriefis b. Example questions with open-ended
too direct. framing
c. Elicit examples from real life
Appendix B van Schaik Debriefing Interprofessional Simulation
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