Svendsen et al. Advances in Simulation (2024) 9:39 Adva nces | n SI mu | atl on
https://doi.org/10.1186/s41077-024-00303-5

RESEARCH Open Access

: : : : : ®
Using simulation scenarios and a debriefing ==

structure to promote feedback skills
among interprofessional team members
in clinical practice

Bodil Thorsager Svendsen'?, Lene Funck Petersen?, Anders Skjelsager?, Anne Lippert? and
Doris @stergaard®*

Abstract

Background Team reflexivity and peer feedback in daily clinical work can improve patient safety. However, teams
do not always engage in reflection after patient care. A reason could be that team members may lack skills in engag-
ing in team reflection. This study explores the use of interprofessional team-based simulations to encourage

and equip teams for reflective conversations in the real-world clinical practice.

Methods This was a prospective, explorative study of team members' perceptions of the use of in situ simulation-
based scenarios with critically ill patient cases to train team-based reflections and peer feedback. The study took place
in two neurological wards. Prior to the intervention, a 1-day observation in each ward and semi-structured short inter-
views with physicians and nurses were conducted.

Results A total of 94 staff members, 57 nurses, 8 nurse assistants and 29 physicians participated in the in situ
simulation scenarios. All team members showed appreciation of the safe learning environment. The authors found
that the simulations and the debriefing structure provided an opportunity for training of team reflexivity and feed-
back. The team members evaluated the simulation-based training very positively, and their initial reaction indicated
that they found peer feedback useful for the individual and the team. This approach allowed them to reflect on their
own clinical practice.

Conclusion The simulation-based training scenarios and the debriefing structure promoted team members'team
reflexivity and peer feedback skills. The method is feasible and could be used in other specialties and situations.

The team members'reactions to feedback were positive, and based on their reflections, there is a potential to increase
both individual and team skills as well as improve patient treatment.
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Introduction

Feedback is one of the most important factors for adult
learning [1, 2]. It is used mainly as an important part
of clinical training for novices but could also provide
an opportunity for staff to support life-long learning.
In a recent report from the Lancet Commission, learn-
ing for life was mentioned in relation to the demands of
healthcare professionals’ continuous development [3].
Metacognition and the ability to reflect on ones’ work
is mentioned as important competencies. In addition,
interprofessional activities and training of teams were
mentioned as important [3] as competence in a com-
plex clinical setting is a collective phenomenon [4, 5].
Clinical teams perform better when they engage in team
reflection and peer feedback [6] However, team mem-
bers may lack the skills to engage in team reflection.
Previously, most educational activities were mono-pro-
fessional activities, such as congresses or courses. Now,
a paradigm shift is seen in favour of workplace-based
learning, but as it is difficult to be objective about one’s
own competencies, input from others is essential [7].
Team reflexivity and peer feedback could strengthen
dialogue and learning in the context of daily clinical
work. In residency training, the R2C2 (relationship,
reaction, content and coaching) model has been suc-
cessfully used [8]. However, knowledge on how to train
staff members to provide feedback and how to imple-
ment this feedback in busy clinical wards is limited.
A conceptual framework for team reflexivity in health
care has been described by Schmutz and Eppich [5].
The authors suggest that team reflexivity should occur
before patient care, during active care and after patient
care.

Simulation-based training of multiprofessional teams
conducted either in simulation centres or in situ is
becoming increasingly widespread. Debriefing after a
simulation is an opportunity for participants to discuss
and reflect on performance [9, 10]. Despite the bene-
fit of debriefing for individuals and teams, the method
itself is seldom brought back to the workplace [11, 12].
The question is why? One explanation could be the lack
of psychological safety in interactions between pro-
fessions. Learning is a process in which a team seeks
knowledge from team members, provides feedback and
reflects and discusses results, including errors or gaps
in performance [13]. For learning to take place, team
members must feel psychologically safe [13].

We sought to explore how interprofessional, in situ
simulations with self-debriefing might translate to
team-based reflections and peer feedback in real clini-
cal practice.
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Aim

The aim of this study was to explore how the use of
team-based in situ simulation scenarios with self-
debriefing (using a debriefing structure) could promote
team reflexivity and peer feedback skills in clinical
teams. We aimed to evaluate the team members’ per-
ception of the feasibility and impact of the training.

Methods

Context and participants

The study took place in two in-patient wards, which
are part of the neurological department, in a large uni-
versity hospital in the Capital Region of Denmark. The
physicians work in both wards, whereas each nursing
staff member is dedicated to one ward only. The depart-
ment admits patients with multiple diagnoses, includ-
ing many acute admissions, e.g. of patients diagnosed
with stroke.

The staff expressed a need for improvement in inter-
professional collaboration in the handling of critically
ill patients. The head of the department contacted our
simulation centre, Copenhagen Academy for Medical
Education and Simulation (CAMES), to ask for help
and to initiate a project. Local representatives of physi-
cians and nurses from both wards were appointed, and
a plan for how to identify problems and agree on shared
training needs was established.

Preintervention activities and data sampling

We followed Kern’s six-step approach for curriculum
development that includes problem identification, tar-
geted needs assessment, goals and objectives, educa-
tional strategies, implementation and evaluation [14].
Prior to the intervention, one of the authors (LFP) con-
ducted a 1-day observation in each ward and semi-struc-
tured short interviews with physicians and nurses (8 in
total) to understand “how work is done”. LFP is an inten-
sive care nurse with experience with critically ill patients
and teamwork. LFP has previously participated in several
projects involving observations. The main findings were
related to collaboration between professionals in critical
situations. The nurses lacked the possibility to talk about
the situation afterwards—to talk about what they did well
and if they could have done things differently. They were
curious about the physicians’ views of the situation and
what their expectations were. The nurses mentioned that
it takes time for a newly graduated nurse to obtain expe-
rience with critically ill patients, as their clinical training
is limited. Good collaboration between nurses and nurse
assistants was mentioned. Based on the information
gained from the observations and interviews, a workshop
was planned.
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Two of the authors (LFP and BTS) conducted a work-
shop involving 5 physicians and nurses from the wards.
BT is an anaesthesiologist with experience in handling
critically ill patients. The purpose of the workshop
was to understand the approach taken to critically ill
patients and the tasks the team performed during and
after the encounter. A simplified table-top simulation,
with a drawing of a patient, was used to illustrate the
patient’s situation. The participants were asked approx-
imately (1) their tasks related to a deteriorating patient,
such as vital signs (yellow label), (2) who is called and
how (orange label), (3) how is it recorded in the elec-
tronic patient record (green label), (4) how and who is
responsible for the follow-up after the situation (red
label) and (5) what we as facilitators may have forgot-
ten in this process (blue label). See Fig. 1. The data
from the labels were transcribed, and the results were
discussed with the local representatives and the heads
of department. In particular, the red-labelled data were
rich, and it was clear that there was room for improve-
ment in the follow-up after critical situations. Some of
the nurses expressed that they were afraid to call jun-
ior physicians, while others thought that the physician
knew all the patients and would solve all the problems.
One nurse mentioned that junior physicians should be
better at explaining their priorities. It was also noted
that the development of the situation depends on who
is part of it, which, the participants thought, should

Fig. 1 The table-top simulation model used in the workshop
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not be the case. The workshop participants expressed
concern that the team would split up immediately after
taking care of a critically ill patient, without a reflection
on what could be improved. All agreed that feedback
after a critical situation is needed and that it should be
interprofessional. This approach could increase compe-
tence and improve patient safety.

Based on the findings of the workshop, the intervention
was planned. It was decided to train staff members team
reflexivity and interprofessional, peer feedback skills
immediately after encountering acutely ill patients by
using in situ simulation scenarios followed by a debrief-
ing. The development was based on conceptual frame-
works: Kolb’s learning cycle, reflexivity theory and peer
feedback.

The development of the intervention

Posters and flyers addressed to all staff members were
developed to prepare them for the intervention. The
authors attended meetings in the wards to provide infor-
mation about the training intervention.

We recorded a video illustrating how an in situ simula-
tion could be conducted to prepare them for the scenario
and develop a safe learning environment. Finally, a video
illustrating how to handle a critically ill patient was devel-
oped and made available to all staff members to prepare
them for the initial treatment of a critically ill patient. The
video illustrates the correct use of an ABCDE approach
for a critically ill patient and the Danish modified version
of the SBAR structured communication tool, an ISBAR
where an I for identification is included.

Scenarios illustrating a critically ill patient were devel-
oped based on real patient events from the ward. The sce-
narios were designed to encompass a familiar situation in
the 2 wards. In one of the wards, a patient with known
haemorrhagic stroke developed an aspiration pneumonia
and deteriorated; in the second ward, the patient suffered
from an increased frequency of epileptic seizures and
eventually status epilepticus. A learning manual describ-
ing the learning objectives, the relevant patient informa-
tion, the development of the case and additional blood
test results and the description of the roles and informa-
tion to be given to the team members were made avail-
able to trained facilitators from CAMES. The learning
objectives were read aloud to the team before the simu-
lation began. The main objectives of the scenarios were
to support team members, train team skills and use the
ABCDE and ISBAR structures.

The intervention

We planned to train four teams on each of the eight
training days, which took place over a 5-month period.
The agenda for the training days is shown in Table 1.
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Table 1 Agenda for training sessions

Welcome and introduction 15 min
Introduction to the debriefing structure and feedback 15 min
Simulation scenario 15 min
"Wrap up”— questions in relation to the scenario 5min

Feedback training 30 min
Team members take home messages 10 min

Each team had 90 min of training time. The teams were
planned to include 1-2 physicians and 3—-4 nurses or
nurse assistants. The team was introduced to peer feed-
back and how to praise what went well and how to ask
questions such as “I saw you did... I wonder why did ...”.
The simulations took place in the neurological ward itself
to increase the realism of actions in the simulations and
to diminish the time away from clinical work. We placed
a simulator and monitor in a bed, which we brought
to the ward. The clinical team used the equipment and
medications available in the ward. Two facilitators from
CAMES conducted the scenario and briefly summarised
the scenario to handle any immediate questions. In con-
trast to usual simulation-based training, there was not a
facilitator lead debriefing of the scenario.

After the scenario, the participants themselves followed
a debriefing structure consisting of a description, an anal-
ysis and an application phase to provide feedback to each
other [15, 16]. First, the team leader (the physician) led a
short description phase, where the team members briefly
described the clinical situation to obtain a common pic-
ture of the situation. Second, in the analysis phase, the
team members mentioned what a given team member
did well and why. The team members would then ask
questions about things that another team member did,
where they wondered why or were curious about their
decision, to obtain a better understanding of the frames
behind the actions. Third, in the application phase, every
individual team member verbalised his or her own learn-
ing points that could be taken back into clinical practice.
This step provides a window of opportunity for partici-
pants to commit to applying the learning from the simu-
lation to their everyday work.

Data collection
We collected three types of data from the team members:
(1) their individual learning objectives after their partici-
pation in the scenario and the debriefing, (2) their per-
ception of in situ simulation and a debriefing structure
to train team reflexivity and peer feedback and (3) their
satisfaction with the session.

The team members wrote their individual learning
points on paper, which were collected and assembled
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in a spreadsheet and categorised by the research team
using thematic content analysis [17, 18]. After familiar-
ising the authors with the data, initial codes were gen-
erated by LFP and BTS. The codes were discussed, and
themes were identified by all the authors. We realised
that the themes were related primarily to social and
cognitive skills, and we then chose to use the Danish
Anaesthesia Non-Technical skills framework (ANTS.
dk) [19] to deductively categorise the data.

Each participant was asked to write down their
opinion and experience with in situ simulation and a
debriefing structure as a method to improve interpro-
fessional teamwork and peer feedback. The data were
recorded in a spreadsheet and organised into themes as
described above.

A questionnaire focusing on four statements with
open space for comments was used for evaluating par-
ticipants’ immediate satisfaction with the session. The
statements were as follows: (1) I found the situation
meaningful, (2) I perceived the debriefing situation as
safe, (3) the debriefing structure gave me the opportu-
nity to say, what I found most important, and (4) the
debriefing situation made me reflect on my clinical
practice. A Likert scale ranging from 0 to 5 (where 5 is
strongly agree) was used. The questionnaire was given
to all team members after the sessions. In addition, we
asked the team members to complete the questionnaire
again after clinical situations in the following weeks.

Results

A total of 94 staff members, 57 nurses, 8 nurse assis-
tants and 29 physicians participated in the in situ simu-
lation scenarios. The number of participants in each of
the scenarios varied from 3 to 6.

The total number of learning points verbalised after
the feedback session was 192. The learning points illus-
trated the insights of individual team members and
their intended actions for their clinical work. In Table 2,
examples of the expressed learning points are shown as
well as the overarching categories and elements. The
percentages of verbalised learning objectives in the 4
ANTS.dk categories were teamwork (52%), leadership
(18%), situation awareness (17%) and decision-making
(13%). They mentioned the importance of sharing infor-
mation to obtain a shared mental model of the situa-
tion and of speaking loudly and clearly. The use of “sum
ups” of the situation was found to be helpful. They also
talked about how team members could best support
each other and facilitate others’ performance of the
tasks. The team members appreciated structured tools
such as the use of an ABCDE approach to the patient
and the use of ISBAR to structure communication.
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Table 2 Team member reflections and learning points for future clinical work

Non-technical skills category

Non-technical skills elements

Citations

Situation awareness

Decision making

Leadership

Teamwork

Gathering information
Anticipate and think ahead
Demonstrate self-awareness

Identify options
Choosing and
implementing decisions
Reassess decisions

Plan and prepare

Prioritise

Identify and use resources

Use authority

Provide and maintain standards
Exchange information

Assess competencies
Coordinate activities
Support others

"Ask if something has happened while | was out of the room”
“Work on being ahead of things - think for myself what is needed”

“Take a few extra seconds when | am called to an acutely ill patient”
"Take a step back as a team leader not to lose the overview”

“Think of why I do things and reflect on what is best to do now or later”
“Communicate what we think, see and do”

“Do a sum up to maintain the overview”
“Time out for everyone to be able to follow what is going on”

"Use a systematic approach”
“Do things in the right order”

"Be better at providing the vital parameters in the right order”
“Sort the information and structure the orders in a prioritised row of order”

“Delegate tasks, could one take care of the relatives?”
“Be aware of not sending all out of the room to fetch things”
"Offer my help

“Would make an overview of the situation and say things aloud”
“Be aware of my role as a consultant. How much should | do?"“l have heard what
you said, but prioritise something else now

I' will secure documentation during the case

"Express what makes me wonder, so the other team members can come up with
suggestions”

"Speak loud and clear, and use closed loops”

“"Ask more questions and involve the team members — what do they think

about their experiences”

“Use the ABCDE structure for all to hear”

“Use ISBAR, it works but often | forget it”

"Ask what the team expects from me”

"Get the person with the right competencies to do the task”
“Remember to use the persons coming into the room instead of doing it my-self”

"Keep calm and get things done”

“Let the less experienced nurses do it and support them instead of taking
over as | usually do”

“Give my colleagues room and see what they need”

Feasibility of the training intervention

The initial reactions of the team members to provid-

The team members evaluated the simulation and
debriefing structure to promote peer feedback posi-
tively, and all the responses ranged from 4.6 to 5.0 on
the Likert scale. The response rate was 100%. Table 3
shows the results of both the answers provided imme-
diately after training and following a clinical situation.

Table 3 Evaluation of the feedback situation

ing interprofessional feedback after the simulations are
shown in Table 4. Five themes were identified. The cita-
tions indicate that team members found peer feedback
useful. This approach allowed them to reflect on their
own clinical practice: “We all grow from receiving feed-
back’, and “we have a common understanding of the
situation, and it is OK to ask curious questions”. They

N  Question 1 Question 2 Question 3 Question 4
| found the | perceived the The debriefing situation gave me The debriefing situation made
situation debriefing situation the opportunity to say, what | found me reflect on my clinical
meaningful safe most important practice
After the in situ simula- 94 48 49 4.8 4.8
tion
After a clinical situation 44 46 4.8 4.8 4.7

N, number of participants
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Table 4 The team members'initial reactions to providing feedback interprofessionally

Themes

Quotes about feedback

Personal development

“It can change my practice”

“A month ago, | was truly in doubt if | had done the correct thing”

“The feedback was personal so | could use it—not general”

“I have learned something that makes it possible to change my practice”

“Good to get words on what you are good at and what could be improved to be
better in the future”

“Difficult to change ones’habit if we don't talk about it”

Interprofessional collaboration

“Itis OK to ask another profession for advice or help”

"Younger doctors are oftenlonely riders, we don't know if what we do is meaningful”
“Get a common understanding of the situation”
“After a situation reflect together on what we could have done differently

Interprofessional communication

‘It is possible to communicate more between the professions
Itis OK to say:'l wonder, or  am curious

m

“It will be easier now | know how to do it

Attitudes

“Learning from each other’s good practice”

“It is now OK to ask another profession about what happened

expressed that it was meaningful to promote feedback
skills to facilitate dialogue and learning in clinical prac-
tice. In addition, they realised that feedback had positive
implications for patients as well. Overall, the team mem-
bers also saw the potential for applying their feedback
skills in other situations. “It can be done short but has the
value of gold in difficult situations” Table 5 shows some
of the citations illustrating both opportunities and bar-
riers for implementation. The team-members expressed
a broad range of opportunities created by peer feedback.
One important barrier mentioned was time.

Discussion

The team-based in situ simulation scenarios provided
insight into team members’ social and cognitive skills.
The self-debriefing using a debriefing structure and the
use of open-ended questions promoted team-based
reflections and facilitated peer feedback skills. The indi-
vidual learning objectives written by the team members
represent their reflections and how they intended to

Table 5 Overall opportunities and barriers to providing feedback

improve their skills. All the participants recognised the
positive potential of peer feedback after critical patient
situations in real clinical practice. Overall, the training
method was found to be feasible.

The data collected before the intervention made it
obvious that one of the main challenges was related to
being a newly educated nurse or physician and being able
to collaborate in challenging situations without knowing
other team members’ competencies. In addition, more
senior physicians were not aware of these difficulties. The
challenge of coming from the academic environment to
working as a nurse or physician in a busy clinical envi-
ronment is in accordance with the literature [20-22].
The workshop participants mentioned the need for a
short defusing and reflection on what could be improved
after taking care of a critically ill patient. They expressed
the need for interprofessional feedback after a critical
situation.

The intervention consisted of several initiatives, which
were intended to prepare the team members as well as

Opportunities

Barriers

Learning
“Itis not dangerous”
“Feedback is constructive”
“Can be used in other situations”
“Will be easier the more we use it”

“Important to understand that it is about learning, not critique”

“Can be difficult if | have been running in and out
of the room and not seen what has been going
on"

“Difficult to find time in clinical practice”
“Implementation will be difficult in our ward

“Can be done short, but have the value of gold in difficult situations”
“Possible to talk about the things that do not work so well

Culture/professions  “We should grow together”

“It can be difficult to do with some of the doctors”

"I did not think that the physicians needed it (nurse)”
“Nurses might need it more as we do not have the same medical exper-

tise (nurse)”

“Much better than having a lot of questions and disputes”
“Better understanding for each other’s tasks and workflow
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possible for the simulation sessions and debriefings. Our
intention was to create a situation that was as close to
the clinical situation as possible to facilitate the use of
peer feedback in the clinical setting. Hence, we chose
to conduct in situ simulations and to make use of the
department’s own equipment/drugs and emergency noti-
fications to increase the applicability of feedback to real-
world situations.

In situ simulations to train medical expertise as well
as social and cognitive skills are increasingly used in the
training of emergency teams, such as resuscitation and
trauma, as well as for training ward teams in identifying
and caring for deteriorating patients [23-26]. Usually, a
debriefing is conducted after the simulation by a trained
facilitator. In this study, however, we used in situ simu-
lation and a debriefing structure to train team members
to provide peer feedback to each other independent of
their profession and across hierarchies to stimulate team
reflexivity. In the description phase, each participant
provides an important piece to the puzzle as not all staff
members are present at the same time When the team
has a common understanding of the situation, it is pos-
sible to clarify potential misunderstandings and missing
information. In the analysis phase, the use of open-ended
question and being curious about the frames behind the
actions facilitate team reflexivity. The use of this type
of questions is in line with the work of Schein [27]. The
team member will then know exactly what to repeat to
achieve good clinical practice; furthermore, the feedback
provider reflects on what is good practice in this situa-
tion and what actions to apply by them themselves. Our
findings agree with the conceptual framework for team
reflexivity described by Schmutz and Eppich [5]. In our
study, we focused on post action team reflexivity, which
facilitated the development of a shared mental model.
The verbalisation of learning objectives about teamwork,
leadership, situation awareness and decision-making
illustrate the team members’ ability to reflect on action in
the simulations. The collective learning creates an oppor-
tunity to improve future work and enhance patient care.

Based on the evaluations of the training and the use of
peer feedback in the clinical setting as well as team mem-
bers’ initial reactions and positive reflections on peer
feedback as a method, we found the learning method
feasible. It made the team members reflect on both the
medical treatment and how the social and cognitive skills
could support them in the work. Our findings are in line
with the recommendations of including focused discus-
sions after both routine and nonroutine events. Clinical
debriefing provides unique possibilities for improving
teamwork and supporting the reflection of all team mem-
bers [28—-30]. It can be conducted immediately in small
groups after a clinical situation. Other ways to facilitate
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clinical debriefings and improve reflections on action
have been published; one example is the TALK frame-
work, which consists of 4 elements: target, analysis,
learning and key actions [31]' This concept was initially
used immediately after surgical operations, first sup-
ported by a local facilitator and then led by the team itself
[32]. However, in this project, the purpose was to encour-
age peer feedback after critical situations, which cannot
be planned for.

In the training, we managed to establish a safe learning
environment as judged by the team members’ reflections
and reactions. The question is if it is just as easily estab-
lished among all staff members, of which some might
not have participated in the training. One of the barriers
mentioned for implementation was that it can be difficult
to provide feedback to some team members. Psychologi-
cal safety is strongly related to peer support. According
to studies by Edmondson, you may feel more confident
speaking up if you have a good understanding of what is
expected of you on the job and encouraged by your col-
leagues [13]. Psychological safety occurs when people
speak up, offer ideas and ask questions without fear of
being punished or embarrassed. The team should ideally
feel safe in testing their thoughts—frames—to identify
individuals’ understanding of which actions can be used
to elicit a given result. The metaphor of a “safe container”
for learning was introduced for learning in briefings
before simulations but is just as important for debriefing
and feedback [33, 34]. The learning process is an experi-
ence-based and social process taking place in the work-
place, and feedback is an essential part of this process
[35]. However, feedback is a complex process, and there
is no simple recipe for receiving and delivering feedback.
The interplay between fear of negative feedback and one’s
confidence plays a major role in willingness to give and
accept feedback [36]; arguably, aspects that are not easily
talked about, e.g., trust and feelings, must be considered
[37].

The training we proposed might make it easier to use
emergent learning opportunities and create momentum
for learning in the clinical environment instead of tak-
ing learners out of the clinic. This finding is in agreement
with a previously proposed framework for emerging
learning opportunities in clinical situations and how the
use of feedback can promote workplace-based learning
[37].

The team members’ initial reactions to providing inter-
professional feedback were positive, and examples of
such reactions illustrate possible positive learning out-
comes at both the individual and team levels. In addi-
tion, the team members saw the potential benefit for the
patient. They see more opportunities than barriers for
conducting interprofessional feedback e.g. “it is about
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learning, not critique” and “we should grow together”.
They have realistic thoughts about having the time to do
so. It can be difficult to find the time if some of the team
members must attend to other patients. The heads of the
department supported the project and made it possible
for staff to attend the training. Maintaining interest and
supporting the project are important if the implementa-
tion is to be successful.

Discussion of the methods and reflexivity

To avoid bias, none of the facilitators delivering the simu-
lations were part of the project group; hence, the authors
did not have any influence on the evaluations. The facili-
tators are part of a faculty development program in
CAMES, and they were all briefed about the project and
supported by a course manual.

We found thorough preintervention data collection to
be useful for developing an intervention to match the
learning needs of participants and conduct simulations
to illustrate common frequent patient cases in the ward.
Previous team training in the initial treatment of deterio-
rating patients was conducted in the wards; however, we
did not ask about this experience on the evaluation form.

We based our debriefing practice on the methods
described in the literature, as we found many parallels
between debriefing after simulation and feedback in the
clinical setting. The three phases described by Steinwachs
and the debriefing constructs by Rudoph et al., includ-
ing the gaps and peaks model, informed our efforts to
enhance feedback in the clinical setting [10, 15, 38, 39].

We chose to let the interprofessional feedback take
place without interference from the instructor based on
inspiration from the literature. For example, in previous
published work, interprofessional team debriefings with-
out an instructor were used after a simulated crisis sce-
nario on targeted crisis resource management content;
the authors found that this approach created opportuni-
ties for participant learning reflection and suggested that
it can be used in clinical practice [40]. Our study indicate
that it is possible to train team reflexivity and providing
peer feedback after in situ simulations, and if these skills
can be applied after clinical situations present, it would
potentially enhance patient care.

Integrating feedback and debriefing traditions has been
suggested, as both strategies stimulate improvement in
performance through learning conversations [41]. We
believe our effort to use simulation for training peer feed-
back skills is one step in that direction.

The context-mechanism-outcome hypothesis can be
used to evaluate a program. Our hypothesis was that
interprofessional, in situ team-based simulations could
encourage teams to engage in reflective conversations
in the real-world clinical practice. The outcome of the
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study is that team-members, at a metacognitive level,
saw the opportunities of peer feedback. The individual
learning objectives represent their reflections on how
they intended to improve their skills. Hence, our study
indicates that in this specific context and for these team-
members, the mechanism was appropriate.

Conclusion

The interprofessional in situ simulations with self-
debriefing using a debriefing structure promoted team
reflexivity and team members’ interprofessional feedback
skills. The team members’ reactions to peer feedback
were positive, and based on their reflections, peer feed-
back has the potential to improve both individual and
team skills as well as patient treatment. Our method for
using feedback to train team members in providing feed-
back is feasible and could be used in other situations and
specialties.

Acknowledgements
We thank the staff from the ward for their engagement in the course and for
allowing us to collect the data for this article and to consent to its publication.

Authors’ contributions

LFP, BTS, DO and AL conceived the concept. LFP wrote the original draft of the
protocol, which was then reviewed by AS, AL and DO. DO wrote the first draft
of the manuscript. All the authors participated in editing the manuscript. All
the authors read and approved the final manuscript.

Authors’ information
LFP is a certified intensive care nurse. BTS, AS and AL are MDs. DO represents
DMSc and MD.

Funding
Open access funding provided by Copenhagen University The project was
supported by a grant from the Educational Council in the Capital Region of
Denmark.

Availability of data and materials
The data are stored under secure conditions and are available from the cor-
responding author upon reasonable request.

Declarations

Ethics approval and consent to participate

Danish Law exempts this type of project from ethical approval, as no patients
are involved. The project was approved by the Department of Neurology. All
individual participants included in the study provided informed consent. The
data were anonymized.

Consent for publication
All the authors consent to the publication of the manuscript.

Competing interests

All the authors were employees of the Copenhagen Academy of Medical
Education and Simulation. The authors have no conflicts of interest. We are
responsible for the content and writing of the article.

Author details

1Departmen‘[ of Anaesthesia and Intensive Care, Herlev Gentofte University
Hospital, Hellerup, Denmark. 2Copenhagen Academy for Medical Educa-
tion and Simulation CAMES, Herlev Hospital, Capital Region of Denmark,
Borgmester Ib Juuls Vej 1, Opgang 1, etage 25, 2730 Herlev, Denmark.



Svendsen et al. Advances in Simulation (2024) 9:39

3Department of Clinical Medicine, University of Copenhagen, Copenhagen,
Denmark.

Received: 14 February 2024 Accepted: 13 July 2024
Published online: 18 September 2024

References

1. Kraut A Yarris LM, Sargeant J. Feedback: cultivating a positive culture. J
Grad Med Educ. 2015;7(2):262-4.

2. LaDonna KA, Watling C. In search of meaningful feedback conversations.
Med Educ. 2018;52(3):250-1.

3. FrenkJ, Chen LC, Chandran L, Groff EOH, King R, Meleis A, et al. Chal-
lenges and opportunities for educating health professionals after the
COVID-19 pandemic. Lancet. 2022;400(10362):1539-56. https://doi.org/
10.1016/50140-6736(22)02092-X.

4. Schmutz J, Manser T. Do team processes really have an effect on
clinical performance? A systematic literature review. Br J Anaesth.
2013;110(4):529-44.

5. Schmutz JB, Eppich WJ. Promoting learning and patient care through
shared reflection: a conceptual framework for team reflexivity in health
care. Acad Med. 2017;92(11):1555-63.

6. Lingard L. Rethinking competence in the context of teamwork. In:

The question of competence: Reconsidering Medical Education in the
Twenty-First Century. 2012. p. 42-69.

7. Kruger J, Dunning D. Unskilled and unaware of it: how difficulties in
recognizing one’s own incompetence lead to inflated self-assessments. J
Pers Soc Psychol. 1999;77(6):1121-34.

8. Sargeant J, Lockyer JM, Mann K, Armson H, Warren A, Zetkulic M, et al.
The R2C2 model in residency education: how does it foster coaching and
promote feedback use? Acad Med. 2018;93(7):1055-63.

9. Baker AC, Jensen PJ, Kolb DA. In conversation: transforming experience
into learning. Simul Gaming. 1997;28(1):6-12.

10. Rudolph JW, Simon R, Rivard P, Dufresne RL, Raemer DB. Debriefing with
good judgment: combining rigorous feedback with genuine inquiry.
Anesthesiol Clin. 2007;25(2):361-76.

11. Eppich W, Reedy G. Advancing healthcare simulation research: innova-
tions in theory, methodology, and method. Adv Simul. 2022;7(1):1-4.
https://doi.org/10.1186/541077-022-00219-y.

12. Eppich WJ, Schmutz JB. From ‘them’to ‘us”: bridging group boundaries
through team inclusiveness. Med Educ. 2019;53(8):756-8.

13. Edmondson A. Psychological safety and learning behavior in work teams.
Adm Sci Q. 1999;44(2):350-83.

14. Thomas PA, Kern DE, Hughes M et al. Curriculum development for medi-
cal education: a six-step approach. 2023rd ed. John Hopkins University
Press. Original language English (US) Publisher Johns Hopkins University.
Press Number of pages 300 ISBN (Electronic) 9781421418537 ISBN (Print)
9781421418513 State Published - Jan 1 2015.

15. Steinwachs B. How to facilitate a debriefing. Simul Gaming.
1992,23(2):186-95.

16. Secheresse T. The “Timeline Debriefing Tool": a tool for structuring the
debriefing description phase. Adv Simul. 2019;4:1-5.

17. BraunV, Clark V. BraunAndClarke_2006_ThematicAnalysis.pdf. Qual Res
Psychol. 2006;3(2):77-101.

18. Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE Guide No.
131. Med Teach. 2020;42(8):846-54. https://doi.org/10.1080/0142159X.
2020.1755030.

19. Jepsen RMHG, @stergaard D, Dieckmann P. Development of instruments
for assessment of individuals’and teams’ non-technical skills in health-
care: a critical review. Cogn Technol Work. 2015;17(1):63-77.

20. Folden H, Larsen AB, Moller TP, @stergaard D. An explorative study
of nurses’ perception of turnover and retention. Dan Med J.
2023;70(10):1-8.

21. Hawkins N, Younan HC, Fyfe M, Parekh R, McKeown A. Exploring
why medical students still feel underprepared for clinical practice: a
qualitative analysis of an authentic on-call simulation. BMC Med Educ.
2021;21(1):1=11.

22. Klitgaard TL, Stentoft D, Johansson N, Grgnkjeer M, Nghr SB. Collaborators
as a key to survival: an ethnographic study on newly graduated doctors

23.

24.

25.

26.

27.

28.

29.

30.

31

33

34.

35.

36.

37.

38.

39.

40.

41.

Page 9 of 9

collaboration with colleagues. BMC Med Educ. 2022;1-9. Available from:
https://doi.org/10.1186/512909-022-03655-6.

Greif R, Lockey A, Breckwoldt J, Carmona F, Conaghan P, Kuzovlev A, et al.
European Resuscitation Council Guidelines 2021: education for resuscita-
tion. Resuscitation. 2021;161:388-407. https://doi.org/10.1016/j.resuscitat
ion.2021.02.016.

Couto TB, Barreto JKS, Marcon FC, Mafra ACCN, Accorsi TAD. Detecting
latent safety threats in an interprofessional training that combines in situ
simulation with task training in an emergency department. Adv Simul.
2018;3(1):1-7.

Fuhrmann L, @stergaard D, Lippert A, Perner A. A multi-professional
full-scale simulation course in the recognition and management of
deteriorating hospital patients. Resuscitation. 2009;80(6):669-73.
Fuhrmann L, Pedersen TH, Atke A, Maller AM, Ostergaard D. Multidisci-
plinary team training reduces the decision-to-delivery interval for emer-
gency Caesarean section. Acta Anaesthesiol Scand. 2015;59(10):1287-95.
Schein Edgar H. Humble inquiry: the gentle art of asking instead of tell-
ing. Publisers B-K, editor. 2013.

Arriaga AF, Szyld D, Pian-Smith MCM. Real-time debriefing after critical
events: exploring the gap between principle and reality. Anesthesiol Clin.
2020;38(4):801-20.

Cheng A, Eppich W, Kolbe M, Meguerdichian M, Bajaj K, Grant V. A con-
ceptual framework for the development of debriefing skills: a journey of
discovery, growth, and maturity. Simul Healthc. 2020;15(1):55-60.
Coggins A, Santos ADL, Zaklama R, Murphy M. Interdisciplinary clinical
debriefing in the emergency department: an observational study of
learning topics and outcomes. BMC Emerg Med. 2020;20(1):1-10.
Diaz-Navarro C, Leon-Castelao E, Hadfield A, Pierce S, Szyld D. Clinical
debriefing: TALKO to learn and improve together in healthcare environ-
ments. Trends Anaesth Crit Care. 2021;40:4-8.

. Mundt AS, Gjeraa K, Spanager L, Petersen SS, Dieckmann P, @stergaard

D. Okay, let’s talk - short debriefings in the operating room. Heliyon.
2020;6(7):204386.

Rudolph JW, Raemer DB, Simon R. Establishing a safe container for learn-
ing in simulation the role of the presimulation briefing. Simul Healthc.
2014,9(6):339-49.

Kolbe M, Eppich W, Rudolph J, Meguerdichian M, Catena H, Cripps A,

et al. Managing psychological safety in debriefings: a dynamic balancing
act. BMJ Simul Technol Enhanc Learn. 2020;6(3):164-71.

Taylor DCM, Hamdy H. Adult learning theories: implications for learning
and teaching in medical education: AMEE Guide No. 83. Med Teach.
2013;35(11):1561-72.

Voyer S, Hatala R. Debriefing and feedback. Simul Healthc J Soc Simul
Healthc. 2015;10(2):67-8.

Van Der Leeuw RM, Teunissen PW, Van Der Vleuten CPM. Broadening the
scope of feedback to promote its relevance to workplace learning. Acad
Med. 2018;93(4):556-9.

Rudolph JW, Simon R, Raemer DB, Eppich WJ. Debriefing as formative
assessment: closing performance gaps in medical education. Acad
Emerg Med. 2008;15(11):1010-6.

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. Simul Healthc. 2006;1(1):49-55.

Boet S, Pigford A, Fitzsimmons A, Reeves S, Triby E, Bould M. Interprofes-
sional team debriefings with or without an instructor after a simulated
crisis scenario: an exploratory case study. J Interprof Care. 2016;30(6):717-
25. Available from: http://www.embase.com/search/results?subaction=
viewrecord&from=export&id=L621890176.

Tavares W, Eppich W, Cheng A, Miller S, Teunissen PW, Watling CJ, et al.
Learning conversations: an analysis of the theoretical roots and their
manifestations of feedback and debriefing in medical education. Acad
Med. 2020;95(7):1020-5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://doi.org/10.1016/S0140-6736(22)02092-X
https://doi.org/10.1016/S0140-6736(22)02092-X
https://doi.org/10.1186/s41077-022-00219-y
https://doi.org/10.1080/0142159X.2020.1755030
https://doi.org/10.1080/0142159X.2020.1755030
https://doi.org/10.1186/s12909-022-03655-6
https://doi.org/10.1016/j.resuscitation.2021.02.016
https://doi.org/10.1016/j.resuscitation.2021.02.016
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L621890176
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L621890176

	Using simulation scenarios and a debriefing structure to promote feedback skills among interprofessional team members in clinical practice
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Aim
	Methods
	Context and participants
	Preintervention activities and data sampling
	The development of the intervention
	The intervention
	Data collection

	Results
	Feasibility of the training intervention

	Discussion
	Discussion of the methods and reflexivity
	Conclusion
	Acknowledgements
	References


