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BACKGROUND: WHY WE STARTED 

Critical clin • cal events place significant 
emot·onal and cognitive demands on 
he 'lthcare teams. Wi ho t structured 
reflect" on, valuable I. ssons. latent safety 
threats, and opportunities for improvement 
may be lost. 

At Iowa Specialty Hospitals & Clinics, 

we implemented standard.zed ot 

and Cold Debriefs to support caregivers, 

promote organizational le,arning, and 

strengthen a culture of safety. 
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WHY DEBRIEFING MATTERS: EVIDENCE THAT DRIVES SAFER CARE 

•••·-· 
COMMUNICATJO EAM PERFORMA CE CONT NUOUS EAR1NI 
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Communication failures 
are a le ding contributing 

factor in approximately 
70% of serious 

adverse events.' 

S ructu,red briefings and 
debriefings improve t mwork 

and , re ssociated with 
better surgical outcomes. 

including reduced mort.arty

and morbidity. 2..

Debriefi,ng transforms andlvidual 
events into system-wide 
improvements through 

structured reflection 
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OUR JOURNEY: FROM CONCEPT TO PRACTICE THE ISH DEBRIEF PROCESS 

PHASE 

RESEARCH & 
EVIDENCE REVIEW

Reviewed best practioes 
rKI n Ion.al models. 

PH SE2 

PROGRAM 
DEVELOP ENT 

Created standardized 
Ho & Cold Debrief tools 

nd defined ro 

PHASE3 
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STAKEHO DER 
E GAGEMENT 

Engaged multidisciplinary 
teams across the 

org�i�don. 
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PHASE4 

PILOT & 
REFlNE ENT 

Piloted In key reas, 
911 red feedback. 
"nd refln d proc:

EARLY IMPLEMENTATION (TO DATE) 
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ROLL OUT 

Trained staff and 
implemented across 

ll�rtmen 

95% 

Multldf ciplin 
Participation 

PHASE6 

PROGRAM ITORIHG & 
OONTIMJOUS I OVEME 

Menl!DI' deb(wJt camlDletlcn 
and pa,1lcip11ion, R�e,, 

INlf\lllJ�· .• opJ)O"I •• 
or lmprmeffi!ftL bflJii. me
ptoai-ss OUQt, ongdn9 

edlJCallon, and - ree-clbaclt.

A ALYZE 
WHAT HAPPENfD 

Ga rfacts nd 
und rstand h e nt. 

. 
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IOE IFY 
IMPROVEMENTS 

Discuss what went wel�. 
what could be l>atmr, 

nd wt,y. 
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DRIVE LASTING
CHANGE 

1mplement action 
items and update 

processes... 
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BEi IER CARE
FOR EVERY

PATIENT
S fer todlay. 

Stronger tomorrow. 

PRACTICE CHANGES RESULTING FROM DEBRIEFS 
1 

SUPPORTING OUR CAREGIVERS 

OB SAFETY
Seizure pads for 08 beds 

EMIERGENCY READINESS
K ping O supplies s ored in n O cupbo rd 
in the patient roorn for immediate needs. 

CL NICAL PRACTICE
Post intubat d sedation guid lines develop d 

CROSS-FACILITY COMMUNICATION 
Enhanc d communfcation/coU boration when 
critical/emergent patients are arriving 

CRITICAL I CIDENT STRESS ANAGEME'NT (CISM)
L di by m ntal health prof: sional trained in 
cri,tical incident stress management who are 
available to pa ·cip te in Hot and Cold Debriefs, 
p ov'ding emo fonal upport nd str ng ning 
t am f'esilience following difficult ev nts. 

STAFF VOICE 

' ' Debriefing has been a way for our team 

Panicipation 
Across Roles 

RN T CH/
CNA 

Provid r IEMS CRNA L ad hip Qu lity Safety Lb SIMULATION & EDUCAT,ION
Implementation of Hot Debriefing tool use 
during mock Code Blue drills to buitd s aft 
famlliarity nd comfort with th pr,ocess. 

to engage together and help me feel 

supported as a new nurse. The process 

Continue org-aniiation-wide 
implementc1tion and 
staff engc1gemen 

1Monitor debrief completron, 
trends. and impTovement 
opport\Jni es. 

valuate lo.ng-teTITI impact on 
caregiver well-b'eing and 
psyc;hological saf ty. 

Measure patient saf ty.

process impt0vem�nts. and 
organiz.ationa f arning 
over time. 

feels safe ,and my ideas have felt valued. 
' ' 

Expand interdi&eiplinary 
collaboration and share 
lessons le rned across 
th o:rgaoizatron. 
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