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OUR OBJECTIVE
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At lowa Specialty Hospitals & Clinics,
we implemented standardized Hot
and Cold Debriefs to support caregivers,
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TEAM PERFORMANCE

Structured briefings and
debriefings improve teamwork
and are associated with
better surgical outcomes,
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and morbidity.?-*
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Debriefing transforms individual
events into system-wide
improvements through
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PRACTICE CHANGES RESULTING FROM DEBRIEFS

OB SAFETY
Seizure pads for OB beds

EMERGENCY READINESS
Keeping O, supplies stored in an O, cupboard
in the patient room for immediate needs.

CLINICAL PRACTICE
Post intubated sedation guidelines developed

CROSS-FACILITY COMMUNICATION
Enhanced communication/collaboration when
critical/emergent patients are arriving

SIMULATION & EDUCATION
Implementation of Hot Debriefing tool use
during mock Code Blue drills to build staff
familiarity and comfort with the process.

SUPPORTING OUR CAREGIVERS

CRITICAL INCIDENT STRESS MANAGEMENT (CISM)

Led by mental health professionals trained in
critical incident stress management who are
available to participate in Hot and Cold Debriefs,
providing emotional support and strengthening
team resilience following difficult events.

STAFF VOICE

‘ ‘ Debriefing has been a way for our team
to engage together and help me feel
supported as a new nurse. The process

feels safe and my ideas have felt valued. ’ ’

FUTURE DIRECTIONS

ap

Continue organization-wide Monitor debrief completion,
implementation and

staff engagement.

trends, and improvement
opportunities.

Evaluate long-term impact on
caregiver well-being and
psychological safety.

& Every Debrief Makes
the Next Patient Safer.

Measure patient safety,
process improvements, and
organizational learning
over time.

Expand interdieciplinary
collaboration and share
lessons learned across
the organization.
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