
Arguably it would 
be impossible to 
completely remove 
feelings of stress 
from any 2222 
involvement but 
when you compare 
both the pre and 
post qualitative data 
there is a definite 
shift towards a 
more positive staff 
experience

Chart 1 process measure

Confirm the following & tick for 
each huddle:

Introductions 

Assign roles as per diagram

Ensure all team members know how 
to Manually over ride FR3 (AED) where 
appropriate

Confirm all pagers are in working order  

All CA team members have swipe ID badges for 
access all areas (contact security if not)

Team members should be familiar with #2222 
code to access link corridor to renal unit 
overnight & 2222 code for lift to access renal 
and dental unit

If non attendance of any page holders, the 
team leader will contact to advise of their role 
(see red box for contact detail)

Contingency plan for delivery of EZIO and 
amiodarone if CCU or CAU nurse cannot attend

Identify individual team member to contact 
Resuscitation Training Department if there 
are any concerns/outstanding issues with the 
above check list

Cardiac Arrest Huddle - Safety Checklist

Vascular access

Drugs & Defib
   CCU nurse    CAU nurse
Main Hospital    CAU only

Airway

CA audit form

CPR

Info Gatherer

Team Leader

Page numbers
1st on  - 1001
2nd on  - 1290
FY1  - 1288
ANP  - 1289
CAU nurse - 1203 
CCU nurse - call 14279
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Debrief

Audit forms kept 
within red folder on 

cardiac arrest trolleys

Chart 2  outcome measure

Contact
Gillian Biggans:  email:  gillian.biggans@aaaht.scot.nhs.co.uk 

NC19-00178

Follow me on Twitter @BiggansGillian
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2222 Debrief - Enabling learning 
improving team wellbeing and 
performance
Gillian Biggans, Resuscitation Officer, NHS Ayrshire & Arran

Next Steps

• Over time the use of hot debrief will predictably a positive effect on patient outcomes and reduce 
staff stress levels, I plan to  use QI methodology to measure this.

• We are currently in the process of speading this work to our other acute site, Crosshouse Hospital 
with positive early engagement.

• The Golden Jubilee Hospital are keen to introduce debrief for their 2222 team and I shared this 
experience with them.

Introduction

A Breakdown in communication is the most common cause of patient safety problems (1)
The use of a structured debrief following clinical emergencies can help to mitigate for this. Supporting staff to seek 
clarity and learning through reflection can improve communication and team performance.  Teams that conduct 
debriefs outperform their counterparts by 25% (2). Facilitated debriefs not only support learning from error, but just 
as importantly, offer a platform to learn from excellence.
The use of reflective debriefs aligns to the 2020 Workforce Vision(3) as follows:
 
• nurtures and develops team working and professionalism 
• creates a culture of organisational learning
• facilitates on the job learning and recognising the workplace as a major source of learning

Aim
                                                                  
75% of 2222 calls in Ayr Hospital will be 
followed by a team debrief utilising a 
debrief tool by May 2019

Method

• Inter professional project team 
• Staff survey to assess climate for change & staff 

experience 
• Force field analysis 
• GANTT chart for project planning
• PDSA testing using simulation and mock drills 

to develop debrief tool and process for debrief
• Data collection
• Share learning points widely

Process Change

Find us on Facebook at www.facebook.com/nhsaaa

Education
for

Scotland

 

Conclusions

• Feedback from frontline 
staff is encouraging 
and we were delighted 
to have achieved our 
initial aim of 50% and 
are anticipating also to 
attain the 75% aim by 
May 2019.

• Simulation is a safe and 
effective way of carrying 
out initial testing

Achievements

• Understanding and managing barriers to the human side of change.
• Mock drill have been so successful that they remain a monthly feature at Ayr Hospital.
• Clinicians are encouraged by the learning to be gained by debrief and mock drills.

Results

Team Debrief Tool
2222 team debrief should ideally take place immediatley after the event 
in a private space and last approx 5 minutes.

This is an opportunity to recognise good practice and learn from 
reflection.

Debrief facilitator allocated at the team huddle
should use the tool to facilitate the debrief

What are everyone’s initial thoughts?

Brief summary of emergency

What was challenging about the emergency?*

What are the learning points? 
(This can include practice that could

be improved or particularly good practice)

The CCU nurse or ANP will take responsibility for
recording the agreed learning points on the

cardiac arrest audit form

*If the team feel that anything that warrants reporting through datix it 
must be agreed as to which team member will take responsibility for this.
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Vision- Team engagement in facilitated debrief following 2222 calls will enable 
learning and improve team performance, ultimately improving patient safety.

Aim Primary Drivers

    

 

Secondary Drivers                      Change Ideas                                                                         

                           
 

Leadership 

 

50% of true and peri 
cardiac arrests (2222 
calls) in University Ayr 

Hospital will be followed 
by a team debrief 

utilising a debrief tool by 
June 2018

Utilise Team Huddle

Process 

Alter team huddle check list to 
include debrief role 

Develop debrief tool using 
PDSA 

Alter CA audit form to include 
debrief data 

One minute wonder education 
board in huddle room 

Use deteriorating patient 
facebook page to raise 

awareness 

Develop guidance booklets for 
cardiac arrest trolleys 

 Develop learning notes to 
spread learning Placement of debrief tool

Development of a debrief tool

Competent facilitation 

Team engagement 

Team training using simulation 
(Mock Drills) 

People

 

 

Have a feedback board for staff 
to record thoughts on post 
mock drills   post mock drills 

Role allocation 

Staff learning and confidence 

Staff well being 

Version 9 of debrief tool, 
iterated following focus 
groups, clincal simulation 
utilising mock 2222 
drills and continuing to 
be developed through 
feedback post real 2222 
calls.

People don’t learn 
from experience.  
They learn from 

reflecting on their 
experience.

Dewey 1932

Great idea, a 
chance to see 

what went 
well and 

what we can 
learn from.

Staff nurse - 
post mock drill

I’d feel more 
comfortable now to 
facilitate a debrief 

in real life!
ANP - post mock drill
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Team debriefs post 2222

Debrief gives an opportunity to 
reflect on an event and enable 

better patient care.  It addresses 
the emotional needs of the team

Doctor  - having used tool in real life
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