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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® as follows:

People don’t learn
from experience.

e nurtures and develops team working and professionalism r:fll':z't:z;'::'&':ir
e creates a culture of organisational learning experience.
e facilitates on the job learning and recognising the workplace as a major source of learning

N Dewey 1932
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