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Summary Statement: Debriefing is widely recognized as a critically important element
of simulation-based education. Simulation educators obtain and/or seek debriefing
training from various sources, including workshops at conferences, simulation educator
courses, formal fellowships in debriefings, or through advanced degrees. Although there
are many options available for debriefing training, little is known about how faculty
development opportunities should be structured to maintain and enhance the quality of
debriefing within simulation programs. In this article, we discuss 5 key issues to help
shape the future of debriefing training for simulation educators, specifically the following:
(1) Are we teaching the appropriate debriefing methods? (2) Are we using the appropriate
methods to teach debriefing skills? (3) How can we best assess debriefing effectiveness?
(4) How can peer feedback of debriefing be used to improve debriefing quality within
programs? (5) How can we individualize debriefing training opportunities to the learning
needs of our educators?
(Sim Healthcare 10:217Y222, 2015)
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The growth of simulation-based education (SBE) as a key

modality for experiential learning in health care has drawn

attention to the importance of debriefing.1Y5 Debriefing,

defined as a ‘‘discussion between two or more individuals in

which aspects of a performance are explored and analyzed

with the aim of gaining insight that impacts the quality of

future clinical practice,’’5 provides an important venue for

groups to engage in reflective learning.2,5 Recent reviews

of the simulation literature have highlighted the importance

and benefits of debriefing as part of SBE.6Y9 Individual

studies have described and evaluated various instructional

design features of debriefings, although few features have

been studied in more than one context.5,10Y27 Despite the

recognized importance and widespread use of debriefing as

part of SBE, there has been little work published on how

faculty development opportunities should be structured

to maintain and enhance the quality of debriefing within

simulation programs.2,3,5

Training in debriefing can be obtained by attending

simulation educator training courses offered by various sim-

ulation programs, by attending workshops at conferences,

and by seeking fellowship training or advanced degrees in

simulation. Simulation educators often ‘‘learn by doing’’ and,

in some cases, may obtain unstructured feedback from col-

leagues and/or learners. These options provide a spectrum of

opportunities for simulation educators, but little is known

about the actual effectiveness of these faculty development

opportunities.

Faculty Development in Health Care Education
Faculty development has been defined as a ‘‘range of

activities that institutions use to renew or assist faculty in

their roles,’’28 which is inclusive of programs designed to

improve the performance of teaching.29 Faculty develop-

ment programs have been found to improve the practice of

education, enhance individual strengths (eg, knowledge and

teaching skills), and positively influence cultural change

within organizations.30Y32 Recent systematic reviews of fac-

ulty development initiatives in medical education describe a

broad spectrum of activities, including workshops, seminar

series, courses, longitudinal programs (eg, fellowships), and

individualized feedback.31,32 The use of experiential learn-

ing, provision of feedback, effective peer relationships, and

diversity of educational methods represent some of the key

features of effective faculty development activities.31 In this

article, we explore some of these features as they relate to

SBE. Although there is a paucity of literature related to

faculty development for SBE, many of the lessons learned in

health care education can be applied to enhance faculty

development methods for SBE.

Various elements of SBE contribute to the overall

educational value of the session (eg, prebriefing, conduct of

the simulation event). We have narrowed the focus of this

article to debriefing because it represents the component of

SBE that allows students to reflect on previous behaviors,
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which in turn lead to the development and solidification of

critical concepts.6Y8 In this article, we discuss 5 issues for

the future of debriefing training to foster a conversation in

the simulation community. Specifically, we ask the following

questions.

1. Are we teaching the appropriate debriefing methods?

2. Are we using the appropriate methods to teach

debriefing skills?

3. How can we best assess debriefing effectiveness?

4. How can peer feedback of debriefing be used to im-

prove debriefing quality within programs?

5. How can we individualize debriefing training op-

portunities to the learning needs of our educators?

We hope that discussion of these issues and their related

tradeoffs will help to stimulate new debriefing research and

program development that will shape the future of debriefing

training.

Five Issues for the Future of Debriefing Training
Are We Teaching the Appropriate Debriefing

Methods?

There is a growing body of evidence evaluating various

instructional design features of debriefing for SBE.5,10Y23

Scripted debriefing22 and expert modeling10,11 have dem-

onstrated improved learning outcomes in limited contexts,

whereas other methods, such as video debriefing12Y14 and

concurrent debriefing17Y19 (vs. terminal debriefing), have

demonstrated more mixed results.5 To date, only 2 studies

have evaluated different debriefing styles or methods, with

one study favoring reflective discussion over performance

critique20 and the other favoring discussion with a focus on

technical aspects over knowledge deficits.21

Several methods of debriefing have been popularized

and subscribed to by educators within certain programs that

deliver standardized simulation courses.5,9 Some approaches

promote reflection and seek to uncover learners’ rationale

for action,6Y9,33,34 whereas others seek to engage learners in

self-assessment of their performance as a means to identify

areas for further inquiry.2,23,24 Educators may choose to

emphasize a more didactic approach where feedback on

key performance deficits is provided to learners.25,26 The

adoption of specific debriefing methods by simulation ed-

ucators is typically driven by various factors, including

personal preference and past experiences with one particular

method, as opposed to empiric evidence supporting one

debriefing method over another. Table 1 compares various

methods used during debriefing.

There are potential downsides when simulation edu-

cators focus on selectively mastering one specific debriefing

method, rather than exploring the relative benefits of various

methods. As the context of debriefing varies, so too may the

relative educational value of different debriefing methods.27

Specific methods may be more effective in different contexts,

depending on the learning objectives (eg, technical vs.

nontechnical skills), learner type (eg, level of training) and

attributes (eg, learning style), dynamics of the learner group,

and the amount of time available.27 For example, an in situ

debriefing limited to 10 minutes, conducted for emergency

medicine practitioners pulled from their clinical duties, may

be more amenable to learner self-assessment2,23 or directive

feedback.25,26 This would allow for more topics to be covered

in a shorter period. Alternatively, a 30-minute debriefing of a

team training simulation event may permit for facilitated

discussion, thus allowing for the educator to engage learners in

meaningful self-reflection. A better understanding of the rel-

ative benefits and indications for each method of debriefing

allows educators to blend debriefing methods in a dynamic

fashion and adjust the tone, style, and pace of debriefing to

the needs of the learners.27 Blending methods of debriefing

requires the educator to actively assess the learning environ-

ment (eg, topic, learner type, time available) and then select a

method of debriefing best suited to that specific situation.27 By

doing so, debriefings can be tailored to learner need, learner

type, and time available to best promote effective learning

outcomes. Future research in this area should delineate when

and how specific methods should be used, explore how

blending of methods should occur to enhance learning, and

describe the impact of various debriefing methods on

educational (and/or clinical) outcomes.5

Are We Using the Appropriate Methods to Teach

Debriefing Skills?

Although much work has been done evaluating how to

best design simulation educational interventions to optimize

learning outcomes,1,4 little is known about how to optimally

deliver courses to teach debriefing skills. Simulation educator

training courses typically follow a format where debriefing

knowledge and content are delivered in a didactic manner,

with role play exercises, giving learners the opportunity to

practice debriefing with peers and/or actors. The challenges

faced by course directors include but are not limited to the

following: (a) providing substantial opportunities for each

learner to practice the various phases and/or methods of

debriefing; (b) providing all learners the opportunity to

practice transitions between debriefing phases and, when

possible, to conduct a full-length debriefing with structured

feedback from instructors; and (c) defining proficiency in

debriefing and determining if learners have achieved profi-

ciency by course end.

To address some of these challenges, simulation educators

should consider applying instructional design methods to

debriefing courses that are effective in other educational

contexts. For example, providing opportunity to apply what

was learned in an experiential manner and coupling this with

expert feedback has been shown to be effective in other edu-

cational contexts.31,35,36 Immediate relevance and practicality

have been noted as important elements of faculty develop-

ment,37 along with the value of peers to promote exchange

of information and ideas.38,39 The application of a repeti-

tive practice model40 to debriefing training would provide

educators with multiple opportunities to practice specific

debriefing skills with feedback in a supportive, peer environ-

ment. Repetitive practice, in combination with constructive

feedback, will allow educators to hone their debriefing skill set

in a situational manner. Titrating the degree of time spent

engaged in different instructional methods (eg, didactic

teaching vs. repetitive practice vs. receiving feedback) will

influence outcomes and should be dependent on the com-

plexity of learning objectives and the relative experience of
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learners and educators. A combination of these and/or other

methods may help to accelerate the acquisition of specific

debriefing skills.

Not all candidates in a simulation educator course may

have the opportunity to conduct a full-length debriefing

with participants after a simulation event. When this op-

portunity is not provided, educators for these courses have

little chance to provide feedback on the more dynamic as-

pects of debriefing, such as prioritization of topics, transition

from one topic to another, redirection of discussion when it

strays from the desired path, and dealing with potentially

difficult situations. In the absence of the opportunity to

conduct a full-length debriefing, educators should at the

very least be provided opportunity to engage in repetitive

practice of the various aspects of debriefing described earlier.

The integration of repetitive practice and/or full-length

debriefing practice may have resource implications for

programs offering training in debriefing skills (eg, more

educators required to provide feedback) and may potentially

lengthen the duration of the typical simulation educator

training course. Although these changes may be challenging

and potentially more costly to implement, we believe exploring

new instructional methods is important to help ensure we are

optimizing the way we teach debriefing skills. Future research

should explore the relative benefit of various methods for

teaching debriefing skills and assess the short- and long-term

retention of these skills over time.

How Can We Best Assess Debriefing Effectiveness?

The development of debriefing assessment tools pro-

vides simulation programs with a formal way to assess the

quality of debriefing. Two different debriefing assessment

tools have recently been published. The Debriefing Assessment

for Simulation in Healthcare (DASH) tool is a 6-element,

criterion-referenced behaviorally anchored rating scale.41

Element ratings are based on a 7-point effectiveness scale,

ranging from 1 (extremely ineffective/detrimental) to 7 (ex-

tremely effective/outstanding). A rater handbook is provided

to support rating of each element and the various dimensions

that contribute to the 7 elements. In a study using 3 stan-

dardized debriefings, the DASH showed evidence of good

reliability and preliminary evidence of validity.41 The Objec-

tive Structured Assessment of Debriefing (OSAD) has 8 cate-

gories mirroring the core components of effective debriefing

identified from the literature and end-user opinion.42,43 Each

category is rated on a scale of 1 to 5, with descriptive anchors

for scores of 1, 3, and 5. The OSAD showed good interrater

reliability and content/concurrent validity when assessed in

the context of surgical simulation debriefings.42,43 Table 2

compares the DASH and OSAD tools.

Although both of these tools still need to be studied

in other contexts, they do provide 2 options for either

measuring debriefing quality for summative assessment or

providing feedback via formative assessment. The imple-

mentation of summative assessment for debriefing would

provide a quantitative quality assurance measure and shed

light on the rate of retention and/or decay of debriefing skills

over time. Furthermore, tracking debriefing performance for

a group of educators within a simulation program could help

to establish benchmarks for different levels of debriefing

proficiency. Establishing benchmarks and tracking debriefing

TABLE 1. Comparison of Various Methods Used During Debriefing

Method

Feedback Learner Self-Assessment* Focused Facilitation*

Examples Directive feedback25,26 Plus-delta method2,27 Debriefing with good judgment6,7

SHARP debriefing24 GAS [Gather, Analyze, Summarize] model9

After action review (US military)23 Debriefing for meaningful learning20

Guided team self-correction33

Alternatives, pros, and cons34

Description Instructor provides information in a
didactic, one-directional manner

Active engagement of learners in a
self-assessment of their own
performance relative to the
established standard

Facilitated, reflective discussion among learners
and instructors focused on key areas of performance

Purpose Closing knowledge or
performance deficits

Generating a list of what went well,
what did not go well, and then
working to identify solutions for
the salient issues

Identifying performance deficits, uncovering
the underlying rationale for these deficits, and
then working to identify solutions to these issues

Clarifying important learning points

*Debriefing strategies listed are representative examples only. Other strategies may exist, which fall under each of these categories.27

TABLE 2. Comparison of Debriefing Assessment Tools: DASH
versus OSAD

DASH41 OSAD42,43

Key elements/
categories

1. Establishes an engaging
learning environment

1. Approach

2. Maintains an engaging
learning environment

2. Environment

3. Structures the debriefing
in an organized way

3. Engagement

4. Provokes engaging discussion 4. Reaction

5. Identifies and explores
performance gaps

5. Reflection

6. Helps trainees achieve or
sustain good performance

6. Analysis

7. Diagnosis

8. Application

Question type 7-point anchored Likert scale 5-point anchored
Likert scale

Psychometric
Properties

Intraclass correlation coefficient
(combined elements), 0.74

Intraclass correlation
coefficient, 0.88

Cronbach > = 0.89 Content validity
index, 0.94
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proficiency may potentially allow programs to selectively

match debriefers to selected groups of learners and/or be

paired up with mentors. For example, a debriefer who con-

sistently scores at a level viewed as ‘‘novice’’ within a program

may be selectively matched to novice learners and paired up

with a more experienced debriefer so that they have oppor-

tunity to receive feedback from their expert colleague.

Both of the aforementioned tools were initially studied

in the context of trained raters with a background in edu-

cation and/or simulation that viewed video recordings of

debriefings after high-fidelity simulation. The widespread

implementation of debriefing assessment for quality assur-

ance will require further research to ascertain how these tools

can be deployed in an efficient and effective manner. For

example, assessing the performance of these tools when used

by learners,44 simulation educators (peer assessment),45Y48

or the debriefers themselves (self-assessment)44,49 will pro-

vide options with less of a resource burden on programs.

Furthermore, identifying how these various sources of rat-

ings (ie, learner, educator, self ) correlate with learning

outcomes will determine how they can best be used to en-

hance debriefing performance. Lastly, both the DASH and

OSAD focus on what is happening during the debriefing

and how the facilitator contributes to the dynamics of the

debriefing. More validity evidence is required for these tools

if they are going to be used for summative assessment. Little

is known about how these ratings relate to the attainment of

specific learning outcomes, such as improved knowledge,

skills, and behaviors. Although it would be difficult to dem-

onstrate a direct correlation between ‘‘effective’’ debriefing

(as rated by a debriefing assessment tool) and improved

performance in clinical environments, future research should

at least aim to establish correlation with knowledge acquisi-

tion, improved skills, and/or behavioral performance in the

simulated environment. This research would help simula-

tion educators better understand what truly constitutes an

effective debriefing.

Because the items on both the DASH and the OSAD

reflect core components of effective debriefing, these tools

may also serve as useful guides for reflecting on debriefing

performance in a formative manner. For example, program

directors could use the DASH or OSAD as a guide when

providing feedback to their educators on the quality of their

debriefings. The use of these tools in a longitudinal and

structured manner would allow educators to track areas of

potential improvement over time and serve to reinforce

positive behaviors. Naturally, using either tool for forma-

tive assessment purposes would require a sound working

knowledge of the components within each tool (and their

associated descriptors) and appropriate human resources to

support the integration of structured expert feedback.

How Can Peer Feedback of Debriefing Be Used to

Improve Debriefing Quality Within Programs?

Provision of feedback is a key feature of effective faculty

development in medical education contributing to improving

teaching effectiveness.31,32 Formative assessment and feedback

can be provided by various sources, including peers who have

a sound understanding of educational principles.31,32,44Y49

Peer observation of teaching with associated feedback has been

used as an effective strategy to improve the quality of teaching

for clinician educators from various backgrounds.31,32,45Y47

The other associated benefits of peer feedback include the

ability to inspire confidence and enthusiasm among educa-

tors,48 along with an additional element of quality assurance

within programs.45 Collegial peer interactions and relation-

ships permit ongoing exchange of ideas and help to promote

cultural change within programs.38,39

The integration of peer feedback for debriefing perfor-

mance within simulation programs has the potential to build

a culture of feedback that may translate positively to SBE. If

done on a regular basis, peer feedback may also help with the

maintenance and acquisition of core debriefing skills. That

being said, the sensitive nature of delivering feedback on

suboptimal performance to a peer should be considered

when developing such a program. To help prevent conflict,

the aims of a faculty development program with a peer

feedback component should be communicated in a clear and

focused manner before implementation.45 Specific details

related to timing, format, and confidentiality of peer feed-

back should be discussed among educators. The imple-

mentation of peer feedback for debriefing skills within a

simulation program should be supported by faculty devel-

opment opportunities designed to teach educators how to

provide constructive feedback to their peers. Such oppor-

tunities might include teaching educators how to use the

DASH and/or OSAD tools to help guide feedback on key

content areas for debriefing and provide a chance for

repetitive practice in delivering peer feedback on debriefing

performance using these tools.

How Can We Individualize Debriefing Training

Opportunities to the Learning Needs of Our Educators?

Individualized learning describes training activities that

are responsive and tailored to individual learner needs.4 In

the individualized learning model, learners are active par-

ticipants in educational experiences who take responsibility

for their own educational progress within the context of their

curriculum.1 Delivering education targeted to the defined

needs of individual learners has been shown to be highly

effective at improving learning outcomes.1,50

When applied to debriefing, individualized learning

would involve identifying the learning need via one or more

methods of assessment (ie, learner, peer, expert, and/or self-

assessment) and delivering educational opportunities to

address the deficits in debriefing skills. Although this can be

done via regularly scheduled debriefing courses focusing on a

variety of different debriefing-related issues, a more tailored

offering may help to correct undesirable debriefing behav-

iors. Previous studies in medical education demonstrate that

educators who view videotapes of their teaching, combined

with self-assessment and individualized feedback, improve

their teaching skills.31,44 Self-assessment promotes personal

reflection and, when coupled with feedback, provides an

effective model of faculty development.31,44 Applying this

model to debriefing could comprise small group sessions

with simulation educators where segments of videos with

individual debriefing performances can be reviewed, reflected

on individually via self-assessment, and discussed in a manner

where constructive feedback can be given by peers.51 When
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possible, these sessions can be moderated by debriefing experts,

who help to conduct debriefing role play exercises targeted to

address issues identified during the video review process. Al-

though these suggestions have cost and resource implications, a

dedicated effort by the simulation community to research and

evaluate various methods of delivering individualized learning

will help to enhance our collective understanding of debriefing

and subsequently improve the value of SBE.

A Proposed Model for Faculty Debriefing Training
The 5 issues discussed in this article offer possible

strategies and considerations for the future of faculty de-

velopment for debriefing. In considering which strategies to

implement, simulation programs should carefully weigh the

tradeoff between the increased time and commitment re-

quired of their educators to participate in these new pro-

grams versus maintaining a sufficient pool of adequate

debriefers to meet staffing needs. Many of the best educators

are also busy clinicians, and implementing a robust faculty

development program with various mandatory activities

may run the risk of losing talented educators. Instead of

trying to train all simulation educators to be experts at

debriefing, perhaps, a tiered approach with varying ‘‘levels’’

of educators could be taken, while matching debriefer level

and proficiency to learner group and/or session type. In this

tiered model, faculty development opportunities could be

offered at each successive level of educator, with advance-

ment to the next level determined by achieving a predefined

measure of proficiency.

Debriefing is a complex, dynamic skill that typically

requires hours of practice and thoughtful reflection to

achieve proficiency. A comprehensive faculty development

program with multisource, longitudinal feedback, combined

with structured courses to address predefined learning needs

would likely provide the best opportunity to enhance and

maintain debriefing skills. Building on the issues described in

this article, a proposed model for debriefing training (in a

resource-rich program) could include the following: (1) a

course to teach various methods of debriefing in a blended

fashion that incorporates opportunity for deliberate prac-

tice, feedback, and full-length debriefing; (2) summative

assessment of debriefing performance using established

tools; (3) formative assessment of debriefing performance

with feedback by experts; (4) peer feedback of debriefing

performance; and (5) structured opportunity for self-

assessment of debriefing performance with group discussion

and/or feedback.

Many questions still remain. Although the components

of the proposed model are loosely supported by evidence

from the faculty development literature, little is known about

the frequency, timing, or exact structure required for opti-

mal outcomes. These faculty development strategies for

debriefing still require empiric study, and future research will

dictate which concepts are most important for improving

debriefing skills for simulation faculty. We hope that the

5 issues discussed in this article will help to guide the

direction for future work related to faculty development for

debriefing and, in turn, advance the field of simulation for

health care education.
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