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Background: Interprofessional co-debriefing (ICPD) is increasingly used in simulation-based education, 

yet little is known about the sociocultural dynamics shaping faculty experience. This study explored how 

faculty experiences IPCD and how hierarchy is perceived and navigated. 

Methods: A qualitative study using semi-structured interviews was conducted with 30 UK-based simu- 

lation educators experienced in IPCD. Data were analyzed using reflexive thematic analysis informed by 

constructivist and constructionist paradigms. 

Results: Four themes were identified: hierarchy, relationships, legitimizing inclusion, and faculty devel- 

opment. IPCD was perceived as valuable but effortful, with benefits contingent on relational trust and 

active management of hierarchy and voice. 

Conclusion: IPCD represents a negotiated social practice whose value depends on how intentionally it is 

designed, supported and enacted within local contexts. 

© 2026 International Nursing Association for Clinical Simulation and Learning. Published by Elsevier Inc. 

All rights are reserved, including those for text and data mining, AI training, and similar technologies. 
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Simulation-based education is widely advocated to support in- 

erprofessional education, enabling learners from different profes- 

ional backgrounds to develop shared understandings, collabora- 

ive behaviors, and team-based skills ( Boet et al., 2014 ). Debrief- 

ng is central to this process, providing a structured opportunity to 

nalyze performance, share perspectives, and surface assumptions 

hat shape clinical practice ( Cheng et al., 2014 ; Holmes & Mel- 

anby, 2022 ). The presence of skilled facilitators is widely regarded 

s crucial to effective and impactful debriefing ( Cheng et al., 2017 ; 

ndacott et al., 2018 ), although this long-held belief is increasingly 

eing questioned ( Kumar et al., 2025 c). 
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ining, AI training, and similar technologies. 
Interprofessional co-debriefing (IPCD), where two or more fac- 

lty from different healthcare professional backgrounds jointly 

acilitate the debriefing, has become more common as inter- 

rofessional simulation programs grow in scale and complexity 

 Kumar et al., 2021 ). IPCD offers several advantages. It can enrich 

earners’ experiences by incorporating diverse perspectives, model- 

ng authentic collaborative practice, distributing cognitive load, and 

roviding real-time mutual support between co-debriefers ( Holmes 

 Mellanby, 2022 ; Joyce et al., 2025 ; Kumar et al., 2021 ). However,

t can introduce challenges, including differing facilitation styles, 

isaligned agendas and goals, interpersonal tensions and uncer- 

ainty regarding roles ( Joyce et al., 2025 ; Kumar et al., 2021 ). Ad-

itionally, IPCD may surface deeper sociocultural complexities that 

an intensify these challenges. Entrenched professional hierarchies, 

ower imbalances and longstanding intergroup tensions can shape 

ow co-debriefers coordinate tasks, negotiate authority and share 

onversational space ( Harrison et al., 2024 ). These dynamics have 
Published by Elsevier Inc. All rights are reserved, including those for text and data 
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he potential to profoundly influence psychological safety and the 

earning environment, for learners and faculty alike, yet how they 

anifest during IPCD remains poorly understood. 

Recent work has begun to explore elements of IPCD, but empir- 

cal research in this area remains limited. Joyce et al. (2025) con- 

ucted a small-scale, single-center study that highlighted per- 

eived benefits and challenges of IPCD, but offered limited insight 

nto how sociocultural influences such as hierarchy and power 

hape IPCD practice. Barlow et al. (2025) examined IPCD within 

ard-based simulation, identifying variability in debriefing qual- 

ty and structure, as well as the absence of formalized frame- 

orks to support co-facilitation. Complementing these emerging 

ndings, Jacob et al.’s (2025) systematic review concluded that 

lthough IPCD is increasingly incorporated into interprofessional 

imulation, its contribution is poorly understood, with no stud- 

es directly evaluating the impact of co-debriefing on learner out- 

omes and few examining faculty experiences in depth. Deepen- 

ng our understanding of sociocultural influences is crucial, as they 

ay enable or impede collaboration, impact the learning environ- 

ent, and ultimately shape the quality of interprofessional educa- 

ion. 

This study aimed to explore faculty experiences and perceptions 

f IPCD. Such insights into how faculty navigate IPCD can inform 

aculty development, guide the design of interprofessional simula- 

ion programs, and strengthen approaches to collaborative debrief- 

ng practice. This study asked: 

1. What are the experiences and perceptions of faculty who en- 

gage in IPCD? 

2. How do faculty experience and perceive hierarchy in the con- 

text of IPCD? 

heoretical framework 

This study was underpinned by constructivist and construc- 

ionist paradigms. Constructivism posits that individuals actively 

ake sense of their experiences by constructing personal mean- 

ngs shaped by prior knowledge, values, and interactions ( Brown 

 Dueñas, 2020 ; Crotty, 2003 ). Constructionism extends this view 

y emphasizing the sociocultural context in which meaning is 

ade. Cultural norms, professional expectations, organizational 

tructures, and interpersonal dynamics all influence how individ- 

als interpret their experiences ( Crotty, 2003 ; Rees et al., 2020 ). 

ogether, these lenses challenge the notion of a single, objective 

ccount of a debriefing experience, instead recognizing that mul- 

iple socially constructed realities may coexist, even when partici- 

ants share the same nominal event. 

These theoretical foundations align closely with the aims of 

his study. IPCD represents a complex social practice involving ne- 

otiation and collaboration across professional boundaries, where 

orkplace hierarchies and embedded power relations shape both 

nteraction and interpretation. Faculty engaged in IPCD interpret 

nd respond to shared events through their own subjective lenses, 

haped by their professional experiences and the sociocultural 

orms within which they work. Constructivist and constructionist 

aradigms therefore provide a useful frame for exploring how fac- 

lty perceive, experience, and navigate IPCD, and how sociocultural 

nfluences shape their interpretations and actions. 

aterial and methods 

The study protocol, detailing design, recruitment strategy, ethi- 

al procedures, topic guide development, and analytical approach, 

as already been published ( Kumar et al., 2025 b). Therefore, only 

he key methodological elements are presented below. 
2

tudy design 

This study used a qualitative design underpinned by construc- 

ivist and constructionist assumptions, allowing exploration of the 

ultiple subjective meanings faculty attributed to their experi- 

nces of IPCD. Semi-structured interviews were used to generate 

ich, contextualized accounts of participants’ experiences and per- 

eptions. Reflexive thematic analysis (RTA) guided data analysis, 

onsistent with our interpretive, nonpositivist orientation ( Braun 

 Clarke, 2021 ). This study is reported in accordance with the 

onsolidated Criteria for Reporting Qualitative Research checklist 

 Tong et al., 2007 ). 

ample 

Participants were UK-based healthcare simulation educators 

ith experience of facilitating IPCD. Purposive sampling was used 

o ensure diversity in professional background, level of debrief- 

ng experience, geographical spread, and institutional context, with 

nowball sampling employed to broaden reach ( Palinkas et al., 

015 ). Eligibility criteria required participants to be over 18 years 

ld, a registered healthcare professional, and with experience 

f IPCD as faculty. Sample size was informed by the princi- 

al of information power, ensuring that data richness, relevance, 

nd analytical depth were prioritized over numerical saturation 

 Malterud et al., 2016 ). 

thics 

Ethical approval was granted by the University of Glas- 

ow School of Medical & Life Sciences Ethics Committee [Ref: 

00240285]. All participants provided written informed consent 

rior to interview and verbally reconfirmed consent at interview. 

articipation was voluntary, with participants informed they could 

ithdraw prior to transcription and anonymization of their data. 

nonymity and confidentiality were maintained throughout, with 

ll data securely stored in accordance with institutional data pro- 

ection policies. 

ata collection 

Semi-structured interviews were conducted online via Mi- 

rosoft Teams between April and September 2025, thereby allow- 

ng national recruitment without geographical restriction. Inter- 

iews lasted between 30 and 60 minutes and were guided by a 

opic guide developed from the study aims and refined iteratively 

y the research team ( Kumar et al., 2025 b). The interview format 

nabled consistent exploration of core concepts while maintaining 

exibility to pursue emergent issues or novel lines of inquiry. Inter- 

iews were video-recorded, with transcriptions automatically gen- 

rated via Microsoft Teams software. Each transcript was checked 

nd verified for accuracy by the interviewer prior to anonymiza- 

ion, following which the corresponding video recording was se- 

urely deleted. 

ata analysis 

Data were analyzed using RTA following Braun and Clark’s six- 

hase approach (2021). Analysis involved repeated reading of tran- 

cripts, inductive coding, development and iterative refinement of 

hemes, and analytic memo-writing. Three researchers (PK, OG 

nd SP) independently coded transcripts, meeting regularly to dis- 

uss interpretations, challenge assumptions, and refine developing 

hemes. Consistent with RTA, theme development was an active, 

nterpretive process shaped by our perspectives and engagement 

ith the data. Reflexive discussions supported transparency, rigor, 
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nd sensitivity to the sociocultural context of IPCD. NVivo was used 

o support data management. 

In keeping with the interpretivist foundations of RTA, we ap- 

roached analysis reflexively. The research team comprised of sim- 

lation educators, practitioners and academics from diverse clinical 

rofessional backgrounds, including medicine, nursing and phys- 

otherapy. Each researcher brought distinct experiences of IPCD, 

haping our analytic lens. We engaged in ongoing reflexive dia- 

ogue to consider how our assumptions, disciplinary backgrounds, 

nd professional identities influenced our interpretations, and how 

hese perspectives interacted with participants’ accounts during 

oding and theme development. 

esults 

articipants 

Thirty participants were interviewed for this study; 22 identi- 

ed as female and eight as male. All participants had at least mod- 

rate experience of IPCD, with 14 reporting extensive experience. 

o participants were new to IPCD. Participants represented a range 

f healthcare professional backgrounds, including nursing ( n = 12), 

edicine ( n = 9), physiotherapy ( n = 5), occupational therapy 

 n = 2), pharmacy ( n = 1), and midwifery ( n = 1). A variety of

linical disciplines were represented across professions, including 

cute medicine, respiratory medicine, surgery, palliative care, crit- 

cal care, obstetrics, pediatrics, emergency medicine, and mental 

ealth. Most participants worked primarily in hospital-based set- 

ings, although several also had experience in community con- 

exts. Seven participants were working in nonclinical roles at the 

ime of interview, including positions within hospital-based edu- 

ation teams, simulation centers or academic institutions. Partici- 

ants were geographically dispersed across the UK, with represen- 

ation from Scotland ( n = 14) and England ( n = 16). 

hemes 

Inductive RTA of the data identified four themes: (1) hierarchy , 

2) relationships , (3) legitimizing inclusion , and (4) faculty develop- 

ent , with 10 sub-themes generated across these themes ( Table 1 ). 

heme 1: Hierarchy 

Hierarchy within IPCD contexts was described as complex, situ- 

tional, and less linear than that encountered in clinical environ- 

ents. Participants emphasized that while hierarchies remained 

resent within IPCD, its influence was neither uniform nor fixed, 

ut rather a phenomenon that shifted according to familiarity, ex- 

erience, confidence, and contextual factors within the debriefing 

pace. 

a. Rethinking origins of hierarchy 

Participants frequently challenged assumptions that hierarchy 

ithin IPCD originates primarily from interprofessional clinical 

tructures. Instead, they described hierarchy as arising from mul- 

iple, sometimes competing, sources that extended beyond profes- 

ion alone. Intraprofessional hierarchies based on clinical seniority 

ithin professions were often perceived as more influential than 

nter-professional dynamics. As one participant reflected, hierarchy 

elt more salient when co-debriefing with senior colleagues from 

he same profession, while interprofessional boundaries softened 

ts impact: 

“It’s arguably easier for me not to feel influenced by hierarchy 

when it’s people from different prof essions. Like maybe if it was a 

very senior nurse, I feel it. That barrier is more broken down when 
3

it’s two different professions because we do different jobs, different 

roles. ” [N4] 

Furthermore, participants highlighted that hierarchy linked to 

ebriefing experience and simulation seniority could be more in- 

uential than clinical rank in shaping interactions between co- 

ebriefers, reframing hierarchy within IPCD as a contextual and ne- 

otiated construct. Several participants described feeling empow- 

red by their facilitation expertise, positioning this as a legitimate 

ource of authority within the debriefing space: 

“I was empowered not to be the clinical expert. Rather, I was there 

first for my facilitation expertise.” [N11] 

b. Professional identity and perceived credibility 

Participants described professional identity as an important in- 

uence on how credibility was established and perceived, shap- 

ng how hierarchy manifests in IPCD practice. Their accounts sug- 

ested that when co-debriefers primarily identified as simulation 

ducators, hierarchy within the debriefing space was grounded in 

edagogical and facilitation expertise rather than clinical seniority. 

his fostered a shared sense of purpose, reducing the prominence 

f profession-based agendas. Educational expertise was repeatedly 

ecognized as credible in its own right, distinct from clinical back- 

round: 

“My credibility in that space from the outset is around my experi- 

ence from a simulation-based education perspective.” [N1] 

However, participants also described tensions within this fram- 

ng of credibility. In some IPCD contexts, particularly when work- 

ng with unfamiliar colleagues or settings, clinical background and 

eniority continued to function as important sources of perceived 

egitimacy: 

“The opinions of the medics is more prized and more valued than 

the opinions of the nurses and that is something that has cultur- 

ally developed in the workplace and that carries through into the 

educational environment on the back of however many X number 

of decades.” [M2] 

c. Negotiating and moderating hierarchy 

Rather than experiencing hierarchy as a fixed constraint, par- 

icipants described actively negotiating and moderating its influ- 

nce during IPCD. They emphasized that while hierarchical dy- 

amics were always present, their impact fluctuated depend- 

ng on relational and contextual factors. Familiarity between co- 

ebriefers was repeatedly identified as shaping these negotiations. 

re-existing clinical or educational relationships enabled partici- 

ants to acknowledge hierarchy more openly and to address it 

ollaboratively, rather than avoiding or minimizing its influence. 

everal participants questioned whether the same degree of open- 

ess and constructive challenge could be achieved in the absence 

f prior rapport, particularly in settings where interprofessional 

eams are assembled ad-hoc: 

“You become very comfortable with your team. What happens 

when you go and debrief with somebody you’ve never debriefed 

with? Do you feel the same way? Do you take the same risk or 

chances you take with your team?” [M8] 

Importantly, participants did not describe moderating hierarchy 

s an attempt to eliminate it. Instead, they acknowledged hierar- 

hy as an inherent feature of IPCD that required ongoing aware- 

ess and management. As one participant explained, understand- 

ng when hierarchy was helpful, when it became restrictive, and 

ow to respond accordingly was a shared responsibility with the 

ebriefing team: 
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Table 1 

Themes, Sub-themes and Exemplar Quotations. 

Theme Sub-themes Exemplar Quotations 

Hierarchy Rethinking origins 

of hierarchy 

“It’s not about our clinical roles and hierarchy, but actually experience with simulation.” [M6] 

“I think there’s a bit of an underlying bias towards mental health maybe, a kind of lesser form of nursing almost.” [N8] 

“I mean hierarchy from an experiential space as a facilitator. It’s extremely unusual for the junior facilitator to call the 

experienced facilitator out.” [N12] 

“I think in terms of is it the same type of hierarchy? I don’t know.” [M1] 

Professional identity 

and perceived 

credibility 

“You have to be credible to start with and I probably have less difficulty establishing that credibility than some of my other 

colleagues.” [M4] 

“Sometimes it’s helpful to declare your profession and other times it’s not helpful. Sometimes it adds credibility and sometimes 

it actually creates more of a barrier.” [PT2] 

“It was all the consultants, and I was the only like non medic there. And I was so grateful for my doctor title. I can’t tell you. 

Just to blend in.” [PT5] 

“One of the things I like to look at is credibility. I kind of split it into your sort of clinical credibility and your debriefing 

credibility.” [M9] 

Negotiating and 

moderating 

hierarchy 

“This individual found it very difficult to get into a space where they did not see them as the nurse they worked with clinically. 

So them coming from a clinical space where the medic was the boss and this is their language to me, and they were the nurse 

and then coming in and trying to renegotiate that relationship to one of what they both bring to this space was really difficult.”

[N1]. 

“you’re trying to reduce power imbalances, but some people find that really hard to do and they need to hold on to their 

superiority or whatever it is with the students. And I don’t think that’s particularly helpful” [OT1] 

“We don’t have a flat hierarchy. That’s rubbish. I don’t think anywhere does. And I think there needs to be a bit of a hierarchy 

and a lot of it is where the responsibility sits. But equally people should still be able to speak up. In the education setting I 

think those barriers are a little bit less so, you know.” [M9] 

“I think that are still hierarchies absolutely existing within healthcare. I suspect they’re always probably going to exist. I don’t 

think we’ll ever be able to get rid of it for lots of different reasons. I guess it’s our role as facilitators to try and navigate some 

of that and to limit either the domination of conversations and to give people the space to come in, but also to give people the 

space to not come in if we think that that’s going to be more comfortable for them.” [N10] 

Relationships Trust and mutual 

respect 

“I make a super conscious effort to invest in relationship building.” [M1] 

“What we’re able to recognise through the debriefing and by both of us doing it is that, yes, we bring our own expertise, but we 

come to the same decision through a different way and different clinical reasoning.” [PT3] 

“It’s reassuring to have a medic in, it’s a comfort blanket for me.” [N2] 

“I’m probably evoking those stories… to highlight to the learners that I do have a deep respect for other professions and I can 

evidence that.” [M1] 

Familiarity “I think when you know each other well or when you’re quite used to debriefing together, and there’s a good dynamic it flows 

better and that that’s felt by the participants. It can kind of create a more confident environment.” [M7] 

“And what I find useful, is co-debriefing with people that I don’t know because quite often my experience is people that I’ve 

worked with. So, I’m already bringing in probably a preformed dynamic because I work with a lot of people that I co-debrief 

with.” [M5] 

“If you don’t understand each other very well. I mean in that case, you know that could be a barrier.” [OT2] 

Modeling 

collaborative 

relationships 

“When you’re delivering as a faculty, there’s something about treating each other with respect, so that the way you interact 

with the rest of the faculty models and signposts to the group: we’re here working as a team, and we all have expertise.” [M4] 

“Co-debriefing with colleagues from different professional backgrounds… I really believe that’s the way it should be because 

we’re role modelling partnership working, and we should reflect how people work in health and care practices.” [N7] 

“I’ve got a medical colleague with me and they see us working together, which kind of sends, I think, a powerful message to 

everyone in the group.” [N9] 

Legitimizing 

inclusion 

Intentional 

representation 

“We’ve had pharmacists and physios, but my experience- they tend to not be… They just don’t really interact much within the 

debrief and I don’t know if it’s because the student numbers are lower or if they are less comfortable within the debrief. So 

maybe they don’t think they’ve got a viewpoint or its worthwhile speaking.” [N3] 

“You almost get shut out of the conversation because all the eyes in the group will go to the doctor or the nurse, whoever they 

want to ask that question to.” [PT1] 

“The candidates need to see somebody who is relevant to them, right, who’s come from that background, who has maybe a 

truer understanding of what that role might look like, the challenges that go with it.” [N1] 

“I think this the OT students see you as an ally. Definitely. When we’ve got the two professions, they’ve got that, you know, 

allyship, somebody that they know, and they feel comfortable with.” [OT1] 

Equitable voice “I think it provides inclusivity. I think it provides the value to their contribution. And reinforcing that whole, we work together, 

so why should we not learn together and reflect and kind of develop together?” [N1] 

“We don’t try and talk over each other… I really respect her to recognise it and equally she does with me.” [PT3] 

“We hopefully embody that regardless of who we are, you know, we should all have an equal voice. I would see us as equal 

partners within the debrief. I’ve learned that I can own, you know, I have an equal right at the table.” [N7] 

Faculty 

development 

Learning through 

observation 

“Over the years I genuinely have changed… that iterative process and kind of learning from each other.” [N9] 

“Listening and learning from them and then having someone in to observe the session to kind of feedback on our debriefing.”

[OT2] 

“I find watching other people is really valuable. So, picking up tips and tricks from them and how they question or something. 

So how do you do that? And I think without co-debriefing, it’s really difficult.” [M9] 

Meta-debriefing “The people that I’m faculty with are people that I trust implicitly. And if anything, it’s a chance for them to observe my 

debriefing and give me some meta-debrief or, like, meta-debrief of the meta-debrief sort of situation. And I trust them to debrief 

me if they felt that there were aspects of my debrief that could be improved upon.” [PT2] 

“We have started using the EDI checklist whenever we finish a session, when we try to talk about those things. Like, has there 

been power dynamics, whether between the learners, between us as faculty and the learners or amongst us. And that has made 

us think that actually it’s not about our clinical roles and hierarchy, but actually experience with simulation, delivery and 

facilitation. Also, when we are feeding back to each other, we are conscious we are not feeding it back as a clinician… but as 

one facilitator to another facilitator.” [M6] 

Note. M = medicine; N = nursing; OT = occupational therapy; PH = pharmacy; PT = physiotherapy. 

4
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“The problem is hierarchy does exist and it needs to exist to a cer-

tain extent. So how to manage that hierarchy, how to speak up 

if we think something’s not going well? Understanding hierarchy, 

why it exists, when it’s dangerous, when it’s not, when it’s OK. 

Then we’re trying to promote that in the debrief.” [M5] 

This view was supported by participants from differing profes- 

ions: 

“Actually, there’s some good things about hierarchy. Somebody 

needs to be responsible which is always going to lead to the se- 

nior person in charge, so we need to have that.” [PT1] 

heme 2: Relationships 

Participants consistently described the quality of relationships 

etween co-debriefers as foundational to effective IPCD, shaping 

ow they engaged with one another, how confidently they con- 

ributed, and how they navigated the inherent complexities of 

PCD. Relationships were therefore positioned not as a passive fea- 

ure, but as an active influence on collaboration, facilitation, and 

he overall debriefing experience. 

a. Trust and mutual respect 

Trust was repeatedly identified as central to positive IPCD ex- 

eriences. Participants described feeling more comfortable engag- 

ng openly in the debrief when they trusted their co-debriefer’s in- 

entions, expertise, and approach. In contrast, a lack of trust con- 

trained interactions, leading some participants to limit their con- 

ributions. Furthermore, trust was closely associated with being 

pen to receiving feedback on debriefing skills: 

“The people that I’m faculty with are people that I trust implicitly. 

And I trust them to debrief me if they felt there were aspects of 

my debrief that could be improved upon.” [PT2] 

Mutual respect was described as enacted through attentive lis- 

ening, acknowledgement of contributions, and sensitivity to dif- 

ering facilitation styles, and when present, left participants feeling 

upported rather than scrutinized, enabling more fluid and collab- 

rative facilitation. 

b. Familiarity 

Participants highlighted familiarity as an important relational 

actor shaping IPCD practice, but not as an essential prerequisite. 

hether developed through prior clinical work, simulation teach- 

ng, or repeated IPCD encounters, familiarity enhanced predictabil- 

ty and confidence in how co-debriefers might respond during the 

ebrief: 

“The longer you’ve worked with someone, the easier it is because 

you understand their train of thought… you understand where you 

can help them or sit back and just let them go for it.” [N3] 

Participants recognized that IPCD often involved working with 

nfamiliar colleagues, and described the additional relational work 

equired to read cues, anticipate responses, and adapt facilitation 

n real time. In the absence of established relational histories, par- 

icipants reported uncertainty about how colleagues might inter- 

ene, respond to learners, or manage disagreement during the de- 

rief. One participant reflected on this challenge, noting concern 

bout differing facilitation approaches: 

“The thing that challenges me the most- when I don’t know the 

person I’m going to debrief with and I’m not 100% confident that 

they’re not going to do didactic teaching.” [N2] 

In such contexts, faculty prebriefing was seen as a means 

f mitigating perceived risk and fostering a sense of relational 
5

afety prior. Despite requiring additional time, coordination, and 

esource, participants spoke about using preparatory conversa- 

ions to anticipate and manage the social, relational, and peda- 

ogical complexities of co-debriefing across professional bound- 

ries, by clarifying expectations, defining boundaries, and agreeing 

oles: 

“We would always have our allocation sheet of who’s debriefing, 

who’s the plant, who’s the patient voice etc. That’s a core part of 

my way of practicing as faculty.” [PT2] 

Conversely, it was also acknowledged that familiarity could 

ntroduce additional complexity, particularly when pre-existing 

orkplace relationships and dynamics transferred into the debrief- 

ng space: 

“I think maybe where there are pre-existing relationships and 

ower dynamics from the workplace, I think they do carry through.”

M2] 

c. Modeling collaborative relationships 

Participants were acutely aware that their interactions as co- 

ebriefers were observed by learners and conveyed implicit mes- 

ages about interprofessional collaboration: 

“We are reminded that we are role modeling professional behavior 

and that students are watching.” [PT5] 

Modeling collaborative relationships was described as an edu- 

ational strategy and a professional responsibility. Participants de- 

cribed consciously modeling respectful dialogue, shared leader- 

hip, and mutual support during IPCD, recognizing that their re- 

ational behaviors formed part of the informal curriculum, and an 

vert opportunity to demonstrate how professionals from different 

ackgrounds could work together constructively, even when per- 

pectives differed. One participant highlighted the unique value of 

his form of authentic role-modeling: 

“I don’t know if there’s any other way to see this strong role- 

modeling if people can sit in a room and educate together and 

develop other people together.” [N12] 

Conversely, differences in professional agendas, even when sub- 

le, can create tension during debriefings, resulting in mixed mes- 

ages for learners and missed learning opportunities: 

“I’ve seen a few environments where the two debriefers might not 

have the same shared mental model of where the conversation’s 

going. You see quite an inefficient to-ing and fro-ing. I noticed it 

especially happen where debriefers don’t have a plan when they 

go in.” [N11] 

heme 3: Legitimizing inclusion 

Participants described inclusion within IPCD not as an auto- 

atic consequence of assembling faculty from different profes- 

ions, but as something that required active legitimization. Who 

as present as a co-debriefer, whose perspectives were made visi- 

le, and whose contributions were explicitly invited and validated 

haped the tone, process and quality of the debrief. Inclusion was 

herefore framed as an ongoing relational accomplishment, rather 

han a structural feature of interprofessional design. When legit- 

mized, inclusion supported psychological safety, broadened dia- 

ogue, and strengthened collaboration. When not, it risked becom- 

ng symbolic, leaving some voices present but peripheral. 

a. Intentional representation 

Participants highlighted intentional representation as a foun- 

ational mechanism through which inclusion was legitimized. 
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s

he visible presence of faculty from different professional back- 

rounds was described as carrying both symbolic and practi- 

al significance. Representation signaled whose perspectives were 

alued, and whose expertise was recognized as relevant within 

he debriefing space. Different professional lenses influenced how 

earner performance, teamwork, and communication were inter- 

reted, thereby expanding the scope and depth of reflection. 

ne participant described representation as preventing learn- 

rs from “feeling kind of isolated or alienated” [M7], whilst an- 

ther emphasized its role in fostering psychological safety and 

elatability: 

“It provides more psychological safety for the candidates if they’ve 

got somebody from each profession. It makes it safe for them be- 

cause they have somebody on their team, somebody they can re- 

late to.” [N5] 

Conversely, the absence of intentional representation was de- 

cribed as undermining inclusion at a structural level. Without 

isible professional anchors, certain groups were perceived as 

arginalized or disengaged: 

“Appropriate representation helps in terms of credibility, trustwor- 

thiness, and psychological safety. I have seen that firsthand in an 

entirely surgical-led course where the nurses completely get os- 

tracised and marginalised and then disengaged.” [M1] 

Participants further suggested that engagement was closely tied 

o whether individuals saw their profession reflected and legit- 

mized within the faculty group: 

“If pharmacists weren’t represented, they wouldn’t engage much, 

so I think it’s really important that the faculty reflects the group 

you’re training.” [PH1] 

b. Equitable voice 

While representation established the structural conditions for 

nclusion, participants described equitable voice as the mechanism 

hrough which it was enacted into meaningful participation. Voice 

as not assumed to be equally available to all co-debriefers by 

irtue of their presence; rather it required active enablement and 

alidation. Participants reflected on establishing and positioning 

heir own voice within the debriefing space: 

“So what am I? What voice do I bring? What do I bring to the

table?” [N11] 

These reflections underscored that inclusion depended not 

nly on intentional representation, but on whether contributions 

ere recognized as legitimate and integrated into the learn- 

ng conversation. Importantly, equitable voice was not equated 

ith equal airtime. Instead, it was described as ensuring that 

elevant contributions were heard, respected, and meaningfully 

ncorporated: 

“And having that respect for equal and valid and prized input into 

the debrief and most of the time I find that it’s very effective.”

[M2] 

heme 4: Faculty development 

Beyond supporting learner outcomes, IPCD was framed as a 

aluable forum for faculty development, one that is inaccessible 

or single debriefers. Participants highlighted the opportunities for 

nabling the growth of specific interprofessional facilitation skills, 

eflective capacity and expertise. Participants described learning 

hat occurred both implicitly, through observation and participa- 

ion during debriefs, and explicitly, through structured reflection 

ith co-debriefers. 
6

a. Learning through observation 

Participants highlighted the value of observing co-debriefers as 

 powerful learning opportunity. They described gaining insight 

nto different facilitation styles, questioning techniques, and ways 

f managing challenging moments by watching colleagues in ac- 

ion during live debriefs. Furthermore, participants emphasized the 

eed to navigate multiple professional perspectives, manage power 

ynamics, and balance contributions within the debriefing team, 

kills more relevant in IPCD contexts. Exposure to alternative ap- 

roaches was perceived as broadening one’s own facilitation reper- 

oire and prompting reflection on personal practice: 

“It gives us ways to observe simultaneously different debriefing 

styles because we all debrief it, debrief is an art, and thus we’ve 

all crafted our certain style.” [PT2] 

Learning through observation was described as particularly 

aluable in interprofessional contexts, where co-debriefers’ clin- 

cal and professional backgrounds shaped how they interpreted 

earner performance and subsequently guided discussion. This ob- 

ervational learning was often informal and cumulative, occur- 

ing through repeated IPCD encounters rather than through for- 

al training alone. Importantly, participants described this learn- 

ng as bidirectional, with experienced educators valuing the fresh 

erspectives and approaches of less experienced colleagues, and 

ecognizing IPCD as a space where expertise could be shared rather 

han unidirectionally transmitted. 

b. Meta-debriefing 

Meta-debriefing, reflective conversations between co-debriefers 

ollowing debriefings, was identified as a key mechanism for fac- 

lty development. Participants described using these conversations 

o share feedback, reflect on facilitation decisions, interpersonal 

ynamics, and the overall conduct of the debrief: 

“They notice how we interact, they notice what we say and how 

we do it well or not so well, and maybe suggest a structure for 

making improvements. I find that very helpful.” [OT2] 

Participants noted that these conversations were particularly 

aluable for making tacit aspects of facilitation explicit, including 

ow hierarchy, emotion, or group dynamics were navigated: 

“Have we thought about Equity, Diversity & Inclusion? If not, is 

there a way we could have brought that in? Was there a difficult 

dynamic in that group?” [M7] 

Importantly, however, participants also expressed uncertainty 

bout using meta-debriefing to surface interprofessional tensions 

mongst the faculty group itself, particularly when these mirrored 

ider clinical hierarchies: 

“I think that probably is something I’ve not had the confidence to 

draw out into a meta-debrief if I’m honest. I think that’s like dif- 

ficult if it’s about the hierarchy within clinical practice that then 

gets dragged into the sim center.” [PT2] 

iscussion 

This study explored faculty experiences and perceptions of 

PCD, with particular attention to how hierarchy is experienced 

nd navigated. In doing so, it responds to calls for deeper examina- 

ion of how IPCD is enacted in practice, beyond structural descrip- 

ions ( Cheng et al., 2015 ; Kumar et al., 2021 ). Our findings suggest

hat IPCD is best understood as a negotiated social practice shaped 

y hierarchy, relationships, and the active legitimization of inclu- 

ion, rather than a discrete facilitation technique. 
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aculty experiences of interprofessional co-debriefing 

Participants described IPCD as offering substantial educational 

nd professional value. Consistent with prior literature, they per- 

eived IPCD as broadening perspectives, distributing cognitive and 

motional workload, and enabling richer interprofessional dialogue 

 Joyce et al., 2025 ; Kumar et al., 2021 ). IPCD was also framed as

isible role-modeling of collaborative practice ( Hull et al., 2017 ; 

oyce et al., 2025 ). However, these benefits were not viewed as in- 

erent. IPCD was consistently described as effortful and context- 

ensitive, requiring deliberate preparation, relational trust and 

hared facilitation goals. Without these conditions, participants 

erceived IPCD as vulnerable to becoming a symbolic, signaling 

nterprofessional intent without meaningful collaboration, echoing 

oncerns raised in recent literature ( Jacob et al., 2025 ). 

Our findings suggest that IPCD evolves over time and within 

ocal contexts, as faculty develop confidence in navigating hierar- 

hy and interprofessional dynamics. Effectiveness appeared less de- 

endent on structural design and more on cumulative relational 

amiliarity and interprofessional facilitation expertise. Less expe- 

ienced faculty and those working with unfamiliar co-debriefers 

eported greater uncertainty and cognitive load, whereas experi- 

nced educators described greater ease in negotiating power dy- 

amics and voice. This aligns with broader work positioning fa- 

ilitation expertise as an iterative and practice-based ( Kolbe et al., 

023 ; Krogh et al., 2016 ; Kumar et al., 2025 a). 

Importantly, IPCD extended beyond learner benefit. Participants 

escribed it as a forum for faculty development, particularly when 

upported by meta-debriefing. This was particularly evident when 

pportunities for meta-debriefing were present. Observing col- 

eagues, sharing feedback, and reflecting on facilitation decisions 

nabled growth in interprofessional facilitation skills. However, 

articipants were less confident in surfacing interprofessional ten- 

ions, especially when these mirrored entrenched clinical hierar- 

hies. Without sufficient attention to faculty psychological safety, 

he developmental potential of meta-debriefing for deeper exami- 

ation of power, identity, and sociocultural dynamics within IPCD 

ontexts, remains only partially realized. 

ierarchy within interprofessional co-debriefing 

Participants described hierarchy as persistent, yet dynamically 

egotiated. Hierarchical influences extended beyond traditional in- 

erprofessional boundaries to include intraprofessional seniority, 

acilitation expertise, professional identity, and familiarity. Rather 

han viewing hierarchy as something that could or should be elim- 

nated from IPCD environments, participants emphasized recogniz- 

ng hierarchy as an inherent feature of interprofessional work and 

eveloping the capacity to manage it productively. These findings 

esonate closely with Robertson et al. (2022) , who conceptualized 

ower during interprofessional debriefing as visible and negotiable 

hrough interaction rather than removable. In our study, attempts 

o ignore or suppress hierarchy we viewed as counterproductive, 

hereas acknowledging it created opportunities for reflection and 

enegotiation. IPCD did not resolve power asymmetries, rather it 

xposed and opened them to negotiation. 

Representation and voice further shaped how hierarchy was 

xperienced. Interprofessional composition alone did not guaran- 

ee equitable participation. Inclusion required active legitimization 

hrough invitation, validation, and reinforcement. Without such 

trategies, participants from less dominant professional groups de- 

cribed withdrawing or deferring despite relevant expertise. Struc- 

ural supports such as defined role allocations or EDI frameworks 

 Ju et al., 2024 ; Purdy et al., 2023 ) were helpful but insufficient in

solation to address the sociocultural dynamics that shape IPCD in 

ractice. 
7

mplications for practice 

Our findings suggest that IPCD should be implemented inten- 

ionally, rather than assumed to be a universally beneficial or de- 

ault facilitation model. Participants were explicit that ICPD re- 

uires additional relational support, preparation, and faculty re- 

ource, and that its value depends on contextual readiness. In set- 

ings characterized by limited preparation, unfamiliarity, or dis- 

arities in facilitation experience, IPCD risked increasing cogni- 

ive load, reinforcing hierarchies, and disrupting the debriefing 

rocess. In such contexts, some participants questioned whether 

PCD meaningfully enhanced learning, or whether it risked becom- 

ng performative, signaling interprofessional intent without achiev- 

ng meaningful collaborative engagement. These accounts chal- 

enge assumptions that IPCD necessarily enhances debriefing qual- 

ty and supports calls to move beyond binary comparisons of sin- 

le versus co-debriefing, toward a more nuanced consideration of 

hen and under what conditions IPCD adds value ( Jacob et al., 

025 ; Kumar et al., 2021 ). IPCD should therefore be approached 

s a deliberate educational choice rather than a mandated 

tandard. 

For IPCD to function as intended, attention must be given to re- 

ational preparation, clarity of roles, shared facilitation goals, and 

pportunities for meta-debriefing. Decisions to use IPCD should 

onsider facilitator readiness and contextual capacity, not solely 

nterprofessional representation. Where these conditions are ab- 

ent, careful consideration should be given to whether IPCD is the 

ost appropriate approach for that context. When intentionally 

upported through faculty development that addresses hierarchy, 

dentity, and psychological safety, IPCD offers meaningful opportu- 

ities for interprofessional learning and educator growth. 

imitations 

Several limitations should be considered when interpreting 

hese findings. Participants were recruited exclusively from UK 

ettings, which may limit transferability to contexts with differ- 

nt healthcare structures, professional hierarchies, or sociocultural 

orms. In addition, participants were experienced simulation edu- 

ators with at least moderate exposure to IPCD. The perspectives 

f faculty new to IPCD are therefore not represented. Purposive 

ampling may also have introduced selection bias toward faculty 

ith particular interest or engagement in IPCD. Finally, interviews 

ere conducted online, which may have constrained interactional 

epth. Conversely, this approach enabled inclusion of participants 

rom a wide geographical range and enhanced accessibility. Con- 

istent with qualitative research principles, our aim is not to claim 

eneralizability, but to provide sufficient contextual detail and an- 

lytic transparency to allow readers to assess relevance and trans- 

erability to their own settings. 

ecommendations for future research 

This study highlights several directions for further research. 

irst, most participants were moderately or highly experienced in 

PCD, and further work involving more novice debriefers with lim- 

ted, but emerging, experience of IPCD may yield additional in- 

ights regarding how power, hierarchy, and confidence manifest 

n IPCD contexts. Second, this study focused exclusively on fac- 

lty perspectives; future research should explore how the rela- 

ional and hierarchical dynamics described here are experienced 

y learners, and how these dynamics influence learner engage- 

ent, psychological safety, and perceived learning. Finally, longi- 

udinal and intervention-focused studies examining how targeted 

aculty development strategies, such as structured preparation, 
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eta-debriefing, or relational skills training, shape IPCD practice 

ver time. 

onclusions 

This study provides an in-depth exploration of faculty experi- 

nces and perceptions of IPCD, positioning it as a complex and ne- 

otiated social practice rather than a discrete facilitation technique. 

he value of IPCD lies not in its structural composition, but in how 

ierarchy, relationships and inclusion are actively navigated and 

egitimized within the debriefing space. While faculty described 

PCD as offering meaningful educational and professional value, 

his was contingent upon relational trust, deliberate preparation, 

nd ongoing attention to representation and voice. Hierarchy re- 

ained persistent and dynamic, requiring recognition and manage- 

ent rather than avoidance. Importantly, IPCD functioned not only 

s a learner-orientated strategy, but also as a relational and devel- 

pmental space for faculty. Our findings suggest that IPCD can both 

einforce or disrupt traditional professional hierarchies, depending 

n how intentionally it is designed, supported and enacted within 

ocal contexts. 

unding 

This study is supported by a research grant secured from the 

cottish Society of Anesthetists . 

thics statement 

Ethical approval was granted by the University of Glas- 

ow School of Medical & Life Sciences Ethics Committee [Ref: 

00240285]. All participants provided written informed consent 

rior to interview and verbally reconfirmed consent at interview. 

articipation was voluntary, with participants informed they could 

ithdraw prior to transcription and anonymization of their data. 

nonymity and confidentiality were maintained throughout, with 

ll data securely stored in accordance with institutional data pro- 

ection policies. 

eclaration of competing interest 

None. 

RediT authorship contribution statement 

Prashant Kumar: Conceptualization, Data curation, Formal 

nalysis, Funding acquisition, Investigation, Methodology, Project 

dministration, Writing – original draft, Writing – review & editing. 

livia Groom: Data curation, Formal analysis, Methodology, Writ- 

ng – review & editing. Stephen Paterson: Data curation, Formal 

nalysis, Methodology, Writing – review & editing. Neil McGowan: 

nvestigation, Methodology, Writing – review & editing. Russell Al- 

an: Data curation, Investigation, Methodology, Writing – review & 

diting. Kathryn Sharp: Data curation, Investigation, Methodology, 

riting – review & editing. Susan Somerville: Conceptualization, 

ata curation, Formal analysis, Investigation, Methodology, Super- 

ision, Writing – review & editing. 

cknowledgments 

The authors would like to thank all the participants of the study 

or agreeing to be interviewed and for providing such great in- 

ights into this important aspect of simulation practice. 
8

eferences 

arlow, M., Dickie, R., Jacob, A., Maver, S., Flynn, N., Blunt, A., Darzins, S., 

Davies, H., Smith-Tamaray, M., & Jacob, E. (2025). Understanding interprofes- 

sional co-debriefing practices within large scale ward-based simulation. Clini- 
cal Simulation in Nursing, 107 , Article 101809. https://doi.org/10.1016/j.ecns.2025. 

101809 . 
oet, S., Bould, M. D., Burn, C. L., & Reeves, S. (2014). Twelve tips for a successful

interprofessional team-based high-fidelity simulation education session. Medical 
Teacher, 36 (10), 853–857. https://doi.org/10.3109/0142159X.2014.923558 . 

raun, V., & Clarke, V. (2021). Thematic analysis: A practical guide . Sage Publications .

rown, M. E. L., & Dueñas, A. N. (2020). A medical science educator’s guide to se-
lecting a research paradigm: Building a basis for better research. Medical Science 

Educator, 30 (1), 545–553. https://doi.org/10.1007/s40670- 019- 00898- 9 . 
heng, A., Eppich, W., Grant, V., Sherbino, J., Zendejas, B., & Cook, D. A. (2014).

Debriefing for technology-enhanced simulation: A systematic review and 
meta-analysis. Medical Education, 48 (7), 657–666. https://doi.org/10.1111/medu. 

12432 . 
heng, A., Palaganas, J., Eppich, W., Rudolph, J., Robinson, T., & Grant, V. (2015). Co-

debriefing for simulation-based education: A primer for facilitators. Simulation 

in Healthcare, 10 (2), 69–75. https://doi.org/10.1097/SIH.0 0 0 0 0 0 0 0 0 0 0 0 0 077 . 
heng, A., Grant, V., Huffman, J., Burgess, G., Szyld, D., Robinson, T., & Ep-

pich, W. (2017). Coaching the debriefer: Peer coaching to improve debrief- 
ing quality in simulation programs. Simulation in Healthcare, 12 (5), 319–325. 

https://doi.org/10.1097/SIH.0 0 0 0 0 0 0 0 0 0 0 0 0232 . 
rotty, M. (2003). The foundations of social research: Meaning and perspective in the 

research process . Sage Publications . 

ndacott, R., Gale, T., O’Connor, A., & Dix, S. (2018). Frameworks and quality mea- 
sures used for debriefing in team-based simulation: A systematic review. BMJ 

Simulation & Technology Enhanced Learning, 5 (2), 61–72. https://doi.org/10.1136/ 
bmjstel- 2017- 0 0 0297 . 

arrison, N., Somerville, S., Kumar, P., & Collins, K. (2024). Re-examining interprofes- 
sional simulation: Using social identity theory to explore the influence of ‘pro- 

fession’ on interprofessional learning. Clinical Simulation in Nursing, 97 , Article 

101652. https://doi.org/10.1016/j.ecns.2024.101652 . 
olmes, C., & Mellanby, E. (2022). Debriefing strategies for interprofessional 

simulation—A qualitative study. Advances in Simulation, 7 (1), 18. https://doi.org/ 
10.1186/s41077- 022- 00214- 3 . 

ull, L., Russ, S., Ahmed, M., Sevdalis, N., & Birnbach, D. J. (2017). Quality of interdis-
ciplinary postsimulation debriefing: 360 ° evaluation. BMJ Simulation & Technol- 

ogy Enhanced Learning, 3 (1), 9–16. https://doi.org/10.1136/bmjstel-2016-0 0 0125 . 

acob, E., Parrish, T., Duffy, C., Geale, S., Stewart, S., & Kendrick, K. (2025). Interpro-
fessional simulation co-debriefing practices: A systematic review. Clinical Simu- 

lation in Nursing, 108 , Article 101816. https://doi.org/10.1016/j.ecns2025.101816 . 
oyce, L. R., Meeks, M., & Somerville, S. G. (2025). Interprofessional co-debriefing 

in simulation- role modelling collaboration: A qualitative study. Simulation in 
Healthcare, 20 (6), 357–365. https://doi.org/10.1097/SIH.0 0 0 0 0 0 0 0 0 0 0 0 0859 . 

u, M., Bochatay, N., Werne, A., Essakow, J., Tsang, L., Nottingham, M., Franzon, D., 

Lyndon, A., & van Schaik, S. (2024). Changing the conversation: Impact of 
guidelines designed to optimise interprofessional facilitation of simulation- 

based team training. Advances in Simulation, 9 (1), 43. https://doi.org/10.1186/ 
s41077- 024- 00313- 3 . 

olbe, M., Goldhahn, J., Useini, M., & Grande, B. (2023). “Asking for help is a
strength”: How to promote undergraduate medical students’ teamwork through 

simulation training and interprofessional faculty. Frontiers in Psychology, 14 , Ar- 

ticle 1214091. https://doi.org/10.3389/fpsyg.2023.1214091 . 
rogh, K., Bearman, M., & Nestel, D. (2016). “Thinking on your feet”: A qualita- 

tive study of debriefing practice. Advances in Simulation, 1 , 12. https://doi.org/ 
10.1186/s41077- 016- 0011- 4 . 

umar, P., Paton, C., Simpson, H. M., King, C. M., & McGowan, N. (2021). Is interpro-
fessional co-debriefing necessary for effective interprofessional learning within 

simulation-based education. International Journal of Healthcare Simulation, 1 (1), 
49–55. https://doi.org/10.54531/INRX6536 . 

umar, P., Collins, K., Oliver, N., Duys, R., Park-Ross, J. F., Paton, C., Laws-Chapman, C.,

Eppich, W., & McGowan, N. (2025a). Exploring the meta-debrief: Developing 
a toolbox for debriefing the debrief. Simulation in Healthcare, 20 (3), 199–204. 

https://doi.org/10.1097/SIH.0 0 0 0 0 0 0 0 0 0 0 0 0830 . 
umar, P., Groom, O., Paterson, S., McGowan, N., Allan, R., Sharp, K., & 

Somerville, S. (2025b). Exploring faculty experiences and perceptions of in- 
terprofessional co-debriefing practice in healthcare simulation: A qualita- 

tive study protocol. BMJ Open, 15 , Article e109231. https://doi.org/10.1136/ 

bmjopen- 2025- 109231 . 
umar, P., Harrison, N. M., MacAleer, K., Khan, I., & Somerville, S. G. (2025c). Explor-

ing the role of self-led debriefings within simulation-based education: Time to 
challenge the status quo? Advances in Simulation, 10 , 9. https://doi.org/10.1186/ 

s41077- 025- 00342- 6 . 
alterud, K., Siersma, V. D., & Guassora, A. D. (2016). Sample size in qualitative 

interview studies: Guided by information power. Qualitative Health Research, 

26 (13), 1753–1760. https://doi.org/10.1177/10497323156174 4 4 . 
alinkas, L. A., Horwitz, S. M., Green, C. A., Wisdom, J. P., Duan, N., & Hoag-

wood, K. (2015). Purposeful sampling for qualitative data collection and analysis 
in mixed method implementation research. Administration and Policy in Mental 

Health and Mental Health Services Research, 42 (5), 533–544. https://doi.org/10. 
1007/s10488- 013- 0528- y . 

urdy, E., Symon, B., Marks, R., Speirs, C., & Brazil, V. (2023). Exploring equity, di-

versity, and inclusion in a simulation program using the SIM-EDI tool: The im- 

https://doi.org/10.1016/j.ecns.2025.penalty -@M 101809
https://doi.org/10.3109/0142159X.2014.923558
http://refhub.elsevier.com/S1876-1399(26)00061-7/sbref0003
https://doi.org/10.1007/s40670-019-00898-9
https://doi.org/10.1111/medu.penalty -@M 12432
https://doi.org/10.1097/SIH.0000000000000077
https://doi.org/10.1097/SIH.0000000000000232
http://refhub.elsevier.com/S1876-1399(26)00061-7/sbref0008
https://doi.org/10.1136/bmjstel-2017-000297
https://doi.org/10.1016/j.ecns.2024.101652
https://doi.org/10.1186/s41077-022-00214-3
https://doi.org/10.1136/bmjstel-2016-000125
https://doi.org/10.1016/j.ecns2025.101816
https://doi.org/10.1097/SIH.0000000000000859
https://doi.org/10.1186/s41077-024-00313-3
https://doi.org/10.3389/fpsyg.2023.1214091
https://doi.org/10.1186/s41077-016-0011-4
https://doi.org/10.54531/INRX6536
https://doi.org/10.1097/SIH.0000000000000830
https://doi.org/10.1136/bmjopen-2025-109231
https://doi.org/10.1186/s41077-025-00342-6
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1007/s10488-013-0528-y


P. Kumar, O. Groom, S. Paterson et al. Clinical Simulation in Nursing 115 (2026) 101963

R  

R  

T

pact of a reflexive tool for simulation educators. Advances in Simulation, 8 , 11. 
https://doi.org/10.1186/s41077- 023- 00250- 7 . 

ees, C. E., Crampton, P. E. S., & Monrouxe, L. V. (2020). Revisioning academic
medicine through a constructionist lens. Academic Medicine, 95 (6), 846–850. 

https://doi.org/10.1097/ACM.0 0 0 0 0 0 0 0 0 0 0 03109 . 
obertson, K., Ju, M., O’Brien, B. C., van Schaik, S. M., & Bochatay, N. (2022). Ex-

ploring the role of power during debriefing of interprofessional simulations. 
9

Journal of Interprofessional Care , 1–9. https://doi.org/10.1080/13561820.202. 
2029371 . 

ong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for reporting qual- 
itative research (COREQ): A 32-item checklist for interviews and focus groups. 

International Journal for Quality in Health Care, 19 (6), 349–357. https://doi.org/10. 
1093/intqhc/mzm042 . 

https://doi.org/10.1186/s41077-023-00250-7
https://doi.org/10.1097/ACM.0000000000003109
https://doi.org/10.1080/13561820.202.penalty -@M 2029371
https://doi.org/10.1093/intqhc/mzm042

	Faculty experiences and perceptions of interprofessional co-debriefing: An exploratory qualitative study
	Introduction
	Theoretical framework
	Material and methods
	Study design
	Sample
	Ethics
	Data collection
	Data analysis

	Results
	Participants
	Themes
	Theme 1: Hierarchy
	Theme 2: Relationships
	Theme 3: Legitimizing inclusion
	Theme 4: Faculty development

	Discussion
	Faculty experiences of interprofessional co-debriefing
	Hierarchy within interprofessional co-debriefing
	Implications for practice
	Limitations
	Recommendations for future research

	Conclusions
	Funding
	Ethics statement
	Declaration of competing interest
	CRediT authorship contribution statement
	Acknowledgments
	References


