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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.

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

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

Qualitative constructivist and constructionist paradigms.

Simulation 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, Al training, and similar technologies.
Introduction Interprofessional co-debriefing (IPCD), where two or more fac-

Simulation-based education is widely advocated to support in-
terprofessional education, enabling learners from different profes-
sional backgrounds to develop shared understandings, collabora-
tive behaviors, and team-based skills (Boet et al., 2014). Debrief-
ing is central to this process, providing a structured opportunity to
analyze performance, share perspectives, and surface assumptions
that shape clinical practice (Cheng et al, 2014; Holmes & Mel-
lanby, 2022). The presence of skilled facilitators is widely regarded
as crucial to effective and impactful debriefing (Cheng et al., 2017;
Endacott et al., 2018), although this long-held belief is increasingly
being questioned (Kumar et al., 2025c).
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ulty from different healthcare professional backgrounds jointly
facilitate the debriefing, has become more common as inter-
professional simulation programs grow in scale and complexity
(Kumar et al., 2021). IPCD offers several advantages. It can enrich
learners’ experiences by incorporating diverse perspectives, model-
ing authentic collaborative practice, distributing cognitive load, and
providing real-time mutual support between co-debriefers (Holmes
& Mellanby, 2022; Joyce et al., 2025; Kumar et al., 2021). However,
it can introduce challenges, including differing facilitation styles,
misaligned agendas and goals, interpersonal tensions and uncer-
tainty regarding roles (Joyce et al., 2025; Kumar et al., 2021). Ad-
ditionally, IPCD may surface deeper sociocultural complexities that
can intensify these challenges. Entrenched professional hierarchies,
power imbalances and longstanding intergroup tensions can shape
how co-debriefers coordinate tasks, negotiate authority and share
conversational space (Harrison et al., 2024). These dynamics have
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the potential to profoundly influence psychological safety and the
learning environment, for learners and faculty alike, yet how they
manifest during IPCD remains poorly understood.

Recent work has begun to explore elements of IPCD, but empir-
ical research in this area remains limited. Joyce et al. (2025) con-
ducted a small-scale, single-center study that highlighted per-
ceived benefits and challenges of IPCD, but offered limited insight
into how sociocultural influences such as hierarchy and power
shape IPCD practice. Barlow et al. (2025) examined IPCD within
ward-based simulation, identifying variability in debriefing qual-
ity and structure, as well as the absence of formalized frame-
works to support co-facilitation. Complementing these emerging
findings, Jacob et al’s (2025) systematic review concluded that
although IPCD is increasingly incorporated into interprofessional
simulation, its contribution is poorly understood, with no stud-
ies directly evaluating the impact of co-debriefing on learner out-
comes and few examining faculty experiences in depth. Deepen-
ing our understanding of sociocultural influences is crucial, as they
may enable or impede collaboration, impact the learning environ-
ment, and ultimately shape the quality of interprofessional educa-
tion.

This study aimed to explore faculty experiences and perceptions
of IPCD. Such insights into how faculty navigate IPCD can inform
faculty development, guide the design of interprofessional simula-
tion programs, and strengthen approaches to collaborative debrief-
ing 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?

Theoretical framework

This study was underpinned by constructivist and construc-
tionist paradigms. Constructivism posits that individuals actively
make sense of their experiences by constructing personal mean-
ings shaped by prior knowledge, values, and interactions (Brown
& Dueifias, 2020; Crotty, 2003). Constructionism extends this view
by emphasizing the sociocultural context in which meaning is
made. Cultural norms, professional expectations, organizational
structures, and interpersonal dynamics all influence how individ-
uals interpret their experiences (Crotty, 2003; Rees et al., 2020).
Together, these lenses challenge the notion of a single, objective
account of a debriefing experience, instead recognizing that mul-
tiple socially constructed realities may coexist, even when partici-
pants share the same nominal event.

These theoretical foundations align closely with the aims of
this study. IPCD represents a complex social practice involving ne-
gotiation and collaboration across professional boundaries, where
workplace hierarchies and embedded power relations shape both
interaction and interpretation. Faculty engaged in IPCD interpret
and respond to shared events through their own subjective lenses,
shaped by their professional experiences and the sociocultural
norms within which they work. Constructivist and constructionist
paradigms therefore provide a useful frame for exploring how fac-
ulty perceive, experience, and navigate IPCD, and how sociocultural
influences shape their interpretations and actions.

Material and methods

The study protocol, detailing design, recruitment strategy, ethi-
cal procedures, topic guide development, and analytical approach,
has already been published (Kumar et al., 2025b). Therefore, only
the key methodological elements are presented below.
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Study design

This study used a qualitative design underpinned by construc-
tivist and constructionist assumptions, allowing exploration of the
multiple subjective meanings faculty attributed to their experi-
ences of IPCD. Semi-structured interviews were used to generate
rich, contextualized accounts of participants’ experiences and per-
ceptions. Reflexive thematic analysis (RTA) guided data analysis,
consistent with our interpretive, nonpositivist orientation (Braun
& Clarke, 2021). This study is reported in accordance with the
Consolidated Criteria for Reporting Qualitative Research checklist
(Tong et al., 2007).

Sample

Participants were UK-based healthcare simulation educators
with experience of facilitating IPCD. Purposive sampling was used
to ensure diversity in professional background, level of debrief-
ing experience, geographical spread, and institutional context, with
snowball sampling employed to broaden reach (Palinkas et al.,
2015). Eligibility criteria required participants to be over 18 years
old, a registered healthcare professional, and with experience
of IPCD as faculty. Sample size was informed by the princi-
pal of information power, ensuring that data richness, relevance,
and analytical depth were prioritized over numerical saturation
(Malterud et al., 2016).

Ethics

Ethical approval was granted by the University of Glas-
gow School of Medical & Life Sciences Ethics Committee [Ref:
200240285]. All participants provided written informed consent
prior to interview and verbally reconfirmed consent at interview.
Participation was voluntary, with participants informed they could
withdraw prior to transcription and anonymization of their data.
Anonymity and confidentiality were maintained throughout, with
all data securely stored in accordance with institutional data pro-
tection policies.

Data collection

Semi-structured interviews were conducted online via Mi-
crosoft Teams between April and September 2025, thereby allow-
ing national recruitment without geographical restriction. Inter-
views lasted between 30 and 60 minutes and were guided by a
topic guide developed from the study aims and refined iteratively
by the research team (Kumar et al.,, 2025b). The interview format
enabled consistent exploration of core concepts while maintaining
flexibility to pursue emergent issues or novel lines of inquiry. Inter-
views were video-recorded, with transcriptions automatically gen-
erated via Microsoft Teams software. Each transcript was checked
and verified for accuracy by the interviewer prior to anonymiza-
tion, following which the corresponding video recording was se-
curely deleted.

Data analysis

Data were analyzed using RTA following Braun and Clark’s six-
phase approach (2021). Analysis involved repeated reading of tran-
scripts, inductive coding, development and iterative refinement of
themes, and analytic memo-writing. Three researchers (PK, OG
and SP) independently coded transcripts, meeting regularly to dis-
cuss interpretations, challenge assumptions, and refine developing
themes. Consistent with RTA, theme development was an active,
interpretive process shaped by our perspectives and engagement
with the data. Reflexive discussions supported transparency, rigor,
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and sensitivity to the sociocultural context of IPCD. NVivo was used
to support data management.

In keeping with the interpretivist foundations of RTA, we ap-
proached analysis reflexively. The research team comprised of sim-
ulation educators, practitioners and academics from diverse clinical
professional backgrounds, including medicine, nursing and phys-
iotherapy. Each researcher brought distinct experiences of IPCD,
shaping our analytic lens. We engaged in ongoing reflexive dia-
logue to consider how our assumptions, disciplinary backgrounds,
and professional identities influenced our interpretations, and how
these perspectives interacted with participants’ accounts during
coding and theme development.

Results
Participants

Thirty participants were interviewed for this study; 22 identi-
fied as female and eight as male. All participants had at least mod-
erate experience of IPCD, with 14 reporting extensive experience.
No participants were new to IPCD. Participants represented a range
of healthcare professional backgrounds, including nursing (n = 12),
medicine (n = 9), physiotherapy (n = 5), occupational therapy
(n = 2), pharmacy (n = 1), and midwifery (n = 1). A variety of
clinical disciplines were represented across professions, including
acute medicine, respiratory medicine, surgery, palliative care, crit-
ical care, obstetrics, pediatrics, emergency medicine, and mental
health. Most participants worked primarily in hospital-based set-
tings, although several also had experience in community con-
texts. Seven participants were working in nonclinical roles at the
time of interview, including positions within hospital-based edu-
cation teams, simulation centers or academic institutions. Partici-
pants were geographically dispersed across the UK, with represen-
tation from Scotland (n = 14) and England (n = 16).

Themes

Inductive RTA of the data identified four themes: (1) hierarchy,
(2) relationships, (3) legitimizing inclusion, and (4) faculty develop-
ment, with 10 sub-themes generated across these themes (Table 1).

Theme 1: Hierarchy

Hierarchy within IPCD contexts was described as complex, situ-
ational, and less linear than that encountered in clinical environ-
ments. Participants emphasized that while hierarchies remained
present within IPCD, its influence was neither uniform nor fixed,
but rather a phenomenon that shifted according to familiarity, ex-
perience, confidence, and contextual factors within the debriefing
space.

a. Rethinking origins of hierarchy

Participants frequently challenged assumptions that hierarchy
within IPCD originates primarily from interprofessional clinical
structures. Instead, they described hierarchy as arising from mul-
tiple, sometimes competing, sources that extended beyond profes-
sion alone. Intraprofessional hierarchies based on clinical seniority
within professions were often perceived as more influential than
inter-professional dynamics. As one participant reflected, hierarchy
felt more salient when co-debriefing with senior colleagues from
the same profession, while interprofessional boundaries softened
its impact:

“It's arguably easier for me not to feel influenced by hierarchy
when it’s people from different professions. Like maybe if it was a
very senior nurse, I feel it. That barrier is more broken down when
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it’s two different professions because we do different jobs, different
roles.” [N4]

Furthermore, participants highlighted that hierarchy linked to
debriefing experience and simulation seniority could be more in-
fluential than clinical rank in shaping interactions between co-
debriefers, reframing hierarchy within IPCD as a contextual and ne-
gotiated construct. Several participants described feeling empow-
ered by their facilitation expertise, positioning this as a legitimate
source 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-
fluence on how credibility was established and perceived, shap-
ing how hierarchy manifests in IPCD practice. Their accounts sug-
gested that when co-debriefers primarily identified as simulation
educators, hierarchy within the debriefing space was grounded in
pedagogical and facilitation expertise rather than clinical seniority.
This fostered a shared sense of purpose, reducing the prominence
of profession-based agendas. Educational expertise was repeatedly
recognized as credible in its own right, distinct from clinical back-
ground:

“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-
ing of credibility. In some IPCD contexts, particularly when work-
ing with unfamiliar colleagues or settings, clinical background and
seniority continued to function as important sources of perceived
legitimacy:

“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-
ticipants described actively negotiating and moderating its influ-
ence during IPCD. They emphasized that while hierarchical dy-
namics were always present, their impact fluctuated depend-
ing on relational and contextual factors. Familiarity between co-
debriefers was repeatedly identified as shaping these negotiations.
Pre-existing clinical or educational relationships enabled partici-
pants to acknowledge hierarchy more openly and to address it
collaboratively, rather than avoiding or minimizing its influence.
Several participants questioned whether the same degree of open-
ness and constructive challenge could be achieved in the absence
of prior rapport, particularly in settings where interprofessional
teams 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
as an attempt to eliminate it. Instead, they acknowledged hierar-
chy as an inherent feature of IPCD that required ongoing aware-
ness and management. As one participant explained, understand-
ing when hierarchy was helpful, when it became restrictive, and
how to respond accordingly was a shared responsibility with the
debriefing team:
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Table 1

Clinical Simulation in Nursing 115 (2026) 101963

Themes, Sub-themes and Exemplar Quotations.

Theme

Sub-themes

Exemplar Quotations

Hierarchy

Relationships

Legitimizing
inclusion

Faculty
development

Rethinking origins
of hierarchy

Professional identity

and perceived
credibility

Negotiating and
moderating
hierarchy

Trust and mutual
respect

Familiarity

Modeling
collaborative
relationships

Intentional
representation

Equitable voice

Learning through
observation

Meta-debriefing

“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]

“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]

“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]

“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]

“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]

“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]

“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]

“[ 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. | 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]

“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.”
[0T2]

“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]

“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.
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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-
sions:

“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]

Theme 2: Relationships

Participants consistently described the quality of relationships
between co-debriefers as foundational to effective IPCD, shaping
how they engaged with one another, how confidently they con-
tributed, and how they navigated the inherent complexities of
IPCD. Relationships were therefore positioned not as a passive fea-
ture, but as an active influence on collaboration, facilitation, and
the overall debriefing experience.

a. Trust and mutual respect

Trust was repeatedly identified as central to positive IPCD ex-
periences. Participants described feeling more comfortable engag-
ing openly in the debrief when they trusted their co-debriefer’s in-
tentions, expertise, and approach. In contrast, a lack of trust con-
strained interactions, leading some participants to limit their con-
tributions. Furthermore, trust was closely associated with being
open 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-
tening, acknowledgement of contributions, and sensitivity to dif-
fering facilitation styles, and when present, left participants feeling
supported rather than scrutinized, enabling more fluid and collab-
orative facilitation.

b. Familiarity

Participants highlighted familiarity as an important relational
factor shaping IPCD practice, but not as an essential prerequisite.
Whether developed through prior clinical work, simulation teach-
ing, or repeated IPCD encounters, familiarity enhanced predictabil-
ity and confidence in how co-debriefers might respond during the
debrief:

“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
unfamiliar colleagues, and described the additional relational work
required to read cues, anticipate responses, and adapt facilitation
in real time. In the absence of established relational histories, par-
ticipants reported uncertainty about how colleagues might inter-
vene, respond to learners, or manage disagreement during the de-
brief. One participant reflected on this challenge, noting concern
about 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
of mitigating perceived risk and fostering a sense of relational
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safety prior. Despite requiring additional time, coordination, and
resource, participants spoke about using preparatory conversa-
tions to anticipate and manage the social, relational, and peda-
gogical complexities of co-debriefing across professional bound-
aries, by clarifying expectations, defining boundaries, and agreeing
roles:

“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
introduce additional complexity, particularly when pre-existing
workplace relationships and dynamics transferred into the debrief-
ing space:

“ think maybe where there are pre-existing relationships and
power dynamics from the workplace, I think they do carry through.”
[M2]

c. Modeling collaborative relationships

Participants were acutely aware that their interactions as co-
debriefers were observed by learners and conveyed implicit mes-
sages 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-
cational strategy and a professional responsibility. Participants de-
scribed consciously modeling respectful dialogue, shared leader-
ship, and mutual support during IPCD, recognizing that their re-
lational behaviors formed part of the informal curriculum, and an
overt opportunity to demonstrate how professionals from different
backgrounds could work together constructively, even when per-
spectives differed. One participant highlighted the unique value of
this form of authentic role-modeling:

“ 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-
tle, can create tension during debriefings, resulting in mixed mes-
sages 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]

Theme 3: Legitimizing inclusion

Participants described inclusion within IPCD not as an auto-
matic consequence of assembling faculty from different profes-
sions, but as something that required active legitimization. Who
was present as a co-debriefer, whose perspectives were made visi-
ble, and whose contributions were explicitly invited and validated
shaped the tone, process and quality of the debrief. Inclusion was
therefore framed as an ongoing relational accomplishment, rather
than a structural feature of interprofessional design. When legit-
imized, inclusion supported psychological safety, broadened dia-
logue, and strengthened collaboration. When not, it risked becom-
ing symbolic, leaving some voices present but peripheral.

a. Intentional representation

Participants highlighted intentional representation as a foun-
dational mechanism through which inclusion was legitimized.
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The visible presence of faculty from different professional back-
grounds was described as carrying both symbolic and practi-
cal significance. Representation signaled whose perspectives were
valued, and whose expertise was recognized as relevant within
the debriefing space. Different professional lenses influenced how
learner performance, teamwork, and communication were inter-
preted, thereby expanding the scope and depth of reflection.
One participant described representation as preventing learn-
ers from “feeling kind of isolated or alienated” [M7], whilst an-
other emphasized its role in fostering psychological safety and
relatability:

“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-
scribed as undermining inclusion at a structural level. Without
visible professional anchors, certain groups were perceived as
marginalized 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
to whether individuals saw their profession reflected and legit-
imized 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
inclusion, participants described equitable voice as the mechanism
through which it was enacted into meaningful participation. Voice
was not assumed to be equally available to all co-debriefers by
virtue of their presence; rather it required active enablement and
validation. Participants reflected on establishing and positioning
their 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
only on intentional representation, but on whether contributions
were recognized as legitimate and integrated into the learn-
ing conversation. Importantly, equitable voice was not equated
with equal airtime. Instead, it was described as ensuring that
relevant contributions were heard, respected, and meaningfully
incorporated:

“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]

Theme 4: Faculty development

Beyond supporting learner outcomes, IPCD was framed as a
valuable forum for faculty development, one that is inaccessible
for single debriefers. Participants highlighted the opportunities for
enabling the growth of specific interprofessional facilitation skills,
reflective capacity and expertise. Participants described learning
that occurred both implicitly, through observation and participa-
tion during debriefs, and explicitly, through structured reflection
with co-debriefers.
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a. Learning through observation

Participants highlighted the value of observing co-debriefers as
a powerful learning opportunity. They described gaining insight
into different facilitation styles, questioning techniques, and ways
of managing challenging moments by watching colleagues in ac-
tion during live debriefs. Furthermore, participants emphasized the
need to navigate multiple professional perspectives, manage power
dynamics, and balance contributions within the debriefing team,
skills more relevant in IPCD contexts. Exposure to alternative ap-
proaches was perceived as broadening one’s own facilitation reper-
toire 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
valuable in interprofessional contexts, where co-debriefers’ clin-
ical and professional backgrounds shaped how they interpreted
learner performance and subsequently guided discussion. This ob-
servational learning was often informal and cumulative, occur-
ring through repeated IPCD encounters rather than through for-
mal training alone. Importantly, participants described this learn-
ing as bidirectional, with experienced educators valuing the fresh
perspectives and approaches of less experienced colleagues, and
recognizing IPCD as a space where expertise could be shared rather
than unidirectionally transmitted.

b. Meta-debriefing

Meta-debriefing, reflective conversations between co-debriefers
following debriefings, was identified as a key mechanism for fac-
ulty development. Participants described using these conversations
to share feedback, reflect on facilitation decisions, interpersonal
dynamics, 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
valuable for making tacit aspects of facilitation explicit, including
how 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
about using meta-debriefing to surface interprofessional tensions
amongst the faculty group itself, particularly when these mirrored
wider 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]

Discussion

This study explored faculty experiences and perceptions of
IPCD, with particular attention to how hierarchy is experienced
and navigated. In doing so, it responds to calls for deeper examina-
tion of how IPCD is enacted in practice, beyond structural descrip-
tions (Cheng et al., 2015; Kumar et al., 2021). Our findings suggest
that IPCD is best understood as a negotiated social practice shaped
by hierarchy, relationships, and the active legitimization of inclu-
sion, rather than a discrete facilitation technique.
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Faculty experiences of interprofessional co-debriefing

Participants described IPCD as offering substantial educational
and professional value. Consistent with prior literature, they per-
ceived IPCD as broadening perspectives, distributing cognitive and
emotional workload, and enabling richer interprofessional dialogue
(Joyce et al., 2025; Kumar et al., 2021). IPCD was also framed as
visible role-modeling of collaborative practice (Hull et al., 2017;
Joyce et al., 2025). However, these benefits were not viewed as in-
herent. IPCD was consistently described as effortful and context-
sensitive, requiring deliberate preparation, relational trust and
shared facilitation goals. Without these conditions, participants
perceived IPCD as vulnerable to becoming a symbolic, signaling
interprofessional intent without meaningful collaboration, echoing
concerns raised in recent literature (Jacob et al., 2025).

Our findings suggest that IPCD evolves over time and within
local contexts, as faculty develop confidence in navigating hierar-
chy and interprofessional dynamics. Effectiveness appeared less de-
pendent on structural design and more on cumulative relational
familiarity and interprofessional facilitation expertise. Less expe-
rienced faculty and those working with unfamiliar co-debriefers
reported greater uncertainty and cognitive load, whereas experi-
enced educators described greater ease in negotiating power dy-
namics and voice. This aligns with broader work positioning fa-
cilitation expertise as an iterative and practice-based (Kolbe et al.,
2023; Krogh et al., 2016; Kumar et al., 2025a).

Importantly, IPCD extended beyond learner benefit. Participants
described it as a forum for faculty development, particularly when
supported by meta-debriefing. This was particularly evident when
opportunities for meta-debriefing were present. Observing col-
leagues, sharing feedback, and reflecting on facilitation decisions
enabled growth in interprofessional facilitation skills. However,
participants were less confident in surfacing interprofessional ten-
sions, especially when these mirrored entrenched clinical hierar-
chies. Without sufficient attention to faculty psychological safety,
the developmental potential of meta-debriefing for deeper exami-
nation of power, identity, and sociocultural dynamics within IPCD
contexts, remains only partially realized.

Hierarchy within interprofessional co-debriefing

Participants described hierarchy as persistent, yet dynamically
negotiated. Hierarchical influences extended beyond traditional in-
terprofessional boundaries to include intraprofessional seniority,
facilitation expertise, professional identity, and familiarity. Rather
than viewing hierarchy as something that could or should be elim-
inated from IPCD environments, participants emphasized recogniz-
ing hierarchy as an inherent feature of interprofessional work and
developing the capacity to manage it productively. These findings
resonate closely with Robertson et al. (2022), who conceptualized
power during interprofessional debriefing as visible and negotiable
through interaction rather than removable. In our study, attempts
to ignore or suppress hierarchy we viewed as counterproductive,
whereas acknowledging it created opportunities for reflection and
renegotiation. IPCD did not resolve power asymmetries, rather it
exposed and opened them to negotiation.

Representation and voice further shaped how hierarchy was
experienced. Interprofessional composition alone did not guaran-
tee equitable participation. Inclusion required active legitimization
through invitation, validation, and reinforcement. Without such
strategies, participants from less dominant professional groups de-
scribed withdrawing or deferring despite relevant expertise. Struc-
tural supports such as defined role allocations or EDI frameworks
(Ju et al., 2024; Purdy et al., 2023) were helpful but insufficient in
isolation to address the sociocultural dynamics that shape IPCD in
practice.
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Implications for practice

Our findings suggest that IPCD should be implemented inten-
tionally, rather than assumed to be a universally beneficial or de-
fault facilitation model. Participants were explicit that ICPD re-
quires additional relational support, preparation, and faculty re-
source, and that its value depends on contextual readiness. In set-
tings characterized by limited preparation, unfamiliarity, or dis-
parities in facilitation experience, IPCD risked increasing cogni-
tive load, reinforcing hierarchies, and disrupting the debriefing
process. In such contexts, some participants questioned whether
IPCD meaningfully enhanced learning, or whether it risked becom-
ing performative, signaling interprofessional intent without achiev-
ing meaningful collaborative engagement. These accounts chal-
lenge assumptions that IPCD necessarily enhances debriefing qual-
ity and supports calls to move beyond binary comparisons of sin-
gle versus co-debriefing, toward a more nuanced consideration of
when and under what conditions IPCD adds value (Jacob et al.,
2025; Kumar et al., 2021). IPCD should therefore be approached
as a deliberate educational choice rather than a mandated
standard.

For IPCD to function as intended, attention must be given to re-
lational preparation, clarity of roles, shared facilitation goals, and
opportunities for meta-debriefing. Decisions to use IPCD should
consider facilitator readiness and contextual capacity, not solely
interprofessional representation. Where these conditions are ab-
sent, careful consideration should be given to whether IPCD is the
most appropriate approach for that context. When intentionally
supported through faculty development that addresses hierarchy,
identity, and psychological safety, IPCD offers meaningful opportu-
nities for interprofessional learning and educator growth.

Limitations

Several limitations should be considered when interpreting
these findings. Participants were recruited exclusively from UK
settings, which may limit transferability to contexts with differ-
ent healthcare structures, professional hierarchies, or sociocultural
norms. In addition, participants were experienced simulation edu-
cators with at least moderate exposure to IPCD. The perspectives
of faculty new to IPCD are therefore not represented. Purposive
sampling may also have introduced selection bias toward faculty
with particular interest or engagement in IPCD. Finally, interviews
were conducted online, which may have constrained interactional
depth. Conversely, this approach enabled inclusion of participants
from a wide geographical range and enhanced accessibility. Con-
sistent with qualitative research principles, our aim is not to claim
generalizability, but to provide sufficient contextual detail and an-
alytic transparency to allow readers to assess relevance and trans-
ferability to their own settings.

Recommendations for future research

This study highlights several directions for further research.
First, most participants were moderately or highly experienced in
IPCD, and further work involving more novice debriefers with lim-
ited, but emerging, experience of IPCD may yield additional in-
sights regarding how power, hierarchy, and confidence manifest
in IPCD contexts. Second, this study focused exclusively on fac-
ulty perspectives; future research should explore how the rela-
tional and hierarchical dynamics described here are experienced
by learners, and how these dynamics influence learner engage-
ment, psychological safety, and perceived learning. Finally, longi-
tudinal and intervention-focused studies examining how targeted
faculty development strategies, such as structured preparation,
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meta-debriefing, or relational skills training, shape IPCD practice
over time.

Conclusions

This study provides an in-depth exploration of faculty experi-
ences and perceptions of IPCD, positioning it as a complex and ne-
gotiated social practice rather than a discrete facilitation technique.
The value of IPCD lies not in its structural composition, but in how
hierarchy, relationships and inclusion are actively navigated and
legitimized within the debriefing space. While faculty described
IPCD as offering meaningful educational and professional value,
this was contingent upon relational trust, deliberate preparation,
and ongoing attention to representation and voice. Hierarchy re-
mained persistent and dynamic, requiring recognition and manage-
ment rather than avoidance. Importantly, IPCD functioned not only
as a learner-orientated strategy, but also as a relational and devel-
opmental space for faculty. Our findings suggest that IPCD can both
reinforce or disrupt traditional professional hierarchies, depending
on how intentionally it is designed, supported and enacted within
local contexts.
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