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Debrief is a dedicated session in which participants review and reflect on team performance or a clinical
outcome. Surgical debriefs are multi-disciplinary, involving surgeons, anesthesia, nursing and allied
healthcare staff. These sessions are structured with a designated moderator utilizing a checklist to guide
the discussion. Surgical debriefs are typically implemented across a healthcare system as part of a
comprehensive quality package. The World Healthcare Organization first published a surgical safety
checklist in 2009 to guide organizations implementing structured surgical debriefs®. Surgical checklists
have been shown to decrease morbidity and mortality in patients across a diverse global patient
population in a variety of economic settings, as well as improve team performance and
communication®3,

In the operating room, formal checklists or “time-outs” are utilized as a type of debrief before, during,
and after procedures. Prior to starting a procedure, a structured debrief is an opportunity for closed
loop communication within the multi-disciplinary team to confirm key elements such as the procedure
plan and surgical site, fire safety, anesthetic considerations, and equipment availability. A pre-incisional
debrief again confirms team members names and roles, administration of antibiotics, and anticipated
critical steps and case length. Post-surgical debriefs are crucial to facilitating safe handoffs to post-
anesthesia nursing care, but their importance goes beyond the status of foley catheters and incisional
dressings. A thorough post-surgical debrief integrates lessons learned, identifies performance gaps, and
reflects on team performance. These huddles discuss what the team did well during the surgery and
identify systems-based issues to address.

Barriers to a robust post-surgical debrief include time constraints such as the divided attention of team
members during emergence from anesthesia, and pressure on surgical providers to address other
patient care. A strong institutional culture of safety can increase buy-in and adherence to debriefing
protocols in operative settings.

Example: On GYN overnight call, an urgent D&C for bleeding in the setting of suspicious molar
pregnancy was performed. The surgical team included a traveler circulator nurse, and an orthopedic
surgical technician at 0200. During the post-procedure debrief with the attending physician, the team
realized that the specimen (uterine contents) was not retrieved from the sock in the suction canister.
This narrowly averted disposing of the specimen: creating an irretrievable specimen event with potential
serious implications for the patient’s continued care.
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