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	Objectives: This report describes the implementation of a clinical debriefing (CD) program in intensive care units (ICU) and analyses its feasibility and its impact on staff well-being. 
Design: Observational study. 
Setting: From April to September 2023, post-shift CDs were run once a week in 2 out of 7 units in our department, using an adapted version of the DISCOVER-PHASE tool. CD sessions were performed face-to-face with volunteer members of the multidisciplinary ICU team. 
Main outcome measures: After 6 months, a survey assessing the satisfaction of the debriefed teams was conducted. The impact of CD on staff well-being was assessed using three validated questionnaires (Maslach Burnout Inventory, Ways of Coping Checklist, Professional Quality of Life Scale) administered in the 7 units before and after the CD period. 
Results: A total of 44 CDs were performed, lasting 15 (4–35) min. There were 6 (1–9) attendees per CD, mainly nurses (64.6%). Discussions focused mainly on basic problems related to dysfunctional material, communication and organization inside the team. The two debriefed teams were satisfied of the program and gave 9, 8 and 8 out of 10 on a visual analogical scale for the climate of confidence of the DC, their organisation, and their ability to improve working conditions and quality of care, respectively. Subscores at the three questionnaires assessing staff well-being before and after the CD period were similar, whether teams experienced CD or not. 
Conclusions: Implementing of post-shift debriefings in our ICU was feasible and well accepted. More prolonged programs are probably needed to demonstrate benefits on staff well-being. 
Implications for clinical practice: This report offers elements that other teams can use to successfully conduct post- shift debriefings and to plan future research on longer-term programs.   
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The long-term health status of critically ill survivors has become an increasing concern in recent years, due to the growing demand for critical care and the decreased mortality rates. Regardless of the primary reason for admission in an intensive care unit (ICU), survivors may experience medium and long-term sequela that are part of the post- intensive care syndrome (PICS) (Rousseau et al., 2021). Poor physical recovery and post-traumatic stress disorder are described factors impacting quality of life during years following ICU discharge (Deana et al., 2023, Sidiras et al., 2019). During an ICU stay, management strategies may have a negative impact on PICS occurrence. Conversely, some processes of care, like limiting sedation, optimizing nutritional intakes, encouraging family involvement and promoting active exercise, may mitigate PICS throughout the ICU stay (Devlin et al., 2018, Rousseau and Preiser, 2021). Regrettably, obstacles pertaining to patients, physicians, protocols, or the ICU setting continue to make their implementation difficult (Mion et al., 2023). Moreover, negative ICU experiences, like loss of identity, intimacy or dignity, dependence, fear, isolation, lack of information, delirium and discomforts related to pain, light or noise, may be partially responsible for mental sequela (Kalfon et al., 2019). Several factors contribute to dehumanization of care, including technological innovations transforming patients into a sum of parameters, inadequate working conditions, insufficient resources, or medical paternalism (Wilson et al., 2019). Humanizing ICUs means changing the management model, by adding value to the experience of patients as well as professionals (Nin Vaeza et al., 2020). Relying on staff to identify areas of opportunity rather than pushing a top-down agenda could change everything. 
In complex environments, debriefing is an effective educational and management tool that can help identify system strengths and weaknesses and improve both individual effectiveness and team performances (Tannenbaum and Cerasoli, 2013), in order to improve safety and quality of care (Skegg et al., 2023). Debriefings are facilitated discussions where participants talk, analysed and gain knowledge about a recent experience or event in which they worked together. This reflective tool can be applied in training settings (after a simulation exercise) or in situ after an actual work experience (most often a critical event). In these later situations, debriefings can be conducted in a number of ways: formally with structured questions and reporting, or less formally, optionally or not, soon after the experience or after a long time has passed. Additionally, the goal of a debriefing varies depending on the situation: performance management, problem solving, decision making, enhancing group identity, experiential learning, minimizing accidents, identifying hazards, taking corrective action, creating psychological safety (Allen et al., 2018). Although there is some conceptual ambiguity surrounding the current definition of a debriefing, all forms have four things in common: they involve active self-learning and self-discovery on the part of participants, they aim to promote development, they are focused on specific activities rather than on general performances, and they are based on input from multiple team members (Tannenbaum and Cerasoli, 2013). 
Various approaches to clinical debriefings were tested during the COVID-19 pandemics with the goal of addressing patient and team adaptation issues (Paquay et al., 2023). Post-shift clinical debriefings using a “good judgment” approach (Rudolph et al., 2006) and the plus/ delta method have been found to be the most effective (Paquay, Simon, 2023). During the pandemics, an emergency department successfully employed the DISCOVER-PHASE tool, which was created especially for post-shift debriefing (Servotte et al., 2020). Promoted as a standard procedure to produce ideas for quality enhancement, we applied this tool to the ICU setting to support the well-being of the team as well as the humanization of care. It is true that working in ICU can be extremely stressful, especially if medical professionals feel like there aren’t enough resources (Moss et al., 2016). Positive management and healthcare providers empowerment have been associated with lower burnout prevalence (Bienvenu, 2016). 
Literature examining clinical debriefings is fragmented, with a discrepancy between rationale, theory, practice, and efficacy evidence. This report aims to provide an overview of the clinical debriefing program that was implemented in our intensive care unit, to analyse its feasibility in daily practice, and to evaluate its impact on team well- being. Methods 
Settings 
This quality improvement project was implemented in a 7-unit adult intensive care department located in a university hospital. The 58-bed department includes 6 mixed medical and surgical units (also admitting transplant and immunosuppressed critically ill patients) and a unit dedicated to critical burn care. The department employs approximately a medical director, 15 senior physicians, 25 trainees from anaesthesiology, emergency, or internal medicine background, 210 critical care nurses, 7 physiotherapists (PT) and 7 logistics assistants. 
A grant from the “One-O-One (101) Fund” was used to fund the project and pay 0.5 full time equivalent (FTE) nurses for one year. Two nurses shared this position and were given the responsibility of conducting the debriefings (i.e. facilitators) and managing the overall quality improvement project. These two nurses were chosen among the ICU nurses of the department, because of their experience with healthcare simulation. Quality management project 
A preliminary phase was run between October 2022 and March 2023. The two facilitators, selected physicians, quality and safety manager and head nurses of our department were trained to clinical debriefing under the supervision of experts from the Medical Simulation Centre of our university. During this period, the project was presented to the 7 ICU teams. In parallel, every two months, critically ill survivors’ feedback about their recent ICU experience was given to the units that the patients were admitted to, by the coordinators of the post-ICU follow-up clinic. This allowed the teams to be aware of the experiences that the patients had, as well as any potential dehumanizing practices. Finally, a specific committee (Strategic Committee) was created inside our department, to support this new management strategy. This committee was coordinated by the two facilitators, and included the medical and nursing head of units, the medical and nursing directors of the intensive care department, and the quality and safety manager of the department. They all met monthly during 90 min. This committee’s responsibilities included choosing the most important issues raised during the debriefings, setting priorities, carrying out relevant action plans in tandem with the 2 participating teams, and overseeing the flow of information regarding actions and new decisions. 
Clinical debriefings were launched in April 2023 in 2 out of the 7 units, for a predefined period of 6 months (corresponding to the funding period). Because the facilitators could only commit 0.5 FTE to the project, only two units participated. The 2 participating units were selected in accord with their respective senior physicians and head nurse, based on organisational constraints: they had to represent both the surgical and medical ancillary aspects of our department and they couldn’t be working on any current other departmental projects. Moreover, we thought it would be better if the facilitators weren’t the nurses who typically worked in the two designated units. Ultimately, the 2 selected units were a 9-bed mixed ICU and a 8-bed mixed ICU, with similar rates of admission and mortality. 
Debriefings 
Debriefing sessions were performed face-to-face with members of the ICU team, at the end of the morning shift (7am–3 pm). Team members were under no obligation to participate. Originally, it was decided that the medical and nursing heads of the units would not take part, to promote free speech without intervention from the authorities. Perceived hierarchy in the room has been described as a factor that negatively impact the usefulness and the value of debriefings (Scott et al., 2022). Debriefings were scheduled once a week in each participating unit. For organisational and architectural reasons, debriefings were held into the unit, in the nurses’ station (that is mixed with the staff lounge in our hospital configuration). All debriefings were performed by one of our two debriefing facilitators. 
The DISCOVER-PHASE tool was used to standardize the debriefings (Servotte, Welch-Horan, 2020). Each debriefing session included 4 standardized steps. The introduction aimed to establish psychological safety and confidentiality. During the next reaction stage, the facilitator invited team members to share their emotions and initial reactions, in order to get a quick check of the atmosphere. During the following discussion, the various plus/delta were investigated using guided questions and simple prompts. These contributions were written down by the facilitator. Then a single delta or plus was chosen to be explored: in this project, it was decided to select one plus or delta focused on significant topics of the reaction phase or on concepts related to the pre- determined topic “humanizing intensive care”. The discussion was based on debriefing with good judgment (Rudolph, Simon, 2006). Debriefers captured participants’ thoughts on the event using a Frames 
–> Actions –> Results approach (Rudolph et al., 2008). The aim was to better understand the clinical and team thoughts and motivations behind the topic and to explore possible solutions by encouraging team reflexivity. Finally, the facilitator closed the session by summarizing actionable suggestions and thanking everyone for their participation. 
The participants’ reactions and the plus and delta elements, all anonymized, were documented by the facilitator in real time in a one-page form. This report was sent by email to the members of the Strategic Committee for further discussions. 
Debriefings analysis 
For each debriefing session, demographic data were collected, including the date and time of the debriefing, the number of participating healthcare providers, their role inside the unit team, the debriefing facilitator name, the duration of the debriefing, and any critical events that occurred during the morning shift. 
The facilitators secondarily categorized plus and delta points using the DOLL (Debriefing and Organizational Lessons Learned) classification framework (Paquay et al., 2022). This classification is composed of seven dimensions (patient, individuals, internal unit organization, procedures, work environment, other hospital units, and institution) and 13 subdimensions. 
Evaluation of the debriefed teams’ satisfaction 
At the end of the 6-month debriefing period, the members of the 2 units actively involved in the debriefing program were invited to complete a brief anonymous voluntary survey to gauge the debriefed teams’ perceptions regarding the psychological safety of the debriefing setting, the debriefing process itself, and the impact of the debriefings on the working conditions. To explore these three dimensions, three simple questions were submitted to these members: Q1/ I speak my mind fearlessly during debriefings, Q2/ The way debriefings are organized works for me, Q3/ Debriefing is a useful technique to enhance my working conditions and quality of care. Answers were in the format of a numerical scale, ranging from 0 (strongly disagree) to 10 (strongly agree). 
Evaluation of staff well-being 
The effect of the debriefing program on staff well-being was evaluated through the use of three validated questionnaires that are frequently employed to study human behaviour in stressful workplaces (Blomquist and Lasiter, 2022, Gualano et al., 2021). The self- administered Maslach Burnout Inventory (MBI) comprises 22 items that consider the three dimensions of burnout: emotional exhaustion, depersonalisation and feelings of personal accomplishment. Each item is scored on a seven-level Likert scale ranging from 0 (indicating never) to 6 (indicating every day) (Dion and Tessier, 1994). Scores ≥ 30 on emotional exhaustion, and/or ≥12 on depersonalisation and/or <34 on personal accomplishment as a high risk of burnout. The Ways of Coping Checklist (WCC), in its French version, is a 27-item questionnaire assessing three coping strategies (problem-focused coping, emotion- focused coping and seeking social support) (Bruchon-Schweitzer et al., 1996). Each coping strategy is assessed on a four-level Likert scale ranging from 1(not used) to 4 (used a great deal) in order to determine the extent to which the strategy is utilized by the individual. The Professional Quality of Life Scale (ProQOL) is a 30-item questionnaire measuring compassion satisfaction, burnout and secondary traumatic stress (Hemsworth et al., 2018). Each item is scored on a five-level Likert scale ranging from 1 (indicating never) to 5 (indicating very often). For each of the sub-scales scores are categorised as low (22 or less), moderate (between 23 and 41) or high (42 or more). All team members of the 7 units of our department were asked to complete the set of three questionnaires just before and at the end of the debriefing period. The two sets that belonged to a same member could be located by using an anonymous code. 
Statistical analysis 
Statistical analysis was performed using Graphpad Prism (version 10.0.3 for Mac OS, Graphpad Inc., San Diego, CA, USA). Normality was assessed using the Shapiro-Wilk test. As some datasets did not pass the normality test, the results were expressed as medians with minimum and maximum for quantitative parameters, or as counts and proportions for qualitative parameters. Comparisons between data were made using the Wilcoxon test. A p value < 0.05 was considered statistically significant. 
Results 
From April 2023 to September 2023, 51 debriefings were scheduled and 44 (23 in the Unit 1 and 21 in the Unit 2) were preformed (86.3 %). Seven debriefings were cancelled upon team request, due to an excessive workload. The number of instable patients treated in the unit during the debriefings were 0 (0–3). 
A total of 243 healthcare providers attended the 44 debriefings. The attendees were nurses (64.6 %), physicians (23 %), medical students (7 %), PT (4.1 %) and logistics assistants (1.3 %). The median number of attendees were 6 (1–9) per debriefing. At least one nurse or one physician was present in 43/44 (97.7 %) or 30/44 (68.2 %) debriefings, respectively. Medical and nursing heads of units fiercely contested being initially left out of the debriefings, contending that their opinions and suggestions ought to be discussed with the team. Finally, a compromise has been reached, which calls for their participation in the second half of the debriefing session if participants agreed. At that point, some fundamental organizational issues could be resolved right away without waiting for the Strategic Committee to convene. 
The median duration of the debriefings was 15 (4–35) min. The debriefing was considered by the facilitator as difficult in 8/44 sessions (18.2 %). 
Out of the 44 debriefings, 126 items were identified, including 41 (32.5 %) pluses and 85 (67.5 %) deltas, representing respectively 13 and 36 different subjects (Table 1). A median of 3 (1–8) points were discussed at each debriefing. The main reported pluses were related to patient, individual behaviours and communication. The main reported deltas were related to patient, communication, workload and material/ equipment. Six of these deltas were discussed in the Strategic Committee and led to effective or suggested working changes. The other deltas could not be examined due to a lack of time or management dysfunction. 
At the end of the debriefing period, 32/55 (58.2 %) members of the two teams actively participating to the debriefing program answered the satisfaction survey. The result of the survey is shown in Fig. 1. 
At least one set of 3 questionnaires exploring staff well-being was completed by 143 team members. Of them, 96 members only finished one of the two required sets, and four members were further eliminated due to mismatched anonymization codes. The two sets of questionnaires were available for 43 members and were finally analysed. The scores at the three questionnaires at the beginning and at the end of the debriefing period are detailed in Table 2. Subscores at the three questionnaires at the end of the debriefing period were similar to those observed at the beginning of the debriefing period, either for members of the two units actively participating to the debriefing program (n = 8) or for the members of the other units (n = 35). 
	Table 1 
Classification of the pluses and deltas based on the DOLL (Debriefing and Organizational Lessons Learned) framework dimensions.  
	Dimensions 
	Subdimensions 
	Plus 
	
	Delta 
	

	
	
	Total 
	Subjects 
	Total 
	Subjects 

	
	
	41 
	
	
	85 
	
	

	Patient 
	
	(27 
%) 
	−
−
	good communication with families good communication with patients 
	(18 
%) 
	−
−
	treatment inadequacy or error undefined treatment goals 

	
	
	
	−
	mobilization promotion 
	
	−
	interactions with patients 

	
	
	
	−
	sleep promotion 
	
	−
	lack of data about medical history 

	
	
	
	−
	privacy protection 
	
	−
	families visits  

	
	
	
	
	
	
	−
	relationships between families and healthcare providers 

	Individuals 
	Behaviour 
	(27 
%) 
	−
−
	mutual aid positive atmosphere 
	(1.2 
%) 
	−
	insufficient mutual aid 

	
	Training and knowledge 
	(2 %) 
	−
	breaking bad news skills 
	(2.4 
%) 
	−
	insufficient training either for physicians or nurses 

	
	Psychological and physical status 
	0  
	
	
	0  
	
	

	Unit organization 
	Roles, tasks and responsabilities 
	0  
	
	
	(4.8 
%) 
	−
−
	failure to complete assigned tasks unclear role during family meetings 

	
	Communication 
	(27 
%) 
	−
−
pr
	interdisciplinary collaboration shared decision making about life olonging treatments 
	(14 
%) 
	−
−
tr
	deficient interdisciplinary communication 
insufficient shared decision making about life prolonging eatments 

	
	Resources management 
	(12 
%) 
	− adequate medical supervision of the trainees 
	(10.5 
%) 
	− insufficient medical supervision 

	
	
	
	− task priorisation 
	
	− inadequate work schedule for some healthcare categories 

	
	
	
	− team organisation 
	
	− unavailable scientific resources 

	Procedures 
	
	0  
	
	(2.4 
%) 
	− absence of procedures related to some clinical conditions (ex: delirium) or nursing task (ex: unusual medication reconstitution) 

	Work environment 
	Material and equipment 
	0  
	
	(10.5 
%) 
	−
−
	defective material inadequate material 

	
	
	
	
	
	−
	insufficient quantity 

	
	Computer technology 
	0  
	
	(8 %) 
	−
	computer bugs 

	
	
	
	
	
	−
	defective material 

	
	
	
	
	
	−
	inadequate user interfaces 

	
	Site and infrastructure 
	0  
	
	(1.2 
%) 
	−
	defective intercom 

	
	Workload 
	0  
	
	(13 
%) 
	−
−
	insufficient human resources (nursing shortage) 
patients with delirium (increasing the need of nursing presence 

	
	
	
	
	
	at bedside) 
− patients with a extremely prolonged length of stay (increasing psychological load) − too many phone calls 
− secondary noise pollution 

	Other hospital units 
	(5 %) 
	− receiving help from other units of the department or from specialists 
	(4.8 
%) 
	− irrational repartition of patients between the units of the department 
− uncoordinated patients transfers from or to other departments (operating room, medical imaging) 

	Institution 	Institutional policy 
	0  
	
	(8 %) 
	− top-down management 
− frequent urgent staff recall 
− insufficient training of new employees 
− insufficient harmonization of practices among the units of the department 
− insufficient supply in work clothes 

	Economic and political constraints 
	0  
	
	(1.2 
%) 
	− insufficient promotion of well-being at work 

	Institution network 
	0  
	
	0   
	





Discussion 
The present report describes format, implementation, and initial results of a post-shift clinical debriefing program in ICU. This project was an opportunity for two of our nurses (the facilitators) to endorse leadership role inside the department. The designed program was feasible, with a facilitator dedicating 0.1 to 0.2 full time equivalent of the working time per debriefed unit and per week, including debriefing time, reports and follow-up of the suggested innovations. The framework of the DISCOVER-PHASE tool, transposed from COVID-19 context to ICU settings, was perfectly suitable. The duration of the debriefing sessions was satisfactory, allowing to discuss at least 3 pluses and/or deltas per session, as observed in previously published reports (Coggins et al., 2020, Servotte, Welch-Horan, 2020). A weekly frequency represented an acceptable balance between feasibility in term of human resources, needs raised by discussed pluses and deltas and opportunities to manage the suggested improvements. Determining the best time of day for the debriefings proved to be difficult. Nurses who are nearing the end of their shift tend to be less bothered by nursing or medical activities, but they may also be less involved because they are thinking about getting out of the hospital as quickly as possible. Determining the ideal location for the debriefings proved to be challenging as well; while keeping the talks about hierarchy private, an area outside the unit limits patient surveillance. These two parameters are highly dependent on the architecture and structure of the units and must be defined locally. 
In our experience, the percentage of debriefings that were canceled was less than 15 %. Even with the benefits of debriefing, there may still be a discrepancy between evidence-based theory and practice, as in the case of debriefings following critical events. The reasons for this gap can be divided in different categories: failure to debrief can be related audience failure, occasion failure, content failure, purpose failure (Arriaga et al., 2019). Time constraint, mainly due to an unexpected high workload, is a main cause for last-minute cancellation of debriefing. The biggest risk in the long run is most likely the purpose failure. 
[image: ]
Fig. 1. Satisfaction of the two teams participating on the post-shift debriefing program, assessed using a numeric rating scale scoring 3 assertions. 
Staff members may get tired of dealing with persistent issues that go unfixed and blocked attempts to make process improvements. These things also damage the process’s reputation. This kind of thinking emphasizes how important it is for the intensive care unit to have a strong leadership structure that can facilitate effective project coordination and communication and keep all stakeholders engaged in the quality improvement strategy (Paquay, Simon, 2023). 
The debriefing program was generally well accepted by the teams’ members, as demonstrated by the results of the satisfaction survey. Informal comments from a few healthcare professionals also emphasized the debriefings’ opportunities for discussion and idea sharing in a committed and polite setting. These findings are consistent with the perceptions of nurses participating in an operational debriefing program in an ICU in Syracuse (NY, US), consisting in a daily, brief, multidisciplinary debriefing session running from 2.30 to 2.45 PM, that aims to improve the working environment. The majority of participating nurses requested that debriefings continue because they felt they strengthened professional relationships and extended peer support (Sandhu et al., 2016). 
Our program did not have any impact on perceived staff well-being, although debriefings are recognized by nurses as a strengthener of workplace well-being (Jarden et al., 2019). In another report, moral distress scores were not significantly improved after a 6-month pilot period of monthly reflective debriefings lasting 45–60 min and scheduled at 7.30 AM (Browning and Cruz, 2018). In our context, a 6-month testing period was probably too short to observe such benefits. 
	uestionnaires 
	Subscales 
	Members of the two units actively participating to the debriefings (n = 8) 
	Members of the other units (n = 35) 
	

	
	
	Before the debriefing period 
	End of the debriefing period 
	p value 
	Before the debriefing period 
	End of the debriefing period 
	p value 

	MBI 
	emotional exhaustion, 
	(6–27) 
	13.5 (7.7–22.5)  
	0.484 
	(6–15) 
	(8–18)  
	0.442 

	
	depersonalisation 
	(6–12.5) 
	6.5 (3.2–10.5)  
	0.141 
	(5–15) 
	(5–14)  
	0.582 

	
	feelings of personal accomplishment 
	34.5 (27.5–40) 
	36.5 (32.2–37)  
	>0.999 
	(32–40) 
	(31–40)  
	0.939 

	WCC 
	problem-focused coping 
	25.5 (18–28.5) 
	(24–30)  
	0.234 
	(26–30) 
	(27–31)  
	0.577  

	
	emotion-focused coping 
	(12–22.8) 
	(19–22)  
	0.937 
	(17–22) 
	(16–21)  
	0.256  

	
	seeking social support 
	(17.2–25.5) 
	(16–25)  
	0.844 
	(18–24) 
	(20–25)  
	0.795 

	Pro-QOL 
	satisfaction 
	36.5 (31.2–40.5) 
	35.5 (30.5–37.8)  
	0.203 
	(34–38) 
	(34–40)  
	0.658  

	
	burnout 
	23.5 (22.2–28.5) 
	(23.2–27.8)  
	>0.999 
	(21–28) 
	(21–26)  
	0.737  

	
	secondary traumatic stress 
	23.5 (19.5–32.5) 
	24.5 (19.5–27)  
	0.883 
	(17–23) 
	(17–24)  
	0.924  


Table 2 
Moreover, debriefing is a key but not isolated aspect of team management aiming to promote engagement and to reduce burnout of healthcare providers (Shanafelt and Noseworthy, 2017, Vincent et al., 2022). 
Providing humane and personalized care is another key area to limit frustration and disillusion among ICU teams (Vincent, Boulanger, 2022). Debriefing implementation in our ICUs was specifically designed to encourage reflection on these aspects. However, this objective was not met in the present pilot program, as the majority of our debriefings concentrated on fundamental issues such as dysfunctional material, communication, and organization delta. In general, clinicians often prefer to discuss pathophysiology and medical facts than to deal with human factors and team dynamics. Furthermore, concerns about structural and internal problems keep clinicians away from humanizing ICU projects that are pushed to the sidelines. If debriefings are part of a process of continuous quality improvement, an associated powerful management system is essential to help focusing on specific aspects of patient-centered care rather than on fundamental structural issues. 
Limitations 
This is the first report of post-shift debriefings in a critical care setting. We used a well-established method of debriefing and categorization of the plus and deltas. The effects of this newly implemented program on staff well-being was assessed using validated questionnaires. However, the number of completed questionnaires was limited, and the feasibility was tested during a relatively short period. Furthermore, the present report and analysis is based on a local implementation. It would be useful to explore whether a similar program could be replicated to other centers potentially working in different cultures of quality improvement or in different management system. A collaboratively developed proactive debriefing program based on focus group interviews is the subject of an ongoing Australian study evaluating its effects on the well-being of ICU nurses’ staff (Levido et al., 2024). Lastly, we did not investigate how this type of debriefing program affected morbidity, quality of care, or patient experience. The design of the present project was not adapted to such objective. Even when focusing the most prevalent types of debriefings in ICU, such as those conducted after critical emergencies, the effects of debriefings on long-term patient outcomes are still unclear (Couper et al., 2013). It is likely that a pilot period longer than six months should be taken into account when planning future research. 
Conclusion 
The present report demonstrates that implementation of a post-shift debriefing program in ICUs is feasible and well accepted by teams. In our department, no benefits in staff well-being were observed as a result of a 6-month program of weekly brief multidisciplinary debriefings. 
	Subscores of the three questionnaires assessing well-being at work, before and at the end of the debriefing period.  


In a time when the burden of ICU survivorship and healthcare providers’ burnout are receiving more attention, it is critical to think about interventions that will lessen the negative effects of ICU settings on medical staff while simultaneously enhancing patient care. It is well recognized that debriefings foster team empowerment, learning, and reflexivity. Longer clinical debriefing programs should be used to further study their effects on patient outcomes and the well-being of work teams. 
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Numeric scale
0: strongly disagree - 10: strongly agree
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Statements:
S1=1 speak my mind fearlessly during debriefings.
S2 = The way debriefings are organized works for me.
S3 = Debriefing is a useful technique to enhance my working conditions and quality of care.




