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Abstract
Background: Routine clinical debriefings (RCDs) have been shown to improve communication, team reflexivity, and safety in clinical settings. 
When combined with incident reports (IRs), RCDs offer a potential tool for enhancing quality improvement frameworks. This study aimed to 
identify and compare healthcare safety-related information captured through RCDs and IRs in a Belgian emergency department operating across 
two distinct facilities.
Methods: This study employed a quasi-mixed-method design with a monostrand conversion approach. Information was collected from 90 RCDs 
and 263 IRs. Data were analyzed using two frameworks: the World Health Organization’s Incident Report Classification Grid and the Debriefing 
and Organizational Lessons Learned Grid.
Results: The findings revealed significant differences in the types of information captured by RCDs and IRs. RCDs predominantly highlighted 
teamwork, internal organization, and procedural issues, while IRs focused more on care processes, patient concerns, and patient flow. These 
complementary insights demonstrate the value of integrating RCDs and IRs to create a comprehensive understanding of patient and clinician 
safety.
Conclusions: This study highlights the complementary nature of RCDs and IRs in addressing healthcare safety. RCDs foster team reflexivity 
and promote open discussions about systemic challenges, directly improving team cohesion, resilience, and learning. Combining RCDs and IRs 
provides actionable insights for enhancing safety and driving organizational improvements.
Keywords: safety; patient; emergency service; hospital; management; risk; practice community; debriefing

Introduction
Routine clinical debriefings (RCDs) are structured interpro-
fessional meetings, guided by trained facilitators who aim to 
promote team reflexivity, learning, and empowerment in clin-
ical settings. They help teams to learn from experience [1–4]. 
During RCD, clinicians exchange viewpoints on the past shift 
to emphasize positive aspects and identify potential shortcom-
ings. RCDs present an opportunity for discussion, learning, 
and system enhancement [5–8]. Recent studies even high-
light the value of RCDs in facilitating leadership interventions, 
offering peer support, and providing leaders with insights into 
team well-being [9, 10]. By addressing team well-being, it can 
be assumed that positive effects will extend to productivity, 
organizational efficiency, morale, and the quality of patient 

care [2, 11, 12]. Moreover, RCDs can align with this Safety-II 
approach as they not only address areas for improvement but 
also explore how positive performance can be maintained [9, 
13, 14]. However, without a concerted effort to extract value 
from the insights gleaned, there is a risk of participants view-
ing RCDs as a mere ritual, devoid of tangible impact, leading 
to demotivation or process fatigue [14].

Despite international recommendations and evidence sup-
porting the benefits of RCD, its widespread adoption remains 
limited [15, 16]. Escalating adoption of RCD during the 
COVID-19 pandemic underscores its potential as the linch-
pin for healthcare team reflexivity [5]. However, substantial 
change depends on its seamless integration into a more com-
prehensive improvement ecosystem. While some studies have 
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explored effective methods for conducting RCD, there is a 
glaring paucity of evidence concerning its integration into a 
cohesive strategy. This gap becomes clearer when considering 
the lack of established implementation strategies for embed-
ding RCDs within broader quality and safety initiatives. Thus, 
it becomes imperative to explore strategies that not only sus-
tain but enhance the promise held by RCD. Studying the 
actual topics clinical teams discuss during RCDs should facil-
itate their alignment with a broader patient safety strategy. 
Achieving this goal necessitates structured RCD processes and 
standardized tools for analyzing the data collected during 
these sessions.

Well-established processes for reporting patient safety 
information, such as incident reports (IRs), patient experi-
ence surveys and patient complaints, have been in place for 
a considerable time. Both IRs and RCDs function as critical 
tools for healthcare teams to convey essential safety informa-
tion, indicating a potential synergy between these mechanisms 
[9]. To advance the practical implementation of RCDs, it is 
essential to examine how RCDs and IRs can be integrated 
within a holistic quality and safety strategy. Investigating their 
complementary roles could lead to a more cohesive and effec-
tive approach to enhancing patient safety, but also fortify the 
overall framework for continuous improvement in healthcare 
settings. Therefore, the objectives of the study were to iden-
tify and compare healthcare safety-related information and 
insights captured through RCDs and IRs.

Methods
Design and hypotheses
The study employed a quasi-mixed-method with a monos-
trand conversion design. To meet the two stated objectives, 
we collected information and insights from RCDs and IRs. To 
ensure a thorough and comprehensive analysis, two frame-
works were applied in the coding process: (I) The World 
Health Organization’s (WHO) Incident Report Classification 
Grid (adapted to the hospital) [17]; and (ii) The Debrief-
ing and Organizational Lessons Learned (DOLL) Grid [14]. 
Table 1 illustrates the structure and granularity of these two 
frameworks. The information and insights extracted from 
both processes, RCDs and IRs, were coded based on these 
two grids as the WHO framework is more focused on IRs 
while the DOLL framework is more aligned with RCDs. Once 
sorted, we transformed qualitative data into quantitative data 
to compare distributions and gain a deeper understanding of 
the relationships between the data and the two frameworks. 
Given that our study follows a mixed methods approach, 
the Mixed Methods Appraisal Tool (MMAT) was used to 
assess the relevance and rigor of this approach. Meanwhile, 
The Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) was used as a reporting guideline, 
with particular emphasis on the quantitative component of 
the study. These tools helped guide the design and execution 
of the study. The proposed design aimed to test the follow-
ing empirical hypothesis that “the information and insights 
obtained from RCDs and IRs are complementary in terms of 
healthcare safety.”

Study site
Researchers collected data from the Emergency Department 
(ED) of the University Hospital of Liège, Belgium. This ED 

operates in two geographically distinct facilities: Main and 
Satellite. The Main facility is part of a tertiary care hospital 
located in a suburban area, while the Satellite is an urban sec-
ondary hospital. The ED from the Main facility was raised 
under the cultural umbrella of a Public University Teaching 
Hospital while the second ED history started as part of a 
private clinic that was merged with the Main Hospital. There-
fore, the facilities can be considered as two distinct hospitals 
operating under the same overarching organization and man-
agement structure. The two facilities combine an annual ED 
census of ∼100 000 patients, with the Main handling ∼57% 
and the Satellite handling 43%. The ED employs ∼50 physi-
cians and 120 nurses. Nurses are assigned to Main or Satellite 
while physicians are scheduled at both sites.

Data collection
Routine clinical debriefings
We collected data from RCDs conducted between February 
2021 and December 2021. RCDs were performed face-to-face 
after morning, afternoon or night shifts among medical and 
nursing members of the ED in the two facilities. Debriefings 
were held in a private room adjoining the unit to promote 
access and privacy. All debriefers had a clinical background 
and previous training in Debriefing with Good Judgment and 
the Plus-Delta method [18]. Debriefing began with a quick 
status check of the team, then, a plus/delta investigation was 
conducted. Pluses/deltas and suggestions for improvement 
were written down by the debriefer. Then a single delta or 
plus was chosen to be explored to better understand the clin-
ical and team thoughts and motivations behind the topic and 
to explore possible solutions by encouraging team reflexiv-
ity. Once the RCD was over, a brief report was written and 
included: the date, location, number of participants, CD dura-
tion, plus/delta points and specific suggestions for improve-
ment. Participant anonymity was faithfully maintained in the 
report. The Quality and Safety Manager (QSM) collected the 
reports and entered them into the RCD database. The QSM 
works within the Emergency Department with the goal of 
organizing and overseeing the department’s quality and safety 
strategy. The QSM is also responsible for coordinating IRs 
and RCDs processes, as well as developing action plans based 
on the analyzed data.

Incident reports
The data related to IR were systematically extracted using 
computer-based methods, as they are routinely collected at the 
Hospital BlueKango software system. IRs are typically gath-
ered through electronic submission by clinicians, who have 
the option to report either anonymously or with identifica-
tion. Once an IR is submitted, it is forwarded to the QSM for 
detailed analysis and follow-up. To ensure consistency with 
the RCDs, only IRs generated by the same ED team were 
included in the analysis. Therefore, IRs from other hospital 
units concerning the ED were excluded to maintain uniformity 
in the dataset.

Data analysis
Our study followed a “monostrand conversion design,” 
meaning that coded qualitative data were later transformed 
into quantitative data, with the quantitative phase being pre-
dominant. This approach allowed us to better align with our 
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Table 1. Overview of the structure and granularity of the frameworks

The DOLL  The WHO’s incident report classification grid

Dimensions Sub-dimensions Incident type
Incident characteristics: number and 
examplesa

Patient Patient accidents 6 Items (e.g. falls, pressure ulcer)
Individuals People behavior Medical device/Equipment 8 Items (e.g. malfunction, unavailable)

Training and knowledge of the workplace
Physical and psychological state

Internal unit 
organization

Roles, tasks, and responsibilities Behavior 11 Items (e.g. verbal aggression, substance 
use issue/abuse)Communication

Humans and materials resources 
management

Procedures Documentation 4 Items (e.g. missing document, delay in 
accessing the document)

Work environment Material and equipment Patient flow/han-
dover/dischargeb

5 Items (e.g. wrong patient, inadequate)
Computer technology
Site and infrastructure
Workload

Other Hospital Units Healthcare-associated 
infection

7 Items (e.g. urinary, respiratory)

Institution Institutional policy Sterile equipmentb 8 Items (e.g. not sterile, connection failure)
Economic and political constraints
Institutional network

Medication 14 Items (e.g. wrong medication, wrong 
dose)

Nutrition 10 Items (e.g. inappropriate product 
temperature, exceeded shelf life)

Oxygen /Gas/Vapour 8 Items (e.g. incorrect administration 
mode, inappropriate storage/conserva-
tion)

Loss/Damage of 
patient propertyb

0 Item

Organiza-
tion/Resources

5 Items (e.g. bed availability, workload)

Blood/Blood products 10 Items (e.g. wrong patient, contraindica-
tion)

Patient careb 9 Items (e.g. incomplete, no fly)
Othersb 0 Item

aExcluded from this study analysis due to the extensive number of characteristics.
bAdapted from the original classification.

study objectives than a typical mixed-methods design with 
in-depth thematic analysis.

Qualitative analysis
The analysis followed the six steps of thematic analysis 
described by Braun and Clarke. Two researchers started the 
analysis by individually reading RCDs and IRs several times 
to become familiar with the data. This approach acknowl-
edges that multiple issues can be reported within a single IR 
or RCD. The researchers started collectively the sorting on a 
subset of the data to reach reasonable understanding and con-
vergence to foster consistency of the process (60 RCD and IR 
items). Then, the researchers worked independently to classify 
each item into the DOLL and WHO frameworks. Result-
ing individual analyses were compared and discussed by the 
researchers until consensus was reached. For that purpose, the 
two researchers exposed each item and its classification. When 
a classification was not the same between the researchers, 
they reanalyzed the item and together reached 100% recon-
ciliation through discussion, curiosity, frames, exploration, 
and clarification using a process similar to a learning path-
way grid. Due to their different professional backgrounds, 
discussion helped improve interrater reliability. Prior to the 

analysis, all transcriptions were verified independently by two 
researchers in Excel to ensure consistency and accuracy before 
importing the data. This screening process also improved 
traceability. To manage and facilitate the data analysis pro-
cess, the data were uploaded to NVivo, which supported the 
organization, coding, and analysis. The data were securely 
stored in accordance with data protection protocols to ensure
confidentiality.

Quantitative analysis
Following this, we conducted statistical analyses on the trans-
formed qualitative data. We summarized the distributions 
of (sub-)dimensions and incident types from the classifica-
tions, along with Plus and Delta categories, using descriptive 
statistics in the form of frequency tables and percentages. 
Fisher’s exact tests were employed to investigate the rela-
tionship between the different sub-dimensions and informa-
tion/insights types (Plus/Delta). Subsequently, we performed 
pairwise proportion comparisons using Fisher’s tests with 
Benjamini & Yekutieli correction. No missing data were 
encountered as the quantitative data were derived directly 
from the previously coded qualitative data. The transformed 
data were securely stored in accordance with data protection 
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protocols to ensure confidentiality. To support the quantita-
tive analysis, R Commander was used for statistical processing 
and calculations.

Ethics
This study was approved by the ethical committee of the Uni-
versity Hospital of Liège with the reference number 2023/29. 
All participants gave informed consent to participate in the 
study.

Results
Data were collected from 90 RCDs, with 42 held at the Satel-
lite site and 48 at the Main site. There was a total of 458 items 
with 231 from the Satellite and 227 from the Main.

IRs information and insights were collected from a total 
of 263 reports, with 98 items originating from the Satellite 
site and 165 from the Main site. To address our study objec-
tives of identifying and comparing healthcare safety-related 
information and insights captured through RCDs and IRs, the 
results are structured into two parts. The first section provides 
an overview of the distribution of items between RCDs and 
IRs, while the second section compares the content within 
and between the two classifications to highlight similarities, 
differences, and their potential implications for patient safety 
strategies.

Information and insights identification: what do 
clinicians talk about when they debrief and report 
incidents?
Using DOLL framework
In Table 2, we present the distribution of RCDs informa-
tion and insights based on their type (Plus/Delta) and the 
DOLL (sub-)dimensions. Out of the 458 RCDs elements, 
280 (61%) were categorized as negative. Nearly half of the 
data (43%) pertained to Internal Unit Organization, while 
approximately a quarter (26%) was related to the Work Envi-
ronment. Additionally, no positive elements were identified in 
the Patient or Institution categories. The association between 
the type of content (plus/delta) and the dimension to which 
it belongs is significant (P-value < .001). Regarding IRs infor-
mation and insights, which is exclusively comprised of deltas, 
Table 2 illustrates their distribution in relation to the DOLL 
framework. 

Using WHO framework
Table 3 presents the distribution of RCDs information and 
insights based on their type (Plus/Delta) and IRs using 
the WHO classification. Nearly half of the RCDs (43%) 
pertained to Organization/Resources, while just under a 
quarter (22%) related to Patient Flow/Handover/Discharge. 
Notably, no data were categorized in seven out of the 15 
types (Patient Accident, Healthcare-associated Infection, Ster-
ile Medical Equipment, Nutrition/Food Production, Oxy-
gen/Gas, Loss/Damage of Patient Property, and Blood/Blood 
Products). 

Information and insights comparison: do clinicians 
prioritize different issues in debriefings and 
incident reports?
Regarding the DOLL, the results of the pairwise comparisons 
of delta proportions across the dimensions show significant 

differences between the Internal Unit Organization dimen-
sion and each of the other dimensions. Post-hoc chi-square 
tests indicate a significantly lower proportion of deltas in the 
Internal Unit Organization dimension (P < .001). Addition-
ally, the Procedures dimension shows a significantly higher 
proportion of deltas compared to the Environment dimension 
(P < .001), suggesting more negative items in the Procedures
dimension.

When it comes to the WHO classification, post hoc 
chi-square tests indicate a significantly lower proportion of 
deltas in the Organization/Resources category compared to 
most other incident types, except for Documentation and 
Medication (P < .001). Conversely, the Equipment category 
shows a significantly higher proportion of deltas compared 
to Patient Flow/Handover/Discharge (P = .002), Organiza-
tion/Resources (P < .001), and Others (P = .003). Additionally, 
the Patient Care category has a significantly higher propor-
tion of deltas compared to Patient Flow/Handover/Discharge, 
Organization/Resources, and Others (p < 0.001), indicating 
more negative items in this category.

Discussion
Statement of principal findings
We compared what clinicians talked about during RCDs with 
what they reported via IRs systems. We assumed clinicians 
would bring up different information and insights in each sys-
tem. The findings highlighted significant differences in data 
distribution between RCDs and IRs: clinicians voiced different 
safety information in each tool. In RCDs, they discussed team-
work, organization and procedures application more often. In 
IR, they reported care processes, patient concerns, and patient 
flow more often.

Interpretation within the context of the wider 
literature
Questioning healthcare dynamics: what do RCDs and IRs 
reveal?
Our results confirm that RCDs and IRs offer significantly dif-
ferent information and insights concerning healthcare safety. 
This validates our hypothesis that these two data sources 
reflect distinct aspects of safety concerns in the healthcare 
domain. Looking at the Plus and Delta elements, we see that 
teams often talk about the negative aspects of clinicians’ work 
environment. Specifically, all comments about Equipment and 
Computer Technology are negative. Teams frequently mention 
that support services like maintenance and information tech-
nology need to be easily accessible to improve patient care in 
an interdisciplinary environment. These observations offer a 
fresh perspective, as few studies to date have underscored their 
importance [19–21].

Of particular interest, we noticed that the elements related 
to perceived workload are not significant for both IRs and 
RCDs. There are very few mentions in IRs, and the elements 
mentioned in RCDs are mostly positive. This observation con-
trasts with existing literature, which often emphasizes the 
direct impact of workload on care quality. Given that work-
load is known to be challenging nowadays, we expected to 
see more Deltas than Pluses in this category [22]. One pos-
sible explanation is that workload issues often appear as a 
consequence of other problems. In these cases, our classifi-
cation rule was to list and categorize the root cause instead. 
When the workload was directly discussed as problematic, it 
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Table 3. Distribution of routine clinical debriefings and incident reports information and insights based on their type (plus/delta) and the WHO framework.

 Routine clinical debriefings Incident reports

 WHO incident type Delta, n (%) Plus, n (%) Total, n (%) Delta/Total, n (%)

Patient accidents 0 0 0 (0) 6 (2)
Medical device/Equipmenta 25 (100) 0 (0) 25 (5) 12 (5)
Behavior 17 (90) 2 (10) 19 (4) 38 (14)
Documentation 3 (100) 0 (0) 3 (1) 13 (5)
Patient Flow/Handover/Discharge 67 (66) 35 (34) 102 (22) 76 (29)
Healthcare-associated infection 0 (0) 0 (0) 0 (0) 0 (0)
Sterile equipment 0 (0) 0 (0) 0 (0) 1 (0)
Medication 4 (100) 0 (0) 4 (1) 5 (2)
Nutrition 0 (0) 0 (0) 0 (0) 1 (0)
Oxygen /Gas/Vapour 0 (0) 0 (0) 0 (0) 3 (1)
Loss/Damage of patient property 0 (0) 0 (0) 0 (0) 7 (3)
Organization/Resourcesb 81 (41) 118 (59) 199 (43) 22 (8)
Blood/Blood products 0 (0) 0 (0) 0 (0) 6 (2)
Patient carec 44 (98) 1 (2) 45 (10) 72 (27)
Others 39 (64) 22 (36) 61 (13) 1 (0)
Total 280 (61) 178 (39) 458 (100) 263 (100)

Notes. Post hoc chi-square indicate:
aMore deltas in the category equipment compared to patient flow/handover/discharge (P = .002), organization/resource (P < .001), and others (P = .003).
bLess deltas in organization/resources category compared to other incident types, except for documentation and medication (P < .001).
cMore deltas in the category patient care compared to patient flow/handover/discharge, organization/resources, and others (P < .001).

was classified under “Workload.” Similarly, teams mentioned 
that when the workload was manageable, it was such a rare 
occurrence that they wanted to highlight it. This aspect likely 
skews the interpretation of the results.

Conversely, Internal Unit Organization exhibits fewer 
deltas, with inter-team behaviors appearing predominantly 
positive. RCDs and IRs reveal that the Internal Unit Orga-
nization has fewer deltas and shows predominantly positive 
inter-team behaviors. This finding highlights the effectiveness 
praised by clinicians of team coaching interventions, such as 
briefings, debriefings, feedback sessions, and regular simula-
tions, which may foster a more positive perception of the team 
organization and encourage the development of team reflexiv-
ity. We posit that team reflexivity, facilitated by the debriefing 
process, not only enhances collaborative learning but also 
contributes to the well-being and staff resilience, reducing 
professional burnout [8, 23, 24]. Recent studies suggest that 
debriefing Plus/Delta elements plays a crucial role in reducing 
emotional fatigue related to work [10]. Indeed, focusing solely 
on negative aspects does not lead to a significant reduction in 
emotional fatigue. These considerations underscore the need 
to explore strategies for effectively reporting daily successes of 
clinical teams, as these valuable insights have the potential to 
improve team well-being and efficiency. One notable consid-
eration is that the presence of a skilled facilitator, specifically 
trained in RCDs and knowledgeable about the importance 
of recognizing successes, might have played a key role in 
bringing out the positive elements. Unfortunately, we did not 
record the pluses spontaneously mentioned by the team with-
out the facilitator’s prompting. Investigating this aspect in the 
future would be valuable. A skilled facilitator who under-
stands the RCD analysis process seems essential for guiding 
discussions, maintaining focus on clinical practice improve-
ments, and recognizing team successes. This rekindles the 
debate surrounding the effectiveness of scripted versus non-
scripted debriefings [24, 25] and the impact of facilitator-led 
versus self-led approaches [26, 27].

Transitioning to the method of extracting relevant infor-
mation and insights related to healthcare quality and safety, 
two key messages should be highlighted. First, we should 
highlight that our study fails to capture variations linked 
to the most commonly reported incidents in the literature, 
such as medication errors [25]. Hospitals often do not sys-
tematically quantify the occurrence of these incidents, sug-
gesting that the actual frequency of such events may be 
significantly higher than what is reported. For instance, one 
study found that the incidence of medication errors was 
nearly 20 times higher than that identified through volun-
tary reports. We hypothesize a similar trend in our study, 
thereby highlighting the limitations of our ability to reliably 
assess actual incidents using perceived data from RCDs or 
even IRs. Second, it is important to realize that the way we 
analyze the data influences the issues or successes we iden-
tify. Our insights and interpretations depend on the analytical 
approach and theoretical model we use, which can affect
decision-making.

Enhancing DOLL applicability: towards a dual-use strategy
Our findings support that DOLL and WHO frameworks can 
both be applied to RCDs and IRs. The DOLL tends to offer a 
managerial perspective, whereas the WHO has a more patient-
centered focus.

In this context, we observe that certain items are under-
utilized depending on the framework employed. For instance, 
among the 458 RCD elements categorized using the DOLL 
framework, only three fall under the patient dimension. This 
finding aligns with the previous DOLL study [14] and is likely 
due to the fact that very few items mentioned during RCDs 
were exclusively related to the patient. Furthermore, it is note-
worthy that no debriefing data were classified within 7 out of 
the 15 incident types of the WHO framework. When exam-
ining the DOLL sub-dimensions, for our 458 debriefings, no 
data was classified under the physical and psychological state 
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category, and only one item was included in the constraints 
and network categories.

In examining IRs, we find that the WHO classification 
leads to the underutilization of various items, while the DOLL 
framework shows a more consistent distribution. This differ-
ence could be due to the WHO framework’s primary focus 
on patient care, which may overlook organizational aspects 
and result in fewer relevant items for incidents that are not 
solely patient-centered [26]. The observed parallels between 
the DOLL and WHO frameworks suggest that a revision 
of the DOLL framework could improve its utility and com-
plement the WHO framework, revealing the added value of 
use both frameworks simultaneously. The DOLL framework 
serves a mainly managerial and actionable role, concentrating 
on broad organizational aspects, while the WHO framework 
offers a more detailed and structured approach to incident 
characteristics, emphasizing patient safety and providing a 
comprehensive incident census. The precision of the WHO 
framework facilitates a detailed inventory of incidents, a func-
tion that the DOLL framework does not emphasize as much 
[27]. The combined use of the DOLL and WHO frameworks 
to analyze RCDs and IRs offers a way to merge detailed 
incident documentation with managerial insights for quality 
improvement. This approach reflects implementation science 
methodologies that aim to translate detailed evidence into 
effective, actionable strategies for enhancing healthcare prac-
tice. Lastly, one of the strengths of the DOLL framework lies 
in its ability to classify elements, both positive and negative, 
effectively, thus positioning itself within a safety II paradigm 
[28, 29].

Implications for policy, practice, and research
The study highlights the value of using RCDs and IRs to pro-
vide complementary insights into healthcare safety. In terms 
of policy, there is a clear need to exploit RCDs similarly to 
how IRs are handled, applying a dual analytical approach 
to capture both patient-centered and organizational aspects. 
This would allow a more comprehensive understanding of 
incidents and successes in clinical environments.

For practice, the findings underscore the importance 
of structured debriefings in fostering team reflexivity and 
enhancing well-being. The presence of trained facilitators 
appears to be a critical factor in bringing out positive elements 
in team discussions, thus promoting a more resilient and col-
laborative work environment. Implementing such facilitated 
sessions can reduce burnout and improve team performance. 
Future research should focus on exploring the techniques and 
strategies for conducting effective “positive debriefings.” This 
includes determining the optimal methods and comparing the 
data and outcomes of RCDs led by different facilitators. Addi-
tionally, evaluating the levels of reflexivity developed within 
teams as a result of various RCD styles will provide deeper 
insights into improving clinical team dynamics.

Strengths and limitations
This study offers key strengths. It is the first to assess 
the safety management aspect of RCDs and employs two 
frameworks for a more comprehensive evaluation. Addition-
ally, the large number of IRs and RCDs analyzed strengthens 
the validity of the findings. However, some limitations should 
be noted. It remains unclear whether the themes discussed 

were raised spontaneously or prompted by the facilitator, 
which may impact the interpretation. Moreover, the study 
is limited to a single geographic area, and broader compar-
isons across institutions or emergency departments in mul-
tiple hospitals would be necessary for more generalizable
conclusions.

Conclusion
Our study identified and compared healthcare safety informa-
tion captured through RCDs and IRs. The findings highlight 
clear differences in the type of information provided by each 
tool, reflecting their complementary roles in safety manage-
ment. RCDs focused on teamwork, internal organization, 
and procedural issues, while IRs emphasized care processes, 
patient concerns, and patient flow. Combining RCDs and IRs 
offers a more complete picture of healthcare safety. RCDs 
promote team reflexivity and open discussions on systemic 
challenges, improving team performance, resilience, and col-
laboration. This contributes to better organizational efficiency 
and higher-quality patient care. Using both the DOLL and 
WHO frameworks demonstrated their distinct strengths. The 
DOLL framework provides actionable insights for managers, 
while the WHO framework delivers patient-centered inci-
dent data. Together, they create a balanced approach to 
aligning team discussions with safety and quality goals. Our 
findings support integrating structured RCDs into broader 
quality and safety strategies. When paired with IR analysis, 
RCDs can identify key areas for improvement, strengthen 
team cohesion, and enhance staff well-being. Future research 
should investigate not only the long-term impact of this inte-
gration on team performance, organizational culture, and 
patient outcomes but also focus on identifying a structured 
method of integrating RCDs and IRs into routine clinical
practice
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