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OBJECTIVES Debriefing is a common feature of
technology-enhanced simulation (TES) education.
However, evidence for its effectiveness remains
unclear. We sought to characterise how debriefing is
reported in the TES literature, identify debriefing
features that are associated with improved outcomes,
and evaluate the effectiveness of debriefing when
combined with TES.

METHODS We systematically searched databases,
including MEDLINE, EMBASE and Scopus, and
reviewed previous bibliographies for original com-
parative studies investigating the use of TES with
debriefing in training health care providers.
Reviewers, in duplicate, evaluated study quality and
abstracted information on instructional design,
debriefing and outcomes. Effect sizes (ES) were
pooled using random-effects meta-analysis.

RESULTS From 10 903 potentially eligible studies,
we identified 177 studies (11 511 learners) that
employed debriefing as part of TES. Key characteris-
tics of debriefing (e.g. duration, educator presence
and characteristics, content, structure/method, tim-
ing, use of video) were usually incompletely
reported. A meta-analysis of four studies demon-
strated that video-assisted debriefing has negligible

and non-significant effects for time skills (ES = 0.10)
compared with non-video-assisted debriefing. Meta-
analysis demonstrated non-significant effects in
favour of expert modelling with short debriefing in
comparison with long debriefing (ES range = 0.21–
0.74). Among studies comparing terminal with con-
current debriefing, results were variable depending
on outcome measures and the context of training
(e.g. medical resuscitation versus technical skills).
Eight additional studies revealed insight into the
roles of other debriefing-related factors (e.g. multi-
media debriefing, learner-led debriefing, debriefing
duration, content of debriefing). Among studies
that compared simulation plus debriefing with no
intervention, pooled ESs were favourable for all out-
comes (ES range = 0.28–2.16).

CONCLUSIONS Limited evidence suggests that
video-assisted debriefing yields outcomes similar to
those of non-video-assisted debriefing. Other
debriefing design features show mixed or non-sig-
nificant results. As debriefing characteristics are
usually incompletely reported, future debriefing
research should describe all the key debriefing
characteristics along with their associated descrip-
tors.
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INTRODUCTION

Debriefing plays an essential role in technology-
enhanced simulation (TES) education for health
care providers.1–6 The debriefing provides a forum
for learners to reflect on action, identify
performance gaps, discuss areas for improvement,
and consolidate knowledge and skills so that the
latter can be applied in real practice to improve
health care and patient outcomes.7–10 Although
debriefing is often considered to represent a sub-
group of feedback techniques,1,2,11 this article will
treat these as distinct instructional activities. We pro-
pose that the hallmark of debriefing is the interac-
tive, bi-directional and reflective nature of
discussion,3–5,7–10,12 whereas feedback without
debriefing is a unidirectional communication about
the recipient’s behaviour.13,14

Recent reviews of the simulation health care litera-
ture have highlighted the benefits of feedback as
part of TES education.12,15 These studies included
analysis that contained elements of debriefing, but
did not look specifically at the debriefing activities.
Other articles have attempted to clarify how debrief-
ing might be implemented for different contexts,
learners and objectives.3–6 These narrative reviews
describe various methods of debriefing and the
theoretical underpinning of these methods. How-
ever, none of these articles quantitatively synthesise
the results of existing debriefing research, nor do
they describe the extent and quality of reported
research. A clear picture of how debriefing has been
used in TES for health care providers and the fac-
tors that make debriefing effective is essential in
order to elucidate how debriefing can be improved,
as well as to inform future research in this area.

To address this need, we conducted a systematic
review with the goals of: (i) describing the charac-
teristics of debriefing in studies involving TES with
health care providers; (ii) identifying debriefing
characteristics associated with improved outcomes,
and (iii) evaluating the effectiveness of TES with
debriefing for teaching health care professionals in
comparison with no intervention or non-simulation
instruction.

METHODS

This review drew from studies identified in a com-
prehensive systematic review of TES,15 supplemented
by a targeted search for additional relevant studies.

This review was planned, conducted and reported in
adherence with PRISMA (preferred reporting items
for systematic reviews and meta-analyses) standards
of quality for reporting meta-analyses.16

Study eligibility

We included comparative studies published in any
language if they investigated the use of debriefing
in conjunction with TES training. Many definitions
of debriefing exist. The common themes refer to ‘a
facilitated or guided reflection in the cycle of expe-
riential learning’,3,7 ‘that helps learners develop and
integrate insights. . .into later action’,7 and ‘helps
participants understand, analyse and synthesise what
they thought, felt and did’7,8 through facilitated dis-
cussion between two or more individuals.3–5,7–10 For
the purposes of this article, we define debriefing as
a discussion between two or more individuals in
which aspects of a performance are explored and
analysed with the aim of gaining insights that
impact the quality of future clinical practice. We
define TES as the application of an educational tool
or device with which the learner physically interacts
to mimic an aspect of clinical care.15 We included
studies using single group pre-test/post-test, two-
group non-randomised, and randomised designs.

Study identification

We employed two separate search strategies to iden-
tify studies of interest. The first search, which used
an end date of May 2011,15 sought studies of TES
broadly, and included terms such as ‘simulation’,
‘training’ and ‘manikin’ among others. From this
search, we selected studies relevant to our research
question. To identify recently published articles
focused on evaluating different approaches to
debriefing, our second search queried MEDLINE
using the search terms ‘simulat*’ AND ‘debrief*’
and sought studies published between 1 January
2011 and 15 December 2012. We also examined the
entire reference lists of several published reviews of
debriefing.3–5,10

Study selection

Two independent reviewers screened for inclusion
the titles and abstracts of all potentially eligible
studies, referring to the full text when determina-
tions of inclusion were uncertain. Conflicts were
resolved by discussion and by reaching consensus.
The chance-adjusted inter-rater agreement for inclu-
sion in the focused search, determined using the in-
traclass correlation coefficient (ICC), was 0.91.
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Data extraction

We extracted information from each study inde-
pendently and in duplicate; all conflicts were
resolved by reaching consensus. We abstracted
information on the clinical topic, training level of
learners, instructional design features of simulation
training, study design, method of group assign-
ment, outcomes type and methodological quality.15

Methodological quality was graded using the Medi-
cal Education Research Study Quality Instrument
(MERSQI)17 and an adaptation of the Newcastle–
Ottawa Scale (NOS)18 for cohort studies. Data were
abstracted separately for learning outcomes of
knowledge, skills, behaviours with patients, and
direct effects on patients. Skills outcomes were fur-
ther classified according to whether they related to
time (e.g. time to complete the task), process (e.g.
performance rating in a simulated setting) or prod-
uct (e.g. successful task completion or major
errors) outcomes, and behaviours with real patients
were similarly classified as time- or process-related
(e.g. in the real patient setting).15 To code charac-
teristics of debriefing, we used as a starting point
the features defined in a previous review article by
Raemer et al.4 which breaks down the debriefing
into the categories of: who (debriefer); what (meth-
ods/content); when (timing); where (environment),
and why (theory). We built on this work by adding
two new categories (debriefing duration and educator
presence), and separating debriefing method and
content into distinct categories. Additionally, we
suggest descriptors to report within each category.
All characteristics of debriefing were extracted
independently from each study, and all conflicts
were resolved by discussion and consensus. We
coded the following features of the debriefing:
duration (ICC: 0.90); use of video (ICC: 0.73);
educator presence (ICC: 0.58); educator character-
istics (ICC: 0.77); debriefing content (ICC: 0.86);
debriefing method (ICC: 0.48), and timing of
debriefing (ICC: 0.99).

Data synthesis

A standardised mean difference (Hedges’ g effect
size) was calculated for each comparison.19,20 We
used a random-effects meta-analysis to quantitatively
pool results and organised these analyses by compar-
ison (i.e. with no intervention or with another form
of instruction) and outcome. For the studies that
made comparisons with no intervention, we con-
ducted subgroup analyses based on key study design
and instructional design features. We also per-
formed sensitivity analyses excluding the results of

studies with imprecise effect size (ES) calculations.15

We did not perform subgroup analyses for studies
with active comparison because we found only a few
eligible articles per analysis. For studies that com-
pared different methods or types of debriefing in
TES, we identified themes of comparison, such as
video versus non-video debriefing, and then pooled
the results of related studies using meta-analysis.
Studies that were not conceptually aligned or which
seemed to have context-specific drivers were sum-
marised in a narrative synthesis.

We quantified between-study inconsistency for analy-
ses of three or more studies using the I2 statistic,21

estimating the percentage of variability not attribut-
able to chance. I2 values of > 50% indicate large
inconsistency or heterogeneity. We used SAS Version
9.1.3 (SAS Institute, Inc., Cary, NC, USA) for all
analyses. Statistical significance was defined by a
two-sided a-value of 0.05. Interpretations of clinical
significance emphasized confidence intervals (CIs)
in relation to Cohen’s ES classifications (> 0.8,
large; 0.5–0.8, moderate; 0.2–0.5, small; < 0.2,
negligible).22

RESULTS

Trial flow

We identified 177 studies that employed debrief-
ing as part of TES, reflecting data from 11 511
learners (Fig. S1). Of these, 108 (61%) studies
compared TES and debriefing with no interven-
tion, 27 (15%) made comparisons with another
instructional modality, and 48 (27%) made
comparisons with another form of TES (some stu-
dies made multiple types of comparisons). Table
S1 summarises the key features of these studies
and Appendix S1 provides a complete listing
of references.

Study characteristics: included studies

The most common types of learners were nurses or
nursing students (n = 3757), postgraduate physician
trainees (n = 2990), and medical students
(n = 2428). Sixty-eight studies (38%) focused on
resuscitation training, 38 (21%) focused on commu-
nication/team skills and 20 (11%) focused on
anaesthesia (Table S1). Only 11 studies (6%)
focused on surgical skills or endoscopy. A total of
250 distinct outcomes were reported, including 125
process skills and 20 outcomes assessed in the con-
text of actual patient care.
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Debriefing characteristics

Debriefing characteristics were incompletely
reported in most studies; 116 studies (66%)
reported four or fewer of the seven different
debriefing characteristics (Table 1). Seventy-one
(40%) studies reported the use of video playback
during debriefing, 41 (23%) described the duration
of debriefing, 68 (38%) described the background
characteristics of the educator and 50 (28%)
reported the structure or method of debriefing.
The duration of debriefing and method of debrief-
ing were the least frequently reported characteris-
tics. Only five studies (3%) reported all seven
debriefing characteristics; three of these were stud-
ies that specifically altered one characteristic of
debriefing in order to determine its effect on learn-
ing.23–25 The other two studies involved simulated
cardiopulmonary arrest: one used video-assisted
debriefing for nursing students26 and the other uti-
lised ‘debriefing with good judgement’ in groups of
medical students.27

Study quality

Data on the methodological quality of the included
studies are summarised in Table S2. The mean �
standard deviation (SD) NOS (maximum 6 points)
and MERSQI (maximum 18 points) scores for
study quality were 2.7 � 1.7 and 12.0 � 2.1,
respectively.

Synthesis: comparison of simulation and debriefing
versus other types of TES

Forty-eight studies (3039 participants) compared
TES with debriefing with other types of simulation-
based instructional modalities. We focused on

studies that assessed different types of debriefing,
and conducted meta-analyses pooling the results of
studies that addressed two common comparison
themes.23,24,28–32

Comparison of video versus non-video debriefing

Four studies compared the use of video-assisted
debriefing with non-video-assisted debriefing for
TES (Fig. 1),28–31 and showed minimal difference in
benefit between the two methods of debriefing. A
meta-analysis of these studies showed negligible and
non-significant effects for time skills (ES = 0.10,
95% CI �0.20 to 0.40; p = 0.53; n = 2 studies), and
process skills (ES = �0.06, 95% CI �0.28 to 0.17;
p = 0.63; n = 4 studies). Confidence intervals
excluded effects of moderate magnitude, and results
were notably consistent across the four process
outcomes (low inconsistency, I2 = 2%).

Comparison of long debriefing with short debriefing
and expert modelling

Three separate studies compared simulation-based
instruction plus a long debriefing (> 30 minutes)
with short debriefing (< 15 minutes) combined
with viewing of expert-modelled performance
(Fig. 1).23,24,32 These studies suggested a possible
benefit from expert modelling with short debrief-
ing, although the results were usually not statisti-
cally significant. One study found a statistically
significant benefit in favour of expert modelling
plus short debriefing for knowledge (ES = 0.91,
95% CI 0.11–1.70; p = 0.03). Meta-analyses of other
outcomes revealed non-significant effects in favour
of expert modelling plus short debriefing, including
moderate effects for process skills (ES = 0.74, 95%
CI �0.58 to 2.05; p = 0.27; n = 3 studies), and

Figure 1 Outcomes of studies comparing alternative approaches to simulation-based debriefing. The figure summarises the
results of seven studies, each focused on evaluating one of two key design features using one or more outcomes. The point
estimates and 95% confidence intervals (CIs) reflect meta-analytic pooling when they refer to more than one study. Design
themes are: (i) video versus non-video debriefing (a positive number favours video debriefing), and (ii) short debriefing
(< 15 min) with expert modelling versus long debriefing (> 30 min) (a positive number favours short debriefing with
expert modelling)
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small effects for participant satisfaction (ES = 0.26,
95% CI �0.43 to 0.94; p = 0.46; n = 2 studies) and
time outcomes (ES = 0.21, 95% CI �0.59 to 1.02;
p = 0.6; n = 2 studies).

Other debriefing themes

Several additional studies on debriefing that were
not included in the meta-analysis revealed further
insight into factors that may impact the effectiveness
of debriefing in TES.25,33–41

Terminal versus concurrent debriefing

Three studies compared the use of terminal with
concurrent debriefing for TES,33–35 and showed var-
iable results depending on the context and outcome
measure. Terminal debriefing was more effective
than concurrent debriefing in the context of medi-
cal resuscitation33 (ES = 0.34, satisfaction), whereas
concurrent debriefing was more effective for endos-
copy skills (ES = �0.51, time skills; ES = �0.26, pro-
cess skills).35 A different study reported no
difference for process skills in the context of sutur-
ing and knot-tying (ES = 0).34

Personalised oral versus multimedia instruction

Two studies compared the use of a personalised oral
debriefing with an educator after simulation with
multimedia instruction with no educator pres-
ent.34,36 Personalised oral debriefing was favoured
over multimedia use with no educator in the con-
text of suturing and knot-tying skills and anaesthesia
resuscitation (ES range = 0.13–0.16, process
skills).34,36

Self- versus instructor-led debriefing
A comparison of self- versus instructor-led debrief-
ing favoured instructor-led debriefing for process
skills (ES = 0.18).25

In-person versus web-conferenced instructors
Debriefing conducted by an instructor via web con-
ference was more effective than in-person debriefing
(ES = 0.96, process skill).37

Audiovisual feedback during simulation plus debriefing
The addition of concurrent audiovisual feedback
(during simulation) for chest compressions followed
by debriefing enhanced the effectiveness of learning
compared with the provision of no audiovisual feed-
back during simulation (ES = 0.66, process skill).38

Amount of debriefing
Limited feedback in the context of laparoscopic
skills training was found to be superior to an
interactive debriefing session, leading to
quicker achievement of proficiency, and decreas-
ing the costs of laparoscopic skills training
(ES = 0.24).39

Debriefing style and content
Learners favoured debriefing with a greater empha-
sis on reflection (ES = 0.27, knowledge) over
debriefing focused on performance critique,40

although a different study showed a greater learner
preference for debriefings that were more technical
in nature over cognitive debriefings (ES = 0.55, sat-
isfaction).41

Synthesis: comparison of simulation and debriefing
versus no intervention

Figure S2 and Tables S3 and S4 summarise the
meta-analyses of 108 studies comparing TES plus
debriefing with no intervention for outcomes of
knowledge and process skills. In summary, simula-
tion training with debriefing was associated with
favourable and statistically significant effects for
nearly all outcomes, although there was substantial
inconsistency between studies (I2 range: 70–91%).
Specifically, results by outcome were: knowledge,
ES = 0.86 (95% CI 0.66–1.06; p < 0.001; n = 32
studies); process skill, ES = 1.01 (95% CI 0.88–
1.14; p < 0.001; n = 80 studies); time skills,
ES = 0.75 (95% CI 0.39–1.11; p < 0.001; n = 11
studies); product skills, ES = 2.16 (95% CI 0.72–
3.60; p = 0.003; n = 2 studies); behaviour process,
ES = 0.56 (95% CI 0.31–0.80; p < 0.001; n = 9
studies); behaviour time, ES = 0.28 (95% CI �0.33
to 0.89; p = 0.37; n = 2 studies), and patient
effects, ES = 0.30 (95% CI 0.04–0.55; p = 0.02;
n = 7 studies). Subgroup analyses exploring the
large degree of inconsistency revealed no signifi-
cant interaction with research method (Tables S3
and S4).

Synthesis: comparison of simulation and debriefing
versus other forms of instruction

Twenty-seven studies compared TES plus debrief-
ing with non-simulation instructional modalities
(Table S5). Results showed small effects in favour
of TES with debriefing for knowledge, time and
process outcomes, and moderate effects for satis-
faction.
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DISCUSSION

We sought to systematically review and synthesise
the evidence regarding the use of debriefing in
TES. The characteristics of debriefing were inconsis-
tently reported; only a small minority of studies
described all seven debriefing characteristics. Our
analysis of studies comparing different forms of
debriefing for TES suggest that video-assisted
debriefing yields outcomes similar to those of non-
video-assisted debriefing. Other debriefing design
features show mixed or non-significant results. In
comparison with no intervention and other forms of
instruction, TES with debriefing was associated with
effects that were uniformly favourable, but some-
what variable in magnitude.

Limitations and strengths

Many other definitions of debriefing exist, and we
might have included or excluded studies differently
had we used another definition. The results of our
meta-analysis examining different types of debrief-
ing methods should be interpreted with the knowl-
edge that few studies were included in each analysis.
Additionally, debriefing characteristics were poorly
described in many studies, which made it difficult at
times to identify these features with high reliability.
Further work in this area will help to shed light on
the relative contributions of the various characteris-
tics of debriefing.

We found substantial inconsistency between studies
in most analyses, which is likely to stem from the
differences in instructional and study designs, and
types of learners enrolled. Although this is a liability
when interpreting the precise magnitude of effect,
it is also a strength insofar as it allows our results to
generalise broadly. Moreover, for studies that com-
pared outcomes with those of no intervention, our
findings suggest inconsistency in the magnitude but
not in the direction of effect. We elected not to
evaluate for publication bias because these methods
are unreliable in the presence of high inconsistency
among studies.42

The strengths of our study include its exhaustive ini-
tial literature search, its focused search for recent
high-impact studies, the duplicate review at all stages,
and the detailed quantitative synthesis of findings.

Integration with prior work

Several narrative reviews have described the various
methods of debriefing,3–6,12 and other authors have

proposed specific methods of debriefing7–10,12 sup-
ported by evidence from other fields or personal
experience. One other study used qualitative meth-
ods to describe the pattern of interactions between
instructors and participants.10 No previous articles
on debriefing have enumerated the use of debrief-
ing in simulation-based research, described how
debriefing characteristics are reported in existing lit-
erature, or attempted to quantitatively synthesise
the relative benefits of various types of debriefing
characteristics. As such, our current work represents
an important contribution to the field and may help
to shape the nature of future education and
research.

Previous systematic1,12 and non-systematic2–4 reviews
suggest that feedback, which in some cases included
debriefing, is a critical feature of TES that contrib-
utes to favourable learning outcomes. Our study
confirms this notion and builds on these prior
efforts by focusing specifically on studies with
debriefing (and excluding studies of unidirectional
feedback). The quality of research reported in our
study parallels that of research cited in previous sys-
tematic reviews of the TES literature.14,15 Previous
reviews using the MERSQI have reported average
scores ranging from 9.6 to 12.3,14,15,17,43,44 which
are comparable with the mean MERSQI score of 12
in the present study.

Implications for current practice and future
research

We see several implications for the field of debrief-
ing related to TES. Firstly, although video debrief-
ing has increased in popularity,28–31 our analyses
(which demonstrate high consistency between stud-
ies) suggest that video debriefing has negligible ben-
efit in comparison with non-video debriefing. Given
the limited number of studies, it is possible that
these findings are specific to the learner group,
topic or method of video use described in these
studies. As such, further study to determine spe-
cific content, learner groups or environments that
might benefit from video debriefing would be ben-
eficial. Specific methods for using video debriefing
(e.g. when video should be used, how discussion
should be structured around video) require explo-
ration to determine the optimal means of improv-
ing learning outcomes. Pending further research,
simulation educators should carefully weigh the
benefits of video debriefing against the costs of
video hardware and software before making the
decision to integrate video debriefing into
simulation-based learning.
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Table 1 Description of debriefing characteristics

Debriefing characteristic/

Response

All studies with this

feature (n = 177), n (%)

Studies using video debriefing with this

feature, (n = 71), n (%)*

Duration of debriefing

Not described 136 (77%) 53 (75%)

Short (≤ 15 minutes) 15 (8%) 2 (3%)

Long (> 15 minutes) 21 (12%) 12 (17%)

Both (in alternate interventions)† 5 (3%) 4 (6%)

Educator presence

Not described 23 (13%) 10 (14%)

Educator present 151 (85%) 60 (85%)

Educator not present 1 (1%) 0

Both (in alternate interventions)† 2 (1%) 1 (1%)

Educator characteristics

Not described 109 (62%) 40 (56%)

Clinical background (e.g. profession or specialty) 40 (23%) 16 (23%)

Debriefing experience (e.g. specific training in

debriefing, number of debriefing sessions facilitated)

16 (9%) 9 (13%)

Both clinical and debriefing experience 8 (5%) 5 (7%)

Other (e.g. advanced degree) 3 (2%) 1 (1%)

Both (in alternate interventions)† 1 (1%) 0

Content of debriefing

Not described or vague 34 (19%) 13 (18%)

Medical management or clinical decision making 78 (44%) 22 (31%)

CRM (e.g. teamwork, leadership) 24 (14%) 16 (23%)

Both medical management and CRM 32 (18%) 18 (25%)

Other content (e.g. technical skills) 7 (4%) 1 (1%)

Both (in alternate interventions)† 2 (1%) 1 (1%)

Structure and method of debriefing

Not described or vague 127 (72%) 49 (69%)

Advocacy–inquiry (‘debriefing with good

judgement’8,9)

4 (2%) 1 (1%)

Plus-Delta3 10 (6%) 4 (6%)

Other (e.g. assessment tool-guided, chronologically

guided)

34 (19%) 17 (24%)

Both (in alternate interventions)† 2 (1%) 0

Timing of debriefing

Not described 13 (7%) 2 (3%)

Terminal (after simulation) 152 (86%) 69 (97%)

Concurrent (simulation interrupted with debriefing

in or during simulation)

6 (3%) 0

Both terminal and concurrent 3 (2%) 0

Both (in alternate interventions)† 3 (2%) 0

CRM = crisis resource management
* Five studies employed both video and non-video debriefing
† This debriefing characteristic varied between study arms in these studies
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Secondly, a group of three studies showed promis-
ing (but somewhat inconsistent) effects when com-
bining short debriefing with instructors’ expert
modelling of clinically appropriate behaviours in
selected clinical vignettes.23,24,32 In these studies,
the expert modelling was followed by a modified
debriefing in which students were allowed to ask
questions related to the actions and thought pro-
cesses of the instructor team. This research suggests
a potential role for expert modelling as an adjunct
to debriefing, and draws attention to the benefit of
blending other learning modalities with debriefing.
Future research could further explore the optimal
context for other instructional methods to augment
debriefing.

Thirdly, several studies have attempted to delineate
the ideal timing of debriefing.33–35 The variability
in the results of these studies suggests that the
ideal timing is likely to depend on various factors,
including the topic of learning (e.g. technical skills
versus behavioural skills), individual versus team-
based learning, and task complexity. Individual
learners asked to practise more basic tasks (e.g.
intravenous insertion) may be more suited to the
provision of concurrent feedback, whereas a team
of health care professionals learning how to man-
age a complex medical resuscitation may be more
suited to terminal debriefing, where an appropriate
amount of time can be spent on reflective
discussion.45,46 Educators should consider these
issues when deciding between terminal and
concurrent debriefing.

Fourthly, debriefing is most commonly used for
resuscitation, communication and team skills, and
in anaesthesia-based simulations. Conversely, the
use of debriefing is infrequent in training for proce-
dural or surgical skills simulations. Whether this
divergence is appropriate (e.g. perhaps debriefing is
not required for procedural skills) or not might be
the topic of future research to define which clinical
topics are best suited to debriefing, and the relative
benefits of interactive debriefing and unidirectional
feedback, respectively.

Our study identified that debriefing characteristics
are inconsistently reported when used in TES. We
build on Raemer et al.’s4 previous categorization of
debriefing characteristics by adding additional
categories and suggesting specific descriptors for all
of the categories. We suggest that authors should
consistently use these key descriptors in future
research (Table 1). A standardised method of
reporting will help to advance the field by facilitat-

ing better understanding of how debriefings are
conducted, thus allowing educators to closely
replicate debriefing methods that are proven to be
effective.

Lastly, our literature review identified that only 10%
of all simulation studies involving debriefing com-
pared one method or style of debriefing with
another. In addition to the themes noted above, the
field would benefit from evidence exploring other
themes, such as the effective implementation of
learner-centred debriefing or scripted debriefing,
the relative merits of different debriefing methods,
and how the context and topic of instruction influ-
ence the need for and effectiveness of various
debriefing approaches.
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