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PERSPECTIVES IN HOSPITAL MEDICINE
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In the wake of the COVID-19 pandemic, hospitals across 
the country face a crisis in identifying resources for the 
surging needs of patients with mental health conditions. 
Compared with 2019, survey and utilization data from 2020 

suggest an increase in suicidal ideation and other symptoms 
among adults,1 and an escalation in mental health-related vis-
its to pediatric emergency departments, respectively.2 Unfor-
tunately, mental health resources have dwindled during this 
period. Available inpatient psychiatric beds and 24-hour res-
idential treatment beds—already on the decline over the past  
5 years—have been massively affected by the pandemic due 
to capacity constraints and facility closures.3  

These factors have placed general medical hospitals (hos-
pitals) at the front lines of a mental health crisis4 for which 
most are ill prepared. Indeed, once a patient with acute men-
tal health needs is “medically cleared,” they must wait for an 
available bed at a psychiatric or residential treatment facility.3 
This waiting period often delays necessary patient care, as 
most consultation-liaison psychiatry models are not designed 
to provide intensive services.5   

This waiting period can also place hospital staff in unfamiliar 
and potentially unsafe scenarios related to physical and psy-
chological stressors. Staff may encounter patient behaviors 
that risk harm to patients and staff (ie, behavioral crisis events), 
which may require seclusion (ie, confinement to a locked room) 
or restraints (chemical, physical, and mechanical). Even in inpa-
tient psychiatric units, an estimated 70% of nurses have been 
assaulted at least once during their career.6 Such violent be-
haviors and the interventions required to subdue them can be 
traumatizing for both patients and staff.7 In fact, the “cost of 
caring” may be higher for mental health nurses, who often suf-
fer from secondary posttraumatic stress.8 Staff lacking mental 
health training may encounter additional stressors from feeling 
powerless to help their patients.

Facing this crisis, hospitals must develop a strategic re-
sponse that encompasses the needs of both patients and staff. 
Beyond intensive interventions (eg, additional staffing resourc-
es), this response should include lower-effort interventions. In 

this perspective, we review two debriefing practices—clinical 
event debriefing and psychological debriefing—that hospi-
tals can feasibly implement during this crisis. These respective 
practices can ensure safe and effective care of patients by re-
ducing use of restraints and seclusion while also providing cru-
cial support for staff.   

CLINICAL EVENT DEBRIEFING    
Broadly defined as a facilitated discussion of significant clin-
ical events, clinical event debriefing (CED) can improve both 
individual and team performance in resuscitation events and 
patient outcomes.9-11 While CED is often utilized for clinical de-
terioration events, it can also apply to behavioral crises in a 
diversity of settings.6 

In recent decades, researchers have developed several 
frameworks for reducing seclusion and restraint practices in 
psychiatric care settings.6 A common framework is Huckshorn’s 
Six Core Strategies,6,12,13 which can reduce seclusion and re-
straint use14 and is feasible to implement.15 This framework 
advocates for an immediate CED following behavioral crisis 
events. A unit supervisor or senior staff member not involved 
in the event should lead the CED, which has several goals. The 
first priorities, however, are ensuring the physical safety of all 
staff and returning the unit to normal operations. More broad-
ly, the CED group should review event documentation and in-
terview staff who were present at the time of the event. These 
processes can help identify antecedents as well as short- and 
long-term practices, systems, and environmental modifica-
tions to prevent reoccurence.12 However, little is known about 
this practice outside of inpatient psychiatric units.

Our pediatric hospital implemented a CED process in our 
medical behavioral unit (MBU), a 10-bed unit designed for pa-
tients with comorbid mental health needs requiring a higher 
level of psychosocial resources. The MBU is not an inpatient 
psychiatric unit, yet more than 50% of patients admitted to the 
MBU at any given time are hospitalized with a primary psychi-
atric diagnosis requiring intensive services due to a lack of re-
sources in the community.  

Preventing use of restraints is an institutional priority for all 
areas of our hospital. To reduce restraint use in the MBU, staff 
are asked to perform immediate CED following behavioral 
crisis events. This process involves both clinical (eg, nurs-
es, physicians, psychiatric technicians) and nonclinical staff  
(eg, unit clerks, security officers). All staff involved in the event 
are invited to attend. A senior staff member not involved in 
the event typically organizes and leads the CED. The group 
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uses a facilitative guide to (1) review the patient’s history;  
(2) identify potential triggers for the event; (3) reflect on areas 
of strength and weakness in unit response; (4) identify sys-
tems issues impacting the patient or the unit response; and  
(5) generate a strategy to prevent reoccurrence. The process 
is designed to take 5 to 10 minutes. The guide also serves 
as a data collection tool that unit leaders use to screen for 
generalizable learnings and improvement ideas (Appendix). 
For example, if a behavioral trigger is identified for a patient, 
unit leaders disseminate this information to create situational 
awareness and to ensure care plans are updated. 

PSYCHOLOGICAL DEBRIEFING
Psychological debriefing is an application of Critical Incident 
Stress Management, a comprehensive approach that was de-
veloped in the 1970s to help emergency service workers pro-
cess the thoughts and emotions arising from their exposure to 
trauma in their work.8,16 More recently, it has become a stan-
dard practice in many settings, including healthcare. Notably, 
psychological debriefing and event debriefing are often con-
flated. While not mutually exclusive, psychological debriefing 
has the unique aim of providing support to groups who work 
together in stressful situations. 

Strategies for psychological debriefing are less well de-
scribed in healthcare. However, our hospital has found it to be 
a useful tool for MBU staff. Operationally, this process takes the 
form of a weekly multidisciplinary team meeting with unit clin-
ical staff. Typically, a psychologist or social worker initiates this 
meeting, which is held at a dedicated time and in a protected 
space. Discussion centers on patients who have been admit-
ted to the unit for more than 30 days. A goal of the meeting 
is to review and update patient care plans, but there is also an 
important goal of emotional processing (Appendix). 

In this meeting, staff reflect collectively on the unique 
stressors they encounter in their work, and they generate 
situational awareness and potential interventions for these 
stressors. The psychosocial providers often share recom-
mendations, such as strategies to promote effective commu-
nication with patients and families. Peer support is a major 
component of this meeting and is often utilized to navigate 
stressful situations, such as disagreements with families re-
garding behavioral management. Staff also review and re-
inforce the Positive Behavioral Interventions and Supports 
framework—a preventive framework that can reduce seclu-
sion and restraint use in pediatric psychiatric units, among 
other positive outcomes.17 This framework includes setting 
expectations for patients and families regarding behaviors 
on the unit. In reviewing these guidelines, staff are encour-
aged to recognize and report inappropriate behaviors (from 
patients or families) that can be traumatizing, especially over 
prolonged hospitalizations. This framework also provides a 
common language for staff to express behavioral expecta-
tions in a positive manner (eg, “Let’s use our walking feet” 
rather than “No running”). Overall, staff view this meeting 
as a resilience-building activity that empowers them in their 
routine work.

IMPLEMENTATION CONSIDERATIONS 
While the MBU is a specialized unit with dedicated psycho-
social resources, the debriefing practices we describe can be 
translated to multiple care settings. However, successful im-
plementation relies on intentional process design. First, de-
briefing indications must be made clear to staff (eg, events 
of restraint). There should be a role or group accountable for 
organizing and leading debriefings, which should be held  
at a time that promotes participation from frontline staff, 
particularly for CED. Debriefings—especially psycholog-
ical debriefings—should be held in a protected space. 
They should have a clear organization, such as use of a 
survey-based debriefing guide that allows for data collec-
tion. Importantly, there should be a unit or hospital lead-
er accountable for disseminating learnings and improve-
ment ideas to relevant staff and ensuring action items are 
completed. Finally, accountable leaders should evaluate  
the process’ feasibility, efficacy, and sustainability to inform 
implementation. 

Hospitals must also consider how to train debriefing lead-
ers to facilitate difficult conversations. Some hospitals may 
have formal communication training programs, but it may 
also be helpful to leverage the skills of social workers and 
psychosocial staff.

OTHER CONSIDERATIONS 
Debriefing relies on a climate in which staff of diverse back-
grounds and professional status feel comfortable speaking 
up. Psychological safety is critical in any crisis, and hospital 
leaders should consider how to make staff feel comfortable 
during this mental health crisis.18 Leaders must also be pre-
pared to support staff beyond debriefing if resources are re-
quired for secondary posttraumatic stress, burnout, or com-
passion fatigue.8,19,20 Employee assistance programs may be 
a useful resource.

CONCLUSION
Debriefing practices can help hospitals contend with the 
unique challenges facing patients and staff in a mental health 
crisis. While debriefing may vary based on need and setting, 
hospitals should consider CED as a strategy for reducing se-
clusion and restraint use, which adversely impact patients and 
staff. Psychological debriefing can also help staff mitigate the 
psychosocial stressors of their work. 
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