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Best practice and FiFteen- minute consultations
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AbstrAct
Debriefing is well established in healthcare 
teams after acute events, with a focus on clinical 
learning, improving practice and performance; 
however, the term is perceived by psychologists 
as something quite different. This article 
describes the Time Out model as a standardised 
method of providing support to staff after events 
that may cause distress. In addition to exploring 
clinical issues, the model aims to promote peer 
support networks, educate staff regarding 
common reactions to traumatic events and 
signpost to other sources of support.

IntroductIon
Debriefing was developed for clinical 
learning in medical simulation and this 
practice has been applied in healthcare 
by clinical teams aiming to identify good 
practice, improve patient safety and team 
performance.1 Methods of debriefing 
have been described,2–5 but senior clin-
ical staff often receive no training in 
how to deliver it effectively and there is 
little known about the impact on staff.6 
A survey on the impact of child death on 
paediatricians in training in the UK found 
that feelings of guilt and attending a 
debrief may be associated with symptoms 
of acute stress reactions (ASR) or post- 
traumatic stress disorder (PTSD),7 while 
another study of intensive care staff found 
attending a debrief was associated with 
reduced risk of burnout.8

In contrast, the impact of psycholog-
ical debriefing has been more extensively 
studied. Single session debriefing may 
increase the risk of PTSD and depression,9 
and the National Institute for Health and 
Care Excellence in the UK advises against 
psychologically- focused debriefing for 
prevention of PTSD.10

Debrief is defined in box 1 and 
perhaps does not best describe what 
we hope to achieve in the healthcare 
setting. Staff in acute specialities are at 
risk of experiencing ASR, PTSD, moral 

distress and burnout (box 2),7 8 11 12 
and Health Education England empha-
sises the importance of supporting 
mental well- being in our staff.13 Cogni-
tive behavioural therapy describes how 
thoughts, feelings, physical sensations 
and behaviours are all interconnected 
and each influences the other (figure 1). 
Time Out aims to support staff ’s under-
standing of events and their reactions 
(including their cognitions, emotions, 
physical responses and behaviours) in a 
way that is not harmful.

How to debrIef wItHout cAusIng 
HArm?
This is a crucial question. Enforced 
debriefs can interfere with natural coping 
mechanisms,14 and a single session 
without follow- up can be detrimental. Yet 
we must provide support to our staff who 
increasingly expect feedback, mentorship 
and reassurance.15

Speaking with colleagues is perceived to 
be a useful coping strategy8 16 and giving 
the participant control over how much 
to engage and disclose is thought to be 
important.16

With this in mind, Time Out has been 
developed in Leeds. Time Out is an adap-
tation of the Small Crisis Management 
Brief taken from Mitchell’s Critical Inci-
dent Stress Management framework.17 
The model has also been influenced by the 
Psychological First Aid approach.18

tIme out pHIlosopHy
Time Out is a standardised method of 
providing support after any event that 
has the potential to cause distress. It can 
be requested by anyone. It is delivered by 
a clinical member of the team who has 
received facilitator training and is achiev-
able in a busy unit, day or night. It works 
best delivered after an acute event and 
before the shift has ended. The meeting 
should last around 20 min.
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Box 1 Definition of debrief

Verb—question (someone, typically a soldier or spy) about a 
completed mission or undertaking.
Noun—a series of questions about a completed mission or 
undertaking.
Synonym—question, quiz, interview, examine, cross- 
examine, interrogate, probe, sound out.
Antonym—answer, release, permit, sanction, let go, 
encourage, allow, help.

Definition of debrief, Oxford English Dictionary. https://
en.oxforddictionaries.com/definition/debrief (accessed 31 March 
2019).
Synonyms and Antonyms for debrief. https://thesaurus.plus/
synonyms/debrief (accessed 31 March 2019).

Box 2 Terminology

Acute stress disorder (also known as acute stress 
reaction)—applies in the first month after a traumatic 
event. It requires the presence of nine or more symptoms 
from any of the five categories of intrusion, negative mood, 
dissociation, avoidance and arousal. These can be starting or 
worsening after the traumatic event.10

Post- traumatic stress disorder—a range of symptoms 
associated with functional impairment, including 
re- experiencing, avoidance, hyperarousal (including 
hypervigilance, anger and irritability), negative alterations 
in mood and thinking, emotional numbing, dissociation, 
emotional dysregulation, interpersonal difficulties or 
problems in relationship, and negative self- perception.10

Moral distress—originally defined by Jameton (1984) as 
‘when one knows the right thing to do for a patient but 
institutional constraints make it impossible to do so’.
Burnout—defined by Maslach (1996) as a triad of emotional 
exhaustion, depersonalisation and reduced personal 
accomplishment.

Figure 1 Relationship between thoughts, feelings, physical 
symptoms and behaviours.

The aim of Time Out is to provide an opportunity 
for colleagues to share their experiences in a safe and 
supportive environment and

 ► identify good practice,
 ► identify lessons learnt,
 ► identify any actions that need to be taken,
 ► promote peer support networks and
 ► signpost staff to other sources of support.

tIme out—How It works
There are four stages to the Time Out model (figure 2).

step 1: triggers
Unexpected events of any nature are common triggers 
for a Time Out. Our triggers are set in very general 
terms to enable staff to have a low threshold in asking 
for a meeting:

 ► Cardiac or respiratory arrest or 2222 call.
 ► Any event which has the potential to cause distress to 

staff.

You should identify potential triggers that apply in 
your area. Individual experiences are relevant; what 
might be stressful for someone inexperienced may not 
be for their experienced colleague and vice versa.

step 2: planning the meeting
The only way of including everyone involved in the 
event is to hold the meeting during the same shift. 
Timing will depend on department workload and clin-
ical commitments; buy- in is required from senior staff. 
Planning the meeting in advance helps to release staff 
from their clinical commitments to attend.

Everyone should be invited, including non- clinical 
staff who were involved in or witnessed the event, 
but nobody should be coerced into attending. Make 
it clear that attendance is entirely voluntary; it may 
be unhelpful for someone to attend if their preferred 
coping strategy is not to talk immediately afterwards 
with colleagues. Denial can be an adaptive short- term 
coping strategy; some may prefer to access informal 
support networks.14

The facilitator should
 ► involve the nurse in charge,
 ► collate a list of names and emails and invite all staff 

involved,
 ► arrange the time and location of the Time Out.
If it is not possible to hold the meeting on the same 

shift, then our practice is to offer a meeting within 
48 hours, accepting that the opportunity to offer 
support to some members of the team will have been 
lost.

step 3: during the meeting
Facilitating a Time Out meeting can be daunting for 
clinical staff. The facilitator may or may not have been 
involved in the event. Our facilitators use a prompt 
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Figure 2 Four stages of the Time Out model.

Box 3 Tips for facilitators

Open question to start, for example, ‘What would you like 
to talk about?’.

 ► Listen—giving your time and attention can be helpful.
 ► Validate their feelings.
 ► Be a compassionate colleague—do not judge, let staff 
know it is okay to be not okay.

 ► Offer comfort.
 ► You are giving protected time to stop, breathe, think and 
take stock.

Active listening
 ► Help the staff to verbalise the issues.
 ► Show you are listening by giving eye contact, nods of the 
head, open body language, sitting at the same level.

 ► Allow silence—this is part of showing you are listening 
and not just waiting for your turn to talk.

Empathise and reflect
 ► Reflect back what you think you have heard.
 ► Always try to be tentative just in case you have not 
understood correctly.

 ► Watch Brené Brown on Empathy by the RSA here in 
https://youtu.be/1Evwgu369Jw.

Self- disclosure and sharing
 ► People can sometimes gain comfort when they hear if 
others have had a similar experience, but try to avoid 
saying, ‘I know how you feel’.

Encourage discussion
 ► Explore experiences and encourage questions.

Strong feelings
 ► Try not to close down strong feelings and emotions.
 ► Avoid premature reassurance—instead of saying, ‘Don’t 
worry, you weren’t to blame’ instead try, ‘What makes 
you think you are to blame?’.

Safety
 ► Keep the meeting safe, confidential and with clear 
boundaries.

 ► Challenge a colleague if they are being disrespectful, 
critical or blaming.

Ending
 ► Keep to time, allow final questions, summarise and 
praise.

Looking after yourself
 ► Remember that you are not expected to fix things.
 ► Peer support, being there and listening is valuable.
 ► Keep in touch with other facilitators and colleagues who 
have an interest in staff support.

Box 4 Examples of other sources of support

Individual support from clinical supervisor/educational 
supervisor/line manager.
General practitioner.
Local Hospital Trust Occupational Health services/counselling 
services.
Local Improving Access to Psychological Therapies service.
Regional Deanery counselling service.
National Professional bodies and unions counselling 
services.

when introducing the meeting to explain the aims of 
Time Out:

 ► Emphasise confidentiality and also that important 
lessons learnt will be disseminated.

 ► Reinforce that the purpose of the meeting is not about 
blame or investigation.

 ► Review events, gaining individual perspectives.
 ► Identify good practice.
 ► Identify lessons learnt and areas for development.
 ► Offer opportunity for all staff to speak and ask questions 

in a safe and supportive environment.
 ► Promote peer support.
 ► Signpost to other sources of support.
Notes are taken in the meeting, ideally by a second 

facilitator. Attendees complete a brief evaluation to 
give real time feedback to the facilitator on useful-
ness, what staff liked about the meeting and what they 
would change.

Further tips for facilitators are suggested in box 3.

step 4: after the meeting
The facilitator is responsible for ensuring that the 
following are completed:

 ► Write up the meeting—keep it anonymised and brief—
and email to all staff on the list (including those not 
attending) within 24 hours.

 ► Advise staff about further sources of support available 
locally (box 4).

 ► Give written information on common reactions (box 5) 
and tips on how to manage after a traumatic event 
(box 6).

 ► Disseminate learning points to the wider team as 
appropriate.

 ► Delegate action points that need follow- up.
 ► Complete an incident form if appropriate.
 ► Notify local Time Out lead that a meeting has taken 

place.
 ► Collect evaluation forms and store in Time Out folder.
 ► Store confidential documents in a locked office or secure 

drive.
Maintain confidentiality by keeping attendance 

lists in a secure location and separate from the notes. 
No patient or staff should be named in the minutes, 
which only need reflect the themes discussed. If an 
individual is identified as needing further support, 
the facilitator should, with the permission of the staff 
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Box 5 Common signs of a stress reaction 
following a traumatic event

Physical
Fatigue, nausea, muscle tremors, rapid heart rate, aches and 
pains, headaches, visual difficulties, dizziness, sweating, 
shock symptoms, chills.

Cognitive
Blaming someone, confusion, difficulty making decisions or 
concentrating, heightened alertness, poor problem- solving.

Emotional
Anxiety, guilt, grief, denial, fear, uncertainty, loss of 
emotional control, depression, feeling overwhelmed, intense 
anger, irritability, agitation, apprehension.

Behavioural
Withdrawal, isolation, emotional outbursts, suspiciousness, 
increased use of alcohol, inability to relax, startle response, 
pacing, difficulty sleeping, avoidance of situations/people/
objects.

Box 6 Helpful hints for managing a traumatic 
event

For yourself
 ► Try to rest when you need to. Take time to process the 
incident.

 ► Speak with family and friends or people that you feel 
safe with.

 ► Remember recurring thoughts, dreams or intrusive visual 
images of the event are normal—they are your brain’s 
way of trying to process the experience.

 ► Maintain as normal a schedule as possible.
 ► Eat well balanced and regular meals (even if you do not 
feel like it).

 ► Try to keep a reasonable level of activity.
 ► Physical exercise is often helpful.
 ► Express your feelings as they arise.
 ► If symptoms described (box 5) last more than 4 weeks 
or if they are particularly severe then seek help either 
via your general practitioner or your Hospital Trust staff 
support services, for example, staff counselling.

For colleagues or friends
 ► Offer your assistance and a listening ear.
 ► Spend time with the person.
 ► Reassure them they are safe.
 ► Help with everyday tasks that may have become difficult.
 ► Give them space when they need it.
 ► Don’t take their anger or other feelings personally.

Box 7 Facilitators—frequently asked questions

Who can be a Time Out facilitator?
Any clinical member of the team—for example, a doctor, 
nurse or allied health professional—who is interested and 
enthusiastic about supporting their colleagues.

What does facilitator training involve?
In our hospital, we offer a 4- hour training session on the 
background to Time Out, the principles of promoting staff 
health and well- being, building resilience, recognising signs 
of burnout and PTSD and practical guidance on how to 
implement the model.

Will I open up a can of worms by having a Time 
Out?
It is possible that staff will become distressed during a Time 
Out. Staff tell us it can be of huge benefit to them to discuss 
any issues that arise in a safe and supportive environment 
and to allow each individual to express their viewpoint if 
they choose to. Facilitators need to be experienced enough 
to be able to maintain clear boundaries and to keep the 
meeting safe.

What do I do if a serious issue arises between 
colleagues that cannot be resolved in the Time Out 
meeting?
In our experience, this is rare. Facilitators need to be able to 
take control if needed and to state that the issue will need 
to be explored further and dealt with appropriately after the 
Time Out meeting.

What support is available for facilitators?
Each area should develop a Time Out team who can 
provide peer support for each other. We have set up a 
regular meeting for all Time Out facilitators in the hospital, 
supported by a psychologist, to enable staff to share and 
reflect on their experiences in implementing the model.

Can I see an example of how Time Out actually 
works?
Yes. You can watch a demonstration of the Time Out process 
here: https://youtu.be/rd7WLMKJY7U.

I have never facilitated before. How do I get going?
The model works well using two facilitators. The less 
experienced facilitator will have support, and the main 
facilitator can focus on the group while the other takes 
notes. We have set up a network on a secure social media 
app to enable us to contact others to assist in running a 
meeting and create opportunities for new facilitators to 
become involved.

member, refer to their clinical supervisor as would be 
usual practice.

fAcIlItAtors
To be able to offer this model of staff support consis-
tently and equitably, it works best to train a network 

of facilitators. We recommend a multiprofessional 
approach to this. See box 7 for a list of frequently 
asked questions.

follow-up
We acknowledge that Time Out is just one part of our 
staff support structure, and that not all units have the 
benefit of psychological support. We recommend a 
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Test your knowledge

1. Which three of the following apply to planning a Time 
Out meeting:
A. Unexpected events are common triggers.
B. A meeting should only be offered if senior staff 

think it is appropriate.
C. Only invite those who you think would want to 

attend.
D. Attendance is voluntary.
E. Planning a time and place involving the nurse in 

charge helps to release staff to attend.

2. The following three principles apply to a Time Out 
meeting:
A. The model is best delivered on the same shift 

with a duration of around 20 min.
B. The purpose of the meeting is to focus on clinical 

management only.
C. The meeting is confidential, but important 

lessons will be disseminated to the wider team.
D. All staff should be offered the opportunity to 

speak and ask questions.
E. It is assumed that staff will already know where 

to seek further support if needed.

3. Tips for facilitators include three of the following:
A. Start with a clinical summary of the case.
B. Show active listening by use of eye contact, 

nodding and open body language.
C. Explore experiences and encourage questions.
D. Try to reassure colleagues if they feel to blame.
E. Challenge a colleague if they are being 

disrespectful, critical or blaming.

4. The facilitator is responsible for ensuring which one of 
the following is completed:
A. Advise staff about further sources of support.
B. Give written information on common reactions 

and how to manage after a traumatic event.
C. Delegate any action points that need to be 

followed up.
D. Store confidential documents in a safe place.
E. All of the above.

5. Which three of the following are true following a 
traumatic event:
A. Recurring thoughts, dreams or intrusive visual 

images of the event are your brain’s way of 
trying to process the experience.

B. Anxiety, guilt, grief, denial and fear are all 
common emotional responses.

C. Physical exercise should be avoided.
D. You should never tell anyone about your 

thoughts and feelings after a traumatic 
experience.

Test your knowledge 

E. If symptoms last more than 4 weeks or if they 
are particularly severe then you should seek help 
and support via your general practitioner or staff 
counselling service.

Answers to the quiz are at the end of the references.

‘watchful waiting’ approach, and to consider using 
the Trauma Screening Questionnaire at 3–4 weeks if 
needed.19 20

successes And cHAllenges
Time Out meetings have been attended by staff from 
a wide range of disciplines and in varying locations. 
There are no objective data to show evidence of benefit 
or harm, or to measure quality and impact. Neverthe-
less, the model evaluates well by those attending, all of 
whom would recommend to a colleague, and 135 facil-
itators have been trained in our hospital. Themes from 
evaluations include observations on the supportive, 
safe and informal environment, openness and honesty 
from colleagues, educational value and ideas to improve 
clinical practice. Significant barriers include having 
enough facilitators to deliver the model equitably to all, 
raising awareness that support is available and changing 
mindsets.

conclusIon
Time Out is a standardised method of providing 
support to staff soon after a traumatic event. It can 
be delivered by clinical staff and offers some of the 
advantages of the clinical debrief while also promoting 
peer support, educating on common reactions and 
signposting to other sources of support. Building 
up a network of facilitators across professions and 
disciplines can support the process of embedding a 
culture of staff support in the workplace.
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