
User Guide

www.talkdebrief.org

May 2019



TALK Clinical Debriefing:
Target, Analyse, Learning Points, Key Actions.

A TALK debriefing involves a team getting together after a clinical 
event, to have a structured learning conversation in a positive 
and non-threatening manner.

The aim is to review the event emphasizing successful behaviours, 
and to identify areas where the team can improve their performance.

To move forward, key actions are identified and team members 
take responsibility to ensure these are carried out, improving 
patient safety step by step.

The TALK structure was developed and copyrighted in 2014.
It was awarded funding from a Marie Curie grant by the European Union in 2016.
The TALK Foundation has been set up to continue the work commenced by the TALK Project.

Why use TALK?

TALK enables the team to share their 
perspective on a clinical situation. It 
allows them to explore what helped or 
hindered the situation with particular 
attention to communication, decision 
making, situational awareness and/or 
efficiency.

This way, team members learn from 
their clinical experiences and agree on 
responsibilities to improve and maintain 
patient safety in a positive environment 
which contributes to staff wellbeing.

TALK enables teams to make small 
changes that matter. Small changes 
can make a big difference!
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What is it?

TALK is an easy to use structure, to allow effective communication 
between team members.

It consists of 4 steps to ensure that individuals are sharing a concise, 
focussed and constructive learning dialogue relating to the clinical 
situation experienced.

Target
The first step is to choose the focus of the discussion, being as specific 
as possible. Team members share their perspective and agree on what is 
important to discuss.

- What shall we discuss to improve patient care?
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Analyse
Team members review the agreed target, in particular how to repeat 
successful outcomes or identify areas for improvement.

As part of this step, team members propose improvement actions.

- This went very well, how can we do this again?

or - This was challenging, how can we do things better?

Learning points
New insights gained during the clinical experience or the conversation are
shared by the team members.

- What can the team learn from this experience?

- What have we learned during the conversation?

Key actions
Team members agree on solutions.

They also take responsibility to carry them out and follow them up.

- What are we going to do?

- Who is going to do it?

- How will we all know that it has been done?
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When and where to use TALK?

The TALK structure enables effective communication across diverse health 
care professional teams that work together on a regular or occasional basis.

A TALK conversation can be carried out immediately after a clinical 
case, at the end of a clinical session or in due course, depending on the 
circumstances and urgency of the situation.

It can be used in pre-agreed circumstances or spontaneously, for example:

• When team members are exposed to new clinical experiences

• Good outcomes in difficult clinical situations

• Near misses or serious untoward incidents

TALK can be used across a range of clinical settings including acute, non-
acute, pre-hospital and community care areas.

Ideally it should be held in a private and quiet environment or clinical area.

How to use it?

Any team member can initiate a TALK conversation.

Don’t forget that if the situation to debrief is complex, you can be 
supported by a debriefing mentor.

It should take no more than 10 minutes and could be done 
immediately after a case, at the end of a clinical session or later, 
depending on the circumstances.

Prioritising patient care is the most important consideration when 
having a TALK conversation. Therefore it is crucial that it is done in a 
constructive and non-judgemental way.

Avoid negative comments and behaviours. The aim is that it should be 
a positive experience for the team, rather than pointing out blame.
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Step 1: Target
What shall we discuss to improve patient care?

Share your perspective.

Step 2: Analysis
Explore your agreed target, if appropriate consider:

1. What helped or hindered...

communication / decision making / situational awareness?

2. How can we repeat successful performances or improve?

Step 3: Learning Points

What can the team learn from the experience?

Step 4: Key Actions

What can we do to improve and maintain patient safety?

Who will take responsibility for actions? Who will follow up?

Everybody’s input should be valued, no matter what level of 
experience they have.

The clinical debriefing should focus on finding solutions to the issues raised.

Then the team should decide who within the group will take 
responsibility for the agreed key actions, and who will ensure they 
are followed up and completed. This way we continually improve patient 
safety, step by step.

What next?

Helpful tips for using TALK:

• TALKing is easy. Please start doing it to improve patient care

• Feel free to use cards and posters available from www.talkdebrief.org

• To aid as prompts and visual cues

• To ensure take up of the TALK Tool in your institution

• Try to make time to use TALK in your clinical working day when
appropriate

Disseminate good practice to other teams in your hospital: share your 
experiences of using the TALK Clinical Debriefing Tool.

If you need further information, check our materials and resources on the 
website - www.talkdebrief.org
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Examples of TALK debriefing

Clinical situation 1
A patient was walking to the bathroom and slipped and fell due to a wet area on 
the floor. The patient was assessed by the clinical team, a wrist sprain had been 
sustained. A qualified nurse who witnessed the fall initiated a TALK conversation.

Staff in attendance: clinical leader, resident doctor, two qualified nurses, 
housekeeper.

Target:

The clinical leader stated that the patient’s fall was preventable.

The resident agreed and added that the trauma to the patient could have 
been worse.

A qualified nurse stated that she did not know that a drink had been spilled 
on the corridor.

Analysis:
A qualified nurse highlighted that no one had been warned that the floors 
were wet.

The housekeeper had wiped the floor after the fall but also identified that the 
hazard “wet floor” signs were missing from the store cupboard.

The doctor was glad that the patient had been assessed and treated 
immediately and thanked the team for their contribution.

Learning points:
The team all agreed that they should all be watchful for risks to patient and 
staff safety, and communicate with each other.

Hazard signs must be available whenever required.

Key actions:
This will be presented at the ward quality and safety meeting to remind 
everybody to watch out for risks to patient and staff safety.

Posters will be displayed to remind patients, staff and visitors that any risks to 
safety should be reported to the ward staff.

The clinical leader and housekeeper will obtain more hazard signs.

The clinical leader will follow up on all actions.
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Clinical situation 2
An elderly patient is brought into the emergency assessment unit (EAU) referred 
by a General Practitioner (GP) on behalf of the nursing home.

The information given over the phone by the GP to the EAU resident doctor is as follows:

“Gladys is a frail 86 year old lady with a severe chest infection, not recovering 
despite 3 days on antibiotics. She is hypertensive and takes multiple medications”.

When Gladys arrives she is cachectic, dehydrated, confused and very short of 
breath. On further assessment she is found to have a substantial pressure ulcer 
over her sacral area.

Staff in attendance during patient handover: 2 paramedics, resident doctor, qualified 
nurses, auxiliary nurse. They feel it would be useful to have a TALK discussion.

Target:
The auxiliary nurse has noticed the pressure ulcer. The paramedics explain that 
they were not told about it when they collected the patient.

The doctor is surprised at how unwell the patient looks. The team decides to 
analyse communication gaps.

Analysis:
They all agree that it is easy to miss information if the nursing home has to refer 
a patient to the GP who then calls the EAU. They all realise that the most urgent 
issue is the chest infection, which might have distracted the caring team from 
detailing all other issues over the phone.

The nurse also explains that the admission of a patient with a pre-existing pressure 
ulcer is a reportable incident as per hospital policy. The doctor would have liked to 
receive more complete and structured information before the patient arrived.

Learning points:
It’s easy to miss information when many healthcare professionals are involved.

Structured and standardised communication, such as using SBAR, promotes safety.

It is important to be thorough in the initial patient assessment.

Key actions:
All EAU staff receiving referrals should politely ask to be given patient 
information in an SBAR format.

The SBAR laminated chart will be placed next to the phone.

The qualified nurse will remind all nursing staff of the importance of checking 
for pressure ulcers in patients with limited mobility or other high risk factors.

She will also report the pressure ulcer.
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Clinical situation 3
David is a 53 year old obese patient listed for elective laparoscopic 
cholecystectomy. All surgical and anaesthetic team members get together at 8.15 
am and review the surgical program for the day as part of their routine team 
briefing. David is the 3rd patient on the list but he is identified as higher risk due to 
the possibility of adhesions (previous abdominal surgery) and obesity. He is moved 
to the top of the list and the team get ready for all eventualities.

During surgery, the laparoscopic procedure needs to be converted to open 
laparotomy. The patient outcome is good.

The team decide to carry out a clinical debriefing during skin closure, as the 
patient is stable, the swab count is correct and the surgical team are happy that 
they are able to review the case whilst completing this relatively simple task.

Staff in attendance: 2 surgeons, anaesthetist, 2 scrub nurses, auxiliary nurse and 
anaesthetic assistant.

Target:
The surgeon explains that he had to convert to an open approach due to 
intraperitoneal adhesions.

She thanks the team for their preparedness and prompt response to arising 
surgical needs.

Analysis:
The anaesthetist is very pleased that the patient was moved to the start of the 
list, as there is plenty of time to ensure that he is stable and comfortable in 
recovery before going back to the ward. This is safer if done earlier in the day 
when there are more staff around.

The scrub team are happy that the surgeons informed them of the possibility 
of opening up, as the auxiliary nurse had the chance to get all required surgical 
trays ready in advance.

The anaesthetic assistant wonders whether he should have had a cell saver 
ready, but is reassured that even in this open procedure they were not expecting 
a large bleed.

Learning points:
Team briefing has been particularly useful today. The team has worked 
really well together, anticipating and supporting each other’s needs. This has 
benefited David, who has received excellent care.

Key actions:
The surgeon will send an email to the surgical directorate to praise the team for 
their excellent work that day.
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