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Goals and Objectives

AGoal: Bring simulation debriefing skills to obstetric events

A Obijectives:

| Discuss the benefits of debriefing in the clinical
environment

I Compare different methods of debriefing in the clinical
environment

I Provide tools to assist with Implementing debriefing in your
clinical environment
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Why Debrief?

A A meta-analysis of team based debriefings after
clinical events, showed organizations can improve
iIndividual and team performance by 20-25% by using
properly conducted debriefs. *

A Clinical debriefing has been associated with improved
CPR outcomes, trauma team efficiency, identification
of surgical errors, and neonatal outcomes following
emergent cesarean deliveries.?
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Why Debrief?

AThe Need: Opportunity for continuous team performance
Improvement.

AThe Benefits:

I Opportunity to defuse emotions and tension after clinical
events

I Opportunity to identify latent safety threats in hospital
systems and environments

I Improves interdisciplinary open communication.
| Staff feel safer to speak up




Qualitative vs. Quantitative Debriefing

A Quantitative debriefing:
I Data: bedside CPR devices, patient monitors, records
I Typically occurs days to weeks after event
I Wider audience than event members

A Qualitative debriefing:

I Limited data - relies on participant recall of events, interactions, and thought
processes

I  Minutes to hours after event
I  Event members
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Clinical Debri efi ng

AHow:
I Plus/delta
I Scripted debrief
I Checklist

AWho:

I Entire team invited

I Led by *trained debriefers T can be physicians/charge
nurses/both

AWhat:

I All adverse events
I Specific pre-identified events



Cli1 nical Debri efi ng é

AWhen:
I Hot (minutes)
I Warm (hours) - pre-shift departures
I Cold (within a week)

AWhere:

I Quiet or Isolated place If possible

A Post-debriefing:
I Improvement ideas to quality and department leaders

I Group feedback to department on changes by staff meetings
and emails



Debriefing: Basic Structure

AThree parts to an effective debrief:
| Beginning: Reactions Phase
I Middle: Analysis Phase
I Ending: Summary Phase



Basic Critical Debriefing Elements

A Beginning: Reactions phase i create a safe environment
I Thank members for being present
I All iInformation discussed in the debriefing is confidential

I The purpose of debriefing is for education, quality improvement, &
emotional processing.

I We are not here to assess or evaluate personal performance
I EveryoneoOs participation I s wel c




Basic Critical Debriefing Elements

A Middle: Analysis Phase

I Briefly review the patientos sunmnm

I All members are encouraged to participate in general plus/delta or
can have targeted open ended questions

I Help participants identify performance gaps and close them

A Ending: Summary Phase
I Ask members what they would do differently next time (if anything)
| Start and end on time (aim 10 minutes)
I Provide employee assistance counseling info if appropriate



Introduction and shared mental model
G2S IINBF JI2Ay3 G2 R2 | 1ljdzA O]l RSONARST 2F 0K
Improve our performance as a team and the care we provide. We are not here to evaluate
AVRAODGARdzZE f LISNF2NXI YOS [SUQa aildl NI 6AGK
A Review the clinical events and establish a shared mental model of what happened.

2 KId ¢Syl ¢Sttt YR 6KIFIUO RAR VY
ahyY GSIFYS €£S0Qa GlFf1 Fo2dzi 2dzNJ LISNF2NX I yC
A Did the team follow established guidelines and protocols? If not, why?

A Were there any technical, equipment, or procedural issues? If so, what?
A Discuss 2 to 3 key behavioral skills relevant to the situation. How was team performance
these areas?
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What will the team do differently next time?
a1l 26 Oly ¢S R2 o0SGGOSNIYSEG GAYSKE
A Discuss changes in team performance that will be implemented in the future, based on
discussion above.
A ldentify the individual(s) responsible to follow up on issues discussed.

Follow up on issues?
G2 KIgdg AadaadzSaz AT |yeéeszs aKz2dzZ R
A Record issues to be followed up later.

Conclusion )
GCKFEYy1l €2dz F2NJ GF1Ay3 GAYS G2 LI
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Psychological safety and debriefing

ADebriefers should be formally trained

I Team members need to feel safe to participate without the
fear of being shamed, humiliated, or belittled

I When one feels safe they feel they will be viewed
positively, even Iif they have made a mistake

I Psychological safety necessary in order to freely ask

guestions, understand the desired behavior, and to achieve
lasting change.



By understanding the frame from which a learner performed, you can
figure out what type of teaching point to make to try and change the
frame which can lead to changes in actions and therefore outcomes for

the patient/clinical situation v
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DO NOT SCAN OR PUT INTO PATIENT CHART - STAPLE TO CODE SHEET AND TURN INTO MEA'S FOLDER

Texas Children’s Hospital - Debriefing In Situ Conversation in Emergency Room Now (DISCERN) Form
Thiz info iz privileged and confidential pursuant to TX Health & Safety Sections 161.031-033, TX Occupations Code Section 160,007 &for TRCP 1525
ALL patients need this section completed -

NURSE must decide with the doctor
whether a debrief is necessary for EVERY

Fill out this section during the debriefing
(Person writing niot the person leading debriefing)
[Write on the back of form if there is not enough space)

Fill out this section only
if debriefing occurs

Place Patient Sticker Here 1. Members Prasent
[*W" bae if presart
during debriefing) 1. Time Debriefing Started:

Chaplain

2. ‘What went well during our care for the patient?

1. Date (MM, DD/ YY)

2. Physician Team Legder

3. 1* Nurse filling this curt:

4. 1f tazm leader & 1° nurse

together decide mottodoa

debriefing, state reasoning:
[chedk one box to the nght
[=kip #4 if doing debrief)

5. Resuscitation Type
[chedk all that apply|

6. Intersentions
[icheck all that apply)

7. Time Resusc Ended
(Eithier “tirme of death™ or'
i Patient ouboome

Charge Mursa

Child Life

Too mary urgent patient

care issues to make time
Did not feel it was needad.

Other reason:

Fespiratory
hedica (includes seizure)

Trauma

Fulssless
—

Intubation
Defibrillation
Code 3 Trauma Actration

CPR

"tirme left EC", whichewer was 151
Alve
Expired

1. Pick a guiet or isolated space if possible - start by thanking members for being present & encouraging all members to participate.
2. State: "The purpose of debriefing is for education, quality improvement, & emotional processing; i is not 3 blaming session. Everyone's participation is welcome & encouraged.”

Farmily Advocate
Pediatric Emearg Medicine Fellow

FPharmacist

Physician Team Leader

Primary /Dooumenting Murse
Fesident

Respiratory Therapist

Sacondary Mursea

2 Debriefing Physician. Team Leader Mame:

3. Debriefing Documenter Name

[MOT same a5 #2 above; can be BN or Dr.

L |

2. What could have gone better during cur care for the patient |ADD potential solutions if 4

was the Physician Team Leader (PTL) the ondy doctor calling out medication orders? YEY
Was amyone confused at any time during the resusctation about who was the PTL? YES

Time Debriefing Ended

State: "If anyone wants counssling support, please see referral numbers at the bottom of

Advice for Running A Team Deb

ng

3. State: "These debriefings uzually take several minutes and if you have urgent issues to attend to, you are weloome to leave at any time."

4. State: "| will briefly review the patient’s summary and then we a5 an entire team can disouss what went well and what could have gone better. Please feel free to ask any questions."

5. Procead as teamn leader with a brief summary of the patient's course (<1 minute] and then procesd to the group discussion. Doournenter (not team leader) records on this form.

* If amyone needs or requests referral for free counseling, call the appropriate instituation at 832-824-3327 (TCH) or 713-500-3327 (BCM Uipdated 2/3/2012

23 53AYAT LNIILYd 340438 NOILD3S 1437 LN0 T4
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California Maternal Quality Care Collaborative

Aldentified the:

I lack of established debriefing tool for perinatal critical
events

| absence of published studies on routine use of debriefing
In perinatal units for critical events or related to
performance improvement

I link between benefits and improved outcomes resulting
from debriefing real-time events 1



California Maternal Quality Care Collaborative

A Targeted debriefing tools for:

A Term infant with apgar 6 or fewer at 5 minutes
A Intrapartum fetal demise

A Emergency CD

A PPH

A Seizure

A Preterm delivery on antenatal unit

A Shoulder dystocia requiring more than suprapubic and McRoberts
maneuver

A Unexpected maternal transfer to ICU
A Unexpected admission of term infant to NICU
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________YesNo |

Team Attendance Comments

1. Help arrived in a timely manner
2. Team members assumed or were

Ca|if0rnia assigned roles. —
Maternal 3. Adequate help was present —

Medication Administration

Qua“ty Care . Medications arrived in a timely -~

manner

CO”abOratiVe . Medications were given in accordan |

tetric Hemorrhage RELSSY
Obstetric Hemo ag . Adequate volume and type of meds

Toolkit Version 2.0 s T e

Device Placement

1. Foley
2. Intrauterineballoon




I AL

Fluid &Blood Administration Comments

1. Second IV was started in a timely |
manner
. Was any type of blood administerec..

Calif()rnia . Bloodarrived in a timely manner |
. Was MTP policy activated

Matern al . Was rapid transfuser used?

: . Rapid transfuser was used effectiwi
Qua“ty Care and according to procedure?

Adequate amount of blood was

Collaborative ' valable —

Obstetric Hemorrhage EMteeeiiz e

Toolkit Version 2.0 1. Operating room ready in a timely
manner

2. Adequate staff for procedure
3. Appropriatesupplies were readily
avallable

Other issues to report

_

-
-
-
-




* Introduce yourself as lead debriefer SCRIPTED DEBRIEFING TOOL

* State the debriefing is confidential
* Ask for all team members to introduce themselves by name and role in resuscitation
* Ask a team member to summarize the clinical situation and key events

Advocacy- Identify Performance Gaps Identify Specific Critical Behaviors During a Resuscitation Inquiry: Questions
and Desired Actions * Evaluate Team Performance: 0- Not Done, 1- Done Sometimes, 2- Done for Reflection
Consistently

* | noticed that we did/ did not..... Gather all necessary equipment before delivery? *How did you/we
* | saw that we did/ did not.... see it?
i ?
* | heard you/someone say that... gz b el
* | was concerned to see that we Use Effective Communication Score *| was wondering
did/did not.... : : what your/four
« | was impressed by how we did/ did | Remain calm & professional thoughts are?
not.... Use closed loop communication
*What were you/we

Share information & critical events inki ime?
Where did debrief occur? thinking at the time:
d LDR/OR at bedside Share the plan & next steps in care
QHall *Help me understand
Dmﬁcﬂagedside Use the Two Challenge Rule when disagreement with plan arose r::;nu;we decided
WElevator/Transit Utilize Resources Well Score '
<Other: Call for help early *How could you/we

have done that

When did debrief occur? Distribute workload optimally (no multitasking) differently?
W Prior to handoff to LDR/NICU Establish Role Clarity Score
team *How could you,/we
U After handoff to LDR/NICU team | Team Leader identified have improved?
(= 1hr) o
O After handoff to LDR/NICU team Team member roles and tasks identified
(> 1hr) Use Effective Situational Awareness Score

Was the family present during
the debrief?
d Yes Anticipate and plan ahead for crises

L
d No QA
Use effective mental modeling to review expected care plan, ask for v
Texas Children’s

suggestions, & get team on same page Hospital

Obtain & utilize all available information




Clarify How the Performance Close Performance Gap (How Can We ldentify Systems Issues
Gap Occurred Improve) To Be Improved

{2 6KIFO LQY [ifc&t NWNoyw il thisimpadf yoir performance | Resource Issues:
performance gap hefavas related |next time?
to [insert frame heré X @

How would you do things differently? | Systems Issues:

If | understand correctly, you are

sayingthat [insert performance gap | How will your train of thought change

here] was due to[insert frame the next time you encounter a similar | space Set Up Issues:
hered X @ situation?

**List any systems issues identified during the debrief that may interfere with safe and effective
patient care : (Please turn in to for improvement):

I Resource issues related to personnel, medication, and equipmentd whether missing,
malfunctioned, or an inabllity to use secondary to provider unfamiliarity with the device.

I Systems issues related to process, policies, or procedures that do not work as well as anticipated
In the clinical setting.

I Facility or space set up concerns that are not conducive to effective, efficient, and safe patient
care.
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