
14/10/2019

1

TeamOBS

Video filming as a tool for better delivery ward performance

Video og high-performance teams 

Regional Hospital 
Horsens 

Faculty of Health, 
Aarhus University Aarhus University 

Hospital

Lise Brogaard MD, PhD 

1

Lægelig Videreuddannelse, AUH 
Årsmøde på Sabro Kro 13.09.19

Lise Brogaard MD,PhD

1

Video til høj performance i sportens verden
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Bedre performance ved analyse af suboptimale forløb
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200 år fra single player til team player
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1.  Two Hundred years of surgery, Gawande A. NEJM 2015
2. The incidence and nature of surgical adverse events in Colorado and Utah. Surgergy 1999
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Video til høj performance team (sundhedsprofessionelle)

5

5

6

We informed approximately 
7200 women about the 
project in week 17-28.

3 women required that the cameras 
would be covered up for her delivery 

Arrives in labor 
at the hospital.    
Cameras on standby 

Normal delivery: 
No video recording performed

Postpartum hemorrhage 
occurred, and obstetricians 
activated the cameras
n 188

Non eligible teams, as consent 
was not obtained within 48 hours 
 ·  due to lack of contact information 

or early patient discharge (n=50); 
 · staff declined to consent (n=17); 
 · patient declined consent (n=11);
 · technical failure (n=7)

Consent obtained from 
all parts; video down loaded 
and included in the project
n 103

Excluded as the physician left the 
room for prolonged periods or 
entered late (n=18) 

Included with the full treatment 
of the postpartum
n 85

REC

OFF

Real-life video af akutte teams
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Video og patienterne
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1. Dansk straffelov § 264a

2. Etiske hensyn

3. Data tilsynet

4. Din arbejdsgiver

Lov og etik
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We informed approximately 
9500 women about the project 
in pregnency week 17-28.

4 women requested for the cameras 
to be covered during their delivery.

Arrive in labour at 
the hospital. 
Cameras on standby. 

Normal delivery: 
No video recording performed.

Postpartum haemorrhage 
occurred, and arrivel of 
the obstetrician activated 
the cameras.
n 260

Non eligible teams, as consent 
was not obtained within 48 hours 
 ·  due to lack of contact information 

or early patient discharge (n=83); 
 · staff declined to consent (n=23); 
 · patient declined consent (n=14);
 · technical failure (n=20).

Consent obtained from 
all participants; video 
downloaded.
n 123  

Excluded as the obstetrician 
entered late or left the room 
for prolonged periods. 
n 24 

Included with the full treatment of postpartum haemorrhage.
n 99

Non-technical performance: 
2 raters idependently applied 
the ATOP tool 

Clinical performance: 
2 raters idependently applied 
the TeamOBS-PPH tool 

Brogaard L, Kierkegaard O, Hvidmand L, et al. The Importance of non-technical performance for teams managing postpartum haemorrhage: video review of 99 obstetric teams. BJOG. 2019

Indformeret samtykke
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Tænd - sluk
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Personalet
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Evaluering af film: 
1) klinisk performance 
2) ikke-teknisk performance. 
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Udvikling af checklist til klinisk performance
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Literature
search

Based on literature the 
TeamOBS group identifi ed 
the important items.

Result 
 A list with 19 items

  Iceland
1:   Reynir T. Geirsson, Professor, MD, 

PhD, FRCOG, University of Iceland, 
Reykjavík

  Norway
2:   Birgitte Sanda, Consultant 

Obstetrician (CO). Sørlandet 
Hospital Trust, Kristiansand

3:   Torbjoern Moe Eggeboe, Professor, 
PhD, CO. Sct.´s Olav´s Hospital, 
Trondheim

  Sweden
4:   Charlotta Grunewald, Associate 

Professor, CO. Director of Obstetric 
unit, Karolinska University 
Hospital, Stockholm

5:    Jan Leyon, CO. Head of delivery 
department, Skaraborg Hospital, 
Skövde

6:   Nana Wiberg, PhD, CO. University 
Hospital Lund

  Denmark
7:   Lise Lotte T. Andersen, CO. OUH, 

Odense
8:    Lone Krebs, CO. DMSc, Associate 

professor, Holbaek Hospital
9:   Jette Led Sorensen, PhD, MMed, 

Associate professor, CO. 
Rigshospitalet, Copenhagen

  United Kingdom
10:  Kim Hinshaw, FRCOG, CO. Visiting 

Professor, Sunderland, Royal 
Hospital, Tyne & Werar

11:  Tim Draycott, FRCOG, CO. North 
Bristol NHS trust

12:  Philip J. Steer, FRCOG, Emeritus 
Professor, Imperial College London 
Chelsea and Westminster Hospital

The expert group consisted 
of 12 experts from different 
departments from fi ve countries.

Invitation to 
experts

Delphi
round 1

Delphi
round 2

Delphi
round 3

Delphi
round 4

Delphi panel:

The expert group weighted the same items 
again, this time with an anonymous summary 
of the scores from Delphi round 2.

Result 
Experts achieved consensus 
on 19 of the 19 items.

After preliminary testing the fi nal 
assessment tool TeamOBS-PPH 
was approved.

Weights of elements. Each member of 
the expert group weighted the importance 
of each item on a 5-point Lickert scale.

Result 
Consensus was achieved on 
17 of the 19 items.

The expert group was asked 
to add, remove or suggest 
corrections to the 19 items.

Result 
4 items adjusted; 
none added or removed.
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                          Evaluation of clinical performance 
    in management of postpartum haemorrhage

Stage of 
management 
Category

No.
Item

Item 
description

Item 
weight

Not 
indicated

Cannot be 
assessed

Item 
weight

x

points

Not done 
or not 

con sidered 

Partially or 
incorrectly done, 

or not done in a timely manner 

Done correctly, 
completely and in a timely manner 

Item 
weight

x

points2 points 2 points 0 points 1 point 2 points
General tasks 1-1 Call for suffi cient help 4 Delayed call for help Done correctly and in time

1-2 Oxygen supply 2,5 Oxygen at low concentration Oxygen by mask at high concentration (10-15 L/min)

1-3 Positioned appropriately – consider lying 
fl at or Trendelenburg 3 Positioning done later Positioning appropriate and in time

IV access & bloods 2-1 Intravenous access 4 Delayed IV access / only x1 IV 
cannula / cannula gauge too small

Establish IV access x 2 and uses 
appropriate gauge cannulae

2-2 Blood test for FBC, blood type for 
compatibility & cross match 3,5 Delayed or no FBC or cross match 

requested
Blood taken for analysis & blood cross matched

2-3 Intravenous fl uid resuscitation
4

Fluid treatment initiated, but 
inadequate volume or timing. 
Wrong kind of fl uid chosen.

Correct fl uid (NaCl or Ringers’), 
appropriate volume and administered in time

2-4 Call for delivery of blood
3,5

Arranged to call, but late or 
local guidance not followed

Blood called for in a timely manner (ORh negative, 
whole blood or packed cells +/- other components 
according to local guidance)

Consider causes & 
initial management

3-1 Consider the cause of the PPH 4 Assessment of possible causes 
incomplete or inadequate

Considered and assessed for all causes of PPH

3-2 Uterine compression abdominal/bimanual 
(later aortic compression) 3,5

Delayed or inadequate uterine 
compression (aortic compression 
was not considered if indicated)

Appropriate uterine compression 
(aortic compression was considered & used 
if indicated)

3-3 Empty bladder 3,5 Delay in emptying bladder or no 
clear decision made

Team ensure the bladder is empty or 
insert a catheter

Medication 4-1 Methylergometrin 0.2-0.25 mg IM or IV 
(max x2 doses) (alternatively follow local 
or national guidance)

3
Incorrect dose. 
Delayed admini stration 
(not used as primary intervention)

Correct dose, administration & timing 
(Cave hypertension)

4-2 Oxytocin 5-10 IE/ 100 ml NaCl. (bolus 
400 ml/h) subsequently 50-100 ml/h 
(alternatively follow local or national 
guidance)

4

Incorrect dose. 
Delayed admini stration 
(not used as primary intervention)

Correct dose, administration & timing

4-3 Misoprostol 0.4 - 1.0mg PR (alternatively 
follow local or national guidance) 2,5 Incorrect dose or route of admini-

stration. Delayed administration
Correct dose, administration & timing

4-4 Carboprost 0.25 mg IM (max x8 doses 
at intervals of 15 minutes) (alternatively 
follow local or national guidance)

2,5
Incorrect dose or route of 
admini stration. 
Delayed administration

Correct dose, administration & timing

4-5 Tranexamic acid 1 g IV. (alternatively 
follow local or national guidance) 2,5 Incorrect dose or route of admini-

stration. Delayed administration.
Correct dose, administration & timinng

PPH over 1L or 
retained placenta

5-1 Consider transfer to operating theatre 3,5 Done, but not in a timely manner Done in a timely manner

Monitoring 6-1 Evaluate blood loss 4 Visual blood loss estimation 
or other subjective methods

Weighing all swabs and measuring blood loss

6-2 Monitor observations: pulse, blood 
pressure, (respiratory rate) 4 Incomplete monitoring of pulse, 

blood pressure, (respiratory rate)
Appropriate monitoring of pulse, blood pressure, 
(respiratory rate)

6-3 Documentation on PPH chart 
(inc fl uid balance) 3,5 Done, but incomplete documentation 

or verbalisation to team
Full documentation – regular verbalisation to team

Patient safety score 7-1                                                                   
                                                               

                                                                 

                                                                  
 Patient Safety Score: 
  Clinical performance score:
 (Weighted score+Patient Safety Score/2)

Scoring: Put a cross in the box and give “not indicated”, “cannot be assessd”, “0”, “1” or “2”

% = Patient safety score

sum
Weighted score: (            / 130               ) x 100 =

sumsum

sum

50%0% 100%

Acceptable 
performance

ExcellentExcellentPatient safety is threatened/ 
Non-acceptable performance

Grafi sk Service 2263

TeamOBS-PPH tool  

15

TeamOBS-PPH app  

Brogaard L, Hvidman L, Hinshaw K, et al. Development of the TeamOBS-PPH – targeting clinical performance in postpartum hemorrhage. Acta Obstet Gynecol Scand. 2018;97(6)

Development of checklist

15
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Implementer din checkliste i hverdagen

16
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Forskning i Human Factor

17

17

De ikke-tekniske færdigheder 

18

1. Human error in anestetic mishaps. Gaba D. 1989, International Anesthesiology Clinics
2. Preventing anesthesia accidents. Cooper J, Gaba D 1990, Anesthesiology
3. Crisisiressource management to impriove patient safety Rall M, Diekmann P 2005

18

Crisis Ressource Management

19

Checklister til evaluering af ikke-tekniske færdigheder  

20
1. Uddrag af artiklen i jeres handouts.

20
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Forståelse af de elementer der scores.

211. Uddrag af reskabet GAOTP jeres handouts.

21

Forståelse af de elementer der scores.

1                                                     5

22
1. Uddrag af reskabet GAOTP jeres handouts.

22

Video klip – eksempel scorer vi ikke-tekniske færdigheder

231. The Non-technical skills for surgeons System Handbook. Flin et al 2006
2. Safety at the sharp end. Flin R. 2008

23

24

Forståelse af de elementer der scores.

24
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25Brogaard L, Kierkegaard O, Hvidmand L, et al. The Importance of non-technical performance for teams managing postpartum haemorrhage: video review of 99 obstetric teams. BJOG. 2019

25

26Brogaard L, Kierkegaard O, Hvidmand L, et al. The Importance of non-technical performance for teams managing postpartum haemorrhage: video review of 99 obstetric teams. BJOG. 2019

Ikke tekniske færdigheder og klinisk performance

26

Forskning i teams - gavner teams

27

27

Støj og teams

28

28
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Støj og teams

29

29

Støj og teams

30

30

Teamsamarbejde og kommunikation

31

1.  Hodge B, Thompson JF. Noise pollution in the operating theatre. Lancet. 1990.
2. New technical solution to minimize noise exposure for surgical staff: the silent operating theatre optimization system. Friedrich et al. 

BMJ Innovations 2015

31

Tak for opmærksomheden.

32Symbolet på veloverstået arbejde og nu kaffepause

32
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Debriefing efter teamtræning

Grund model: 
1. Sæt rammen: Eks.. Vi har nu 40 min til. 
2. Reaktionsfase: Følelser og Facts. 
3. Forstå: Gå i dybden med emner der bliver 
nævnt i reaktionsfasen (spørgeteknik 
forskellig)
4. Resume: take-home massage.

33

Debriefing efter teamtræning

” I see…., I saw… I wonder…”

34

Debriefing efter teamtræning
”Hvad skete der? 
”Hvilke handlinger førte til det?” 
”Hvordan påvirkede det patienten? 
”Hvad kan vi gøre for at det sker igen/ undgå det sker igen?

• Ingen følelser
• Kun fakta
• Professionel debrefing

35


