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Introductions

Kimberly Harper, MSN, RN, MHA
Perinatal Neonatal Outreach Coordinator, 

UNC Center for Maternal and Infant Health

Kathleen Zacherl, MD
UCONN Assistant Professor of Obstetrics and 

Gynecology



Debriefs and
Systems Improvement

after an Obstetric 
Emergency

Kimberly D. Harper, MSN, RN, MHA
Kathleen M. Zacherl, MD, FACOG



Team Superpowers
What would you say is your most valuable strength that you bring to your team?

Presenter
Presentation Notes
KimberlyWelcome to our session today. We wanted to create an interactive session today. To make sure everyone has access to the platform that we will be using. We’re going to start with a word cloud. We’ve dropped a link in the chat for the word cloud. 



Shared Norms  

● We seek and offer different pathways for 
participation

● We build a culture of belonging and teamwork - 
prioritizing relationships, and striving for inclusivity

● We value all the different strengths that each team 
member brings

● Take care of yourself 

Presenter
Presentation Notes
Kimberly Polls, chat, come off mute, share your thoughts however you feel comfortable.We want everyone’s voice to be heard. Everyone has a role to play in debriefingEveryone brings strengths to this discussion. We’re here to serve as facilitators to help you obtain the knowledge that is needed. Team members make everything possible. We want to hear all your voices



Team -based Communication 
Strategies and Best 
Practices

Presenter
Presentation Notes
Kimberly 



Shared 
Language

Fanning RM, Gaba DM. The role of debriefing in simulation-based learning. Simul Healthc. 2007;2:115-125.

Debriefing

Teams

Culture of safety

Shared mental 
model

Presenter
Presentation Notes
Kimberly



Br ie f

De b r ie f

Hu d d le

• Recurring/scheduled or ad 
hoc for change in patient 
status

• Sharing critical changes
• Key safety reminders can be 

reviewed

• Post-event
• Reviews timeline of 

events
• Identify successes, 

barriers, opportunities

• Plan of care 
• Assess resources, goals of 

care, contingency plans

Presenter
Presentation Notes
Kathleen Debriefings in the context developing a culture of safety and to learn from the front line, intended for rapid improvements, not an RCABriefings: Plan of care. Planning and prep.  Availability, access, resources. Agree on goals.  regularly scheduled meetings designed to plan and prepare for a procedure.  Occur at beginning of a case/arrival of patient.  Gets everyone on the same page.  DIscuss equipment needed, plan, potential complications, contingency plansHuddles: occurs needed/emergent basis.  problem-solving.  Anticipate outcomes and possibilities, assign resources, express concerns. Occurs when something happens and to regroup team to rediscuss plan.  TO rapidly plan for care. Example: current censes, bed availability, staff shortages.  Can incorporate "clinical focus topic"-- ie. How to do quantified blood lossDebriefing: learning and improvement. Communicate clearly about an event, go over details. What went well, opportunities for improvement.  (TeamSTEPPS)brief meetings immediately following a case, 



Debriefing

Team reflection

Continuous improvement

Lessons learned

Reinforce positive 
behaviors

Presenter
Presentation Notes
"Informal information exchange session designed to improve team performance and effectiveness through lessons learned and reinforcement of positive behavior"-- TeamSTEPPShttps://psnet.ahrq.gov/primer/debriefing-clinical-learning?_gl=1*bw8uob*_ga*NTExODg2MDkwLjE2OTAwNzAyMTQ.*_ga_45NDTD15CJ*MTY5MDA3MDMyMi4xLjAuMTY5MDA3MDMyMi42MC4wLjA.after a particular task, shift or critical event Debriefing is a directed, intentional conversation that can be used for knowledge or skill attainment, or to answer questions about threats to patient safety and patient care based on a recent event or a hypothetical situation.1 Debriefing is an important strategy for learning about and making improvements in individual, team, and system performance. 



What is a team?

• 2 or more people
• Work toward a common 
and valued goal
• Complementary skills 
and specific roles

Presenter
Presentation Notes
How do we capitalize on a common goal?Great teams: mutual respect, no finger pointing, patience, no blame, delegate duties, adaptation



Culture change

● Organiza tions still struggle  with  cu ltu re  change
● Im plem entation  is key to  successfu l debrie fing and  

im provem ent

Presenter
Presentation Notes
Sets the stage for debrief movementUptake % of doing debriefs



Start a debrief movement

Presenter
Presentation Notes
First follower= front line champions



Shared mental 
model

•

•

Rouse, Cannon-Bowers, and Salas, 1992



Best practices 
for debriefing

Make it 
routine

Short Bame-free Immediately 
after event

All team 
members

Respectful 
feedback, 

validate all 
comments

Document 
action items 

and distribute

Presenter
Presentation Notes
Everyone's opinion matters even if doesn't become action itemEmphasize positivesDesignate a team leader



"Safety is not about the absence of negatives, It 
is about the presence of capacities."

Sa fe t y I

• Learn from risk and 
failure

• Review 
bad/unexpected  
ou tcom es

Sa fe t y II

• Learn  from  all events
• Everyday/m undane  occ

urrences and  the  good  
ou tcom es

• Debrie f it a ll!

Sidney Dekker. Why do things go right? – Safety Differently. https://safetydifferently.com/why-do-things-go-right/. 2018.

Sa fe t y I a n d  II

Presenter
Presentation Notes
Safety II: How to repeat successful performance or improveEncourages increased debriefing overall. about the presence of capacities and the complexity and adaptivity of healthcare system (non-linear, not cause and effect)



Safety II

"Work as done" versus "Work as imagined"

Bentley SK, McNamara S, Meguerdichian  MJ, et al. Adv Simul (Lond). 2021;6(1):9.

Presenter
Presentation Notes
Example of how Safety II helps: A resuscitation goes very smoothly.  The team is reluctant to debrief as they feel everything went right.  They are encouraged to debrief.  Leader poses question: "Are there strategies that you used in this case or others that make placing an airway efficient? "  Resident thanks the nurse for having all the ET tubes laid out and says it doesn't always go that smoothly.  The nurse explains that he/she finds the crash cart confusing so skips the cart and ran to the supply room to get equipment and lay it out in the room. --> "Work as done"- workaround.  versus "work as imagined" Consider "why did things go well/why did it go right? And how can we ensure it goes well in the future", near misses, reproducing success, how did people adapt to overcome challenges?don't just debrief things that go wrong, debrief those that went well.  



Communication
in debriefing

Successes, 
barriers, opportunities
Celebrate wins & ”good 
catches”
Focus on solutions

Value everyone’s input

Start small

Safety II

Presenter
Presentation Notes
(ie. Avoid: “you forgot to check the medicine.” Try: “this medicine was not checked; let's consider what contributed to this and what we could do to prevent it next time”.



Sce n a r io

Transferred 
patien t to  a  

perina ta l re fe rra l 
cen te r

Precip itous 
de livery in  the fie ld  
with  hem orrhage

Stab ilized  m other 
and  infan t

Transfused  and  
gave  obste tric 

hem orrhage  m eds

Cindy ga thers the  
team

Team  asks why 
they would  need  

to debrie f since  "it 
a ll went grea t."

Cindy: nurse  m anage r of ED

•What wou ld  be  the be ne fits of de brie fing?
•Stra te gie s for Cindy
•Which  te am  m e m be rs shou ld  be  include d?
•How can  Cindy facilita te  buy-in  from  the  te am to 
de brie f?

Presenter
Presentation Notes
Cindy: nurse manager of ED: proud of teamOvercame struggles with IV placement and medicationThis is a scenario we will be debriefing as a groupNarrative read, main points placed in slide.Part I:EMS is called for patient delivering her baby at home.  A male calls 911 and reports that “the baby is coming and there’s a lot of blood.”  EMS is dispatched with a 2-person crew.  En route, they discuss the possibilities of what could be encountered.  Charlie says he has delivered a baby once and knows some of the basics.  Cindy has arrived after births and transported the moms and babies to the hospital.  They review needing to have pitocin available and neonatal resuscitation.  The team arrives to find “Bloody Mary” in the bathroom in a pool of blood and baby crowning.  The patient is screaming “help me, get this baby out!”  The partner runs up to them panicking and reports she is 20 years old with their first baby.  “I don’t know what to do.”  EMS bring in an IV kit, pitocin, IVFs, blankets, and neonatal resuscitation kit.  The baby starts delivering, they coach the patient to push, and the baby delivers.  Charlie catches the baby and the baby delivers quickly.  The baby appears small and preterm.  Charlie and Cindy both attend to the baby whom is not yet crying and pale.   They perform neonatal resuscitation.  Meanwhile, the patient’s partner asks if the baby is ok and why there is so much blood.  Mary is covered in blood and is actively bleeding.  They transport them to the ambulance and alert the nearest hospital.  Cindy is proud of her team who successfully stabilized both the mother and infant despite rarely having obstetrical patients present to their emergency room.  Stabilized both the mother and infant despite rarely having obstetrical patients present to their emergency room. and the team worked well together and were able to have a good outcome. Cindy gathers the team members, who have started dispersing to other assignments.  



Key Elements to 
Review and Document   

Presenter
Presentation Notes
In this section we will discuss…..Debriefing Methods and Tools that can be used Combine in lower section



Core Components 
of Debriefing
1. Psychological Safety
2. Reactions, defuse emotions
3. Encourage all to participate
4. Review events
5. Analysis (debriefing tool)
6. Focus on SYSTEMS and 

SOLUTIONS
7. Lessons learned/Action items
8. Gratitude

Presenter
Presentation Notes
https://www.ihi.org/communities/blogs/linking-quality-safety-and-wellness-through-health-care-debriefingPsychological safety--> set expectations (ie. Time) , seek permission, everyone's opinion matters, blame-free environments, focus on systemsDefuse reactions--> allow space for decompression from groupEncourage participation-  curiosity!! Sharing and listeningPlus/Delta: focus on SYSTEMS and SOLUTIONSGratitude



Debriefing Tools
Shared mental model to create an 
action plan

• Pluses/Deltas
• W3: What, So What, Now What
• TALK© : Target, Analysis, 
Learning,     Key Actions
• ACOG “Obstetric debriefing form”

Presenter
Presentation Notes
Tailor to your local goals and contextTALK reference: https://www.sciencedirect.com/science/article/pii/S2210844021001052– meant to be used after everyday learning events; inclusive, democratic, non-hierarchical; led by any team member. Values= positivity (encourage highlighting positive actions by other team members).  Avoid statements such as “you didn’t get me this instrument.”  Instead say”this instrument was not available.  How can we organize ourselves differently next time to ensure this doesn’t happen?”; focus on solutions:After a shared experience, ask, “WHAT? What happened? What did you notice, what facts or observations stood out?” Then, after all the salient observations have been collected, ask, “SO WHAT? Why is that important? What patterns or conclusions are emerging? What hypotheses can you make?” Then, after the sense making is over, ask, “NOW WHAT? What actions make sense?TALK values: positivity, focus on solutions (don’t place blame, suggest solutions…. “this med wasn’t checked.  Let’s consider what contributed to this and how to prevent in the future”), professional communication (value everyone’s input), step by step (identify everyday successes that can be replicated and disseminated or small issues that can be easily addressed… then you can be prepared to tackle more complex issues… have a designated team member take responsibility to engage with those that can effect change and being part of solution.  That designated person is responsible to make sure follow-up and solutions occur.  Can follow up with team!)  



ACOG debriefing form



Pluses/Deltas

● What went well?
● Why did it go well?
● What does the team 

want to maintain and 
build on?

● Opportunities for improvement
● Action -oriented, begin with a verb
● Specific
● Attainable
● Things to be acted on!

Presenter
Presentation Notes
Start with what went well as humans naturally focus on the negatives and sets a positive tone



TALK©

Diaz-Navarro , e t a l. Clin ical de brie fing: TALK© to  le arn  and im prove  toge the r in  he althcare  e nvironm e nts. 
Tre nds in  Anae sthe sia  and Critical Care  40 (2021): 4-8.  





Scenario

Coverage found so all 
members can be 

present

 Vita ls  abnorm al 
on  a rriva l with  

b leed ing

IV was d ifficu lt, 
hem orrhage  m eds 

ava ilab le , b lood  
ordered

Transfused  and  
gave  obste tric 

hem orrhage  m eds

Patien t 's  b leed ing 
im proved , vita ls  

stab ilized

Transferred  to  
regiona l perina ta l 

cen te r

Adapted from : https:/ /www.ihi.org/com m unities/b logs/linking-quality-safe ty-and-wellness-through-health-care-debriefing

Presenter
Presentation Notes
Cindy: nurse manager of ED: proud of teamOvercame struggles with IV placement and medicationThis is a scenario we will be debriefing as a groupNarrative read, main points placed in slide.Part I:EMS is called for patient delivering her baby at home.  A male calls 911 and reports that “the baby is coming and there’s a lot of blood.”  EMS is dispatched with a 2-person crew.  En route, they discuss the possibilities of what could be encountered.  Charlie says he has delivered a baby once and knows some of the basics.  Cindy has arrived after births and transported the moms and babies to the hospital.  They review needing to have pitocin available and neonatal resuscitation.  The team arrives to find “Bloody Mary” in the bathroom in a pool of blood and baby crowning.  The patient is screaming “help me, get this baby out!”  The partner runs up to them panicking and reports she is 20 years old with their first baby.  “I don’t know what to do.”  EMS bring in an IV kit, pitocin, IVFs, blankets, and neonatal resuscitation kit.  The baby starts delivering, they coach the patient to push, and the baby delivers.  Charlie catches the baby and the baby delivers quickly.  The baby appears small and preterm.  Charlie and Cindy both attend to the baby whom is not yet crying and pale.   They perform neonatal resuscitation.  Meanwhile, the patient’s partner asks if the baby is ok and why there is so much blood.  Mary is covered in blood and is actively bleeding.  They transport them to the ambulance and alert the nearest hospital.  Cindy is proud of her team who successfully stabilized both the mother and infant despite rarely having obstetrical patients present to their emergency room.  Stabilized both the mother and infant despite rarely having obstetrical patients present to their emergency room. and the team worked well together and were able to have a good outcome. Cindy gathers the team members, who have started dispersing to other assignments.  



Sce n a r io

Team members : 
Cindy (nu rse  m anager)
Charlie  (p rim ary nu rse )
John  (2nd  nu rse )
Stephan ie  (triage  nu rse )
Tristan  (nu rse  p ractitioner)
Bob  (un it cle rk)
Dr. Scott (ED physician )
Dr. Regan  (2nd  ED physician )

Questions:
• Approach to debriefing
• Key items to debrief

Presenter
Presentation Notes
EMS called with a 20-something patient that delivered en route with a seemingly preterm infant. Patient had bleeding before delivery and is now bleeding heavily.  Having difficulty establishing IV access.  BP 80/40.  Patient arrived with no IV access.  Brought to trauma room.  Nurse in room and ED physician.  Attempt IV access.  Call in 2nd nurse with IV experience.  IV access obtained.  Vitals with P140 BP 70/40.  Call blood bank for the only 2U PRBC uncrossed they have in house. Dr. Thomas does exam with bleeding and clots.  Calls for meds.  Charlie already has pitocin and methergine in room.  Pitocin is started.  Dr. Thomas looks up methergine dosing and then has John give correct dosing.  Call tertiary care center to initiate transfer.  Baby: 2nd team attends to infant.  The team arrives and is met by the Emergency room team from “Statesville Hospital,” the community hospital in town that does not have an obstetrics unit.  An emergency medicine physician, physician assistant, and nurse meet them.  Mary is bleeding heavily and attempts are being made to get IV access by Tom, the nurse.  Tom is able to get a 20G IV in place.  Dr. Scott calls for a physician assistant and nurse practitioner to help with the baby.  Vitals show HR 140 and BP 78/42.  IVFs are started and Dr. Scott calls for pitocin.  Pitocin is started and clots expressed from the vagina.  A crash cart is brought into the room.  Methergine is administered.  



 Implementation Strategies 
for Improvement 



Acting on action items



Cre a t e  
In fra s t ru ct u re



Infrastructure

•Align with hospital missionAlign
•Integrate into activities such as quality 
committees, leadership walk roundsIntegrate

•Connect with local leaders (medical 
directors, nursing leadership, QI mentors)Connect

•Start smallStart
•Find first followers as championsFind
•Close the feedback loop!Close

Presenter
Presentation Notes
Align: Identify stakeholders. Can discuss benefits to debriefingCan do blend of top-down and bottom up collaborative leadership.  QI should be a part of everyday workFront line staff leading work helps promote engagement and empowerment!--> improves culture of safety at same time.  And where best ideas are generated.  Need to provide much support to front line to work on QI



Kaizen: Change for the better

"Kai"= change
"Zen"= good

• Continuous improvement

• Small improvement by those who do the work

• Tie these improvement efforts with 
organization's mission and leadership.

• Debriefing as a way to empower front line staff

Graban, Mark., and Joseph E. Swartz. Healthcare Kaizen: Engaging Front-Line Staff in Sustainable Continuous Improvements. CRC Pre ss, 2012.

Presenter
Presentation Notes
Ideas for front line originated continuous improvement.... boards on unit.  Start smallTap into creativity of every healthcare workerKaizen also synonymous with continuous improvementHospital mission example "promote better care for individuals" Let leadership know about debriefing... highlight if leadership walk rounds are done.  Highlight good catches of staff with leadership.  Connect front line with leadership.  Highlight good work being done by front line—small wins, improvements.  Discuss at huddles with leadership.  Creative ideas to improve daily workSounds like "try-zen"- try to improve and make things more zen-likeCan do PDSA cycles too but Kaizen is a simple approach that is easily taight to front lineChange will be embraced when initiated from within: ppl love their own ideas and change when they initiate it!!"people do not resist chenge, they resist being changed!"  



Kaizen 

Graban, Mark., and Joseph E. Swartz. Healthcare Kaizen: Engaging Front-Line Staff in Sustainable Continuous Improvements. CRC Pre ss, 2012.

Presenter
Presentation Notes
Every person is empowered to make change in daily work



Celebrate!

• ”Good catch" awards
• What went well
• Improvement efforts

Presenter
Presentation Notes
We want to skip over the positives and not highlight what went really well. That’s almost the best one to debrief. Does you institution have a way to acknowledge good catches?



Sce n a r io

Questions:
• Ways to act on action items 

within organizations
• How to close the loop?

Action items:

Presenter
Presentation Notes
EMS called with a 20-something patient that delivered en route with a seemingly preterm infant. Patient had bleeding before delivery and is now bleeding heavily.  Having difficulty establishing IV access.  BP 80/40.  Patient arrived with no IV access.  Brought to trauma room.  Nurse in room and ED physician.  Attempt IV access.  Call in 2nd nurse with IV experience.  IV access obtained.  Vitals with P140 BP 70/40.  Call blood bank for the only 2U PRBC uncrossed they have in house. Dr. Thomas does exam with bleeding and clots.  Calls for meds.  Charlie already has pitocin and methergine in room.  Pitocin is started.  Dr. Thomas looks up methergine dosing and then has John give correct dosing.  Call tertiary care center to initiate transfer.  Baby: 2nd team attends to infant.  



Kaizen example from scenario

Before After

Delay in gathering meds for obstetrical 
patients with hemorrhage

Hemorrhage med pack

The Effect

Decreased time to respond to obstetrical patients

Staff member

Cindy

Obstetrical Patients

Presenter
Presentation Notes
Can do very simple improvements, such as this one—best for simple and easy projects from front lineTry to follow data if possible... sampling of patients, satisfaction from staff, interviews with staff, etc. Some measurable effect



Putting it all together  

Presenter
Presentation Notes
Asking the room how have they started to create a culture of debriefing within their system. What are strengths that they feel will be available for their systems.What are challenges or barriers for implementation of debriefing processes? Challenges for getting buy-in from leadership to make changeChoose one challenge and respond with a potential solution- either in chat or other platformDescribe strategies to engage those with authority to implement process changes in addressing systems issues identified through debriefs.



Qu e st ion s?



Thank you! 
Any questions - aim@acog.org
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