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Introduction 
 
 
 
 
 

Welcome to Simulation-Based Education and our GAPS clinical simulation Train the Trainer 

Course. We want to provide multidimensional, hands-on, learning experiences, focused on 

redefining the standards in how we work, how we learn, and how we interact in medical 

education. Our mission is to help you to use simulated-based learning within your teaching and 

learning programmes so that the health professionals you work with can deliver the safest care 

possible to your patients. 

 

The principal aim of this course is to enable you to effectively implement and facilitate a variety of 

simulation-based learning opportunities for your students, trainees and colleagues. To do this our 

focus will be to strengthen your ability to: 

 

· Integrate SBL with other learning activities; 

· Design and develop simulation cases 

· Feel confident in managing simulation technology 

· Draw on educational and safety theory in your use of clinical simulation 

· Provide effective support to learners  

· Evaluate teaching and quality Improvement 

 

Our programme is designed for health care professionals who are currently or planning to be 

engaged in simulation-based education. It includes a variety of content which will help advance the 

skills of both novice and intermediate simulation educators. 

 

We are really looking forward to working with you on this course and we hope that you will leave 

the programme feeling confident and enthusiastic about designing and delivering clinical 

simulations in your own hospitals. In addition, we also hope you will continue to work with us in 

the future as advocates of simulation in healthcare and become a part of growing community of 

practitioners. 

 

 

 

 

 

 

 

 

The GAPS Team 
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Feedback Matters  
 
 
 
 
If we think of the place of simulation-based training (SBT) in our hospitals we can argue that 

the big hidden curriculum (i.e. the great unstated aim) is a wish to develop people’s skills in 

talking about practice. Facilitating conversations about practice involves giving and seeking 

feedback. Why is this important? One answer involves safety and its relationship to 

transparency in organisations.  

 

 Everything we have learned about safety in high-risk organisations highlights the need for 

skills in monitoring self and others through open talk. For example, learning to speak to each 

other about practice is considered a key factor in how organisations learn from mistakes.  

However, we are still not very good at this in health care. In fact this inarticulateness is one 

reason offered for the poor quality of reports ensuing from incidents in our hospitals 

(Catchpole 2008).  

 

 

 

 

 

Underlying our Train-the Trainers course is a believe that SBT is potentially a useful 

educational strategy to develop the skills of talking about professional practice. Specifically, 

these conversations should broach how to improve practice and safety on an individual, team 

and also system level. The aim of these notes is to prompt reflection on ways to promote 

effective communication about practice in the simulation environment.  
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What is feedback? 
 
 
 
John Hattie, who has conducted a very influential meta-analysis on feedback research (2007) 

argues that in thinking of the purpose effects and types of feedback it is useful to consider a 

continuum of instruction and feedback. However, when feedback is combined with review of 

learning over time, the feedback and instruction become intertwined. The process itself takes 

on the form of new instruction.  

 

Often, however, there is a tendency to over emphasise the process of ‘delivery’ of feedback. 

We are awash with step-by-step delivery models on how to give it. These tend to be rather 

teacher-centred. To put this into perspective Winne and Butler (1994) provide an insightful 

summary of feedback which illustrates the constant tension between delivery and reception.  

 

Their claim is that:  

 

“feedback is information with which a learner can confirm, add to, overwrite, tune, or restructure 

information in memory, whether that information is domain knowledge, meta-cognitive knowledge, 

beliefs about self and tasks, or cognitive tactics and strategies” (p. 574). 

 

The argument here is that how the learner actually processes feedback is a key to 

understanding its impact. In other words, to ensure effective learning teachers need to explore 

carefully the learner’s stance with respect to the educational exercise proposed. To discover 

and prime the learner’s receptivity to feedback.  

 

These ideas of feedback are opposed to the input–throughput-output behaviorist model. In that 

model emphasis on effective teaching has traditionally been directed to how the expert 

delivers feedback. Kulhavy (1977) however, demonstrated that feedback is not necessarily a 

‘re-enforcer’, because feedback can be ‘accepted, modified, or rejected’. In other words, 

feedback by itself may not have the power to initiate further action. Put bluntly, leaners may 

not necessarily be grateful for our feedback! 

 

 

Think about these questions 

How can you understand better what feedback is important for individual learners? 

To what extent do you think your feedback agenda can be ‘negotiated’ with learners? 
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Do we feed ‘UP’, ‘ BACK’ or ‘FORW|ARD’? 

 

An understanding of conceptual models can support us in our quest, if not for learner 

gratitude, for more effective pathways to learning. In recent discussions about feedback its 

main purpose is seen as that to reduce the gap between current understandings, performance 

and a desired goal. According to this approach what constitutes effective feedback is 

determined by the answers to 3 essential questions. 

The three questions are: 

1. Where am I going? What are the goals and standards?  Feeding up 

2. How am I going? What progress is being made 
towards the new goal? 

 Feeding back 

3. Where to next? What activities need to be 
undertaken to make better progress 
in future? 

 Feeding forward 

 

Importantly in this view, these questions (and their answers) should be clearly formulated for 

both the teachers and the learners. But how often do we actually do this? For example how 

often do we discuss goals and expected standards with leaners before a task with the stated 

intention of lifting their performance? Instead in clinical simulation we more frequently use 

the task to identify failings after the event. The history of tests and OSCE’s in medical 

education leaves a deep imprint!  

So these questions invite us to broaden our notion and understanding of ‘feeding back’ but 

also of the task itself. Are we testing people in simulation or supporting their development? 

What we can take from these considerations is that the issue of how to ‘reduce the gap’ now 

embraces a variety of  notions of ‘feed up’, ‘feed back’, and ‘feed forward’. 

 

Think about these questions 

How would your use of simulation change between a test (e.g. OSCE) and a training event? 

What practical strategies can you think of to include notions of ‘feed up feedback’ and ‘feed 
forward’ in your simulation teaching? 
 
 

On page 6 Box 1 gives you one practical way to discover learner priorities for feedback and to 

prime, or lift performance.  
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A PRACTICAL ‘PRIMING’ STRATEGY 

to  

PROMOTE FEEDBACK EFFECTIVENESS 

 

 

 

WAYS TO CLARIFY AND NEGOTIATE THE FEEDBACK AGENDA 

 

1. Give participants a clear conception of the goals of the exercise before the simulation 

begins (feed up) 

 

2. Explore participants’ own expectations & personal learning goals (including team goals) 

in a pre-simulation briefing 

 

3. Share with participants your pre-defined criteria for success and what feedback priorities 

you have. 

 

4. Clarify on what areas participants would like specific feedback. Their learning goals. 

 

5. Make it clear that active feedback seeking and feedback giving by all are professional 

goals which are related to individual, team and system improvements. 

 

 

 
 

 

 

Box 1 – Feeding up: clarify goals to facilitate feedback. 
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Closing the gap - the importance of ‘priming’ 
 

Talking explicitly with learners about our expectations before simulations exercises can 

improve their performance. We know that leaners are more likely to increase effort when the 

intended goal “is clear, when high commitment is secured for it, and when belief in eventual 

success is high” (Kluger &DeNisi, 1996, p.260). Furthermore, specific goals are seen to be 

more effective than generic ones because they focus students’ attention and feedback can be 

more directed (Locke & Latham, 1984).  

 

The reason for this is that specific goals are more likely to include criteria for success in 

attaining them. It seems reasonable to say that feedback cannot lead to a reduction in 

‘discrepancy’ (between actual performance and best practice) if the goal is poorly defined. 

This is because the gap between current learning and intended learning is unlikely to be 

sufficiently clear for learners to see a need to reduce it. Some feedback approaches incorporate 

this idea (Box 2) 

 

PARROTS:  

a practical tool for feedback 

 
There are many different models to help you give feedback. One model we 
use attempts to take on board insights from the evidence described above.  
 
PARROTS is a non-prescriptive heuristic – or rule of thumb – which can 
help you structure your approach to managing feed up, feedback, and feed 
forward.  
 
It focuses our attention on discussions with learners before a simulation 
(priming), and after simulation in structuring the debrief. It also pays 
attention on future focused learning.   
 

See ‘Feedback Resources’ section for details 

                                        Box 2 – A Feedback approach 

But there is another important aspect to this question too; goals are more effective when 

learners share a common commitment to achieve them. Research in education suggests that 

this is because they are more likely to seek and receive personally relevant feedback (Locke, 

E.A. &Latham, G.P, 1990). In healthcare training contexts, the need to build clarity and 

consensus about goals and to encourage feedback seeking behaviours seems paramount. An 

important implication to consider in our teaching here is the need to distinguish ‘testing’ from 

‘learning ’very clearly in simulation based education,  

 

Think about this question 

What ways can you think of  to encourage learners to ‘seek’ feedback? 
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Deconstructing feedback  -  four levels 

 

We have seen that clarity of goals before the performance can help lift performance. 

Acknowledging learner goals can build individual motivation and hence buy in or receptivity 

to feedback from others.   

Regarding how we learn from performance feedback Hattie argues that there is a further issue 

we need to address. Reducing ‘the gap’ is partly dependent on the level at which feedback 

operates. Hattie argues that there are 4 levels to consider. Each level could be an area to 

provide feedback on – but getting the right balance between them is the trick. (Fig 1) 

1. Task 

2. Process 

3. Learner self-regulation 

4. Self 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fig. 1 (Hattie 2007) 
Feedback has differing effects across these levels. Interestingly, often our discussions about 

feedback are whether, or how to give ‘positive’ or ‘negative’ feedback. But Hattie suggests it 

may be more helpful to ask ourselves how feedback is distributed across the four processes 

and to pose the key questions for each (see Box 3) 
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FEEDBACK QUESTIONS WORK AT 4 LEVELS 
 

 
Feedback about the Task (FT) 

 

Most feedback is aimed at this level (90%). Feedback about the task (FT) is more powerful when it is about 
faulty interpretations, not lack of information. If students lack necessary knowledge, further instruction is 
more powerful than feedback information. One of the problems with FT is that it does not generalise to other 
tasks. Kluger and DeNisi (1998) write that  feedback which is too FT oriented ( minutiae of tasks) and is not 
directed to the processing required to complete the tasks can direct attention below the level necessary for 
high level performance. 
 

Feedback on the Process (FP) 

 

A deep understanding refers to production of meaning - refers to relationships, cognitive processes, and 
transference to other more difficult or untried tasks. Feedback on the process (FP) especially refers to error 
detection strategies. It includes ways of providing oneself with feedback. Some strategies may indicate failure 
and a need to re-strategise or to seek help (e.g. regular reassessment with team) 
 

Feedback about Self-Regulation (SR) 

 

Self-regulation involves the interplay between commitment, control, and confidence: how learners monitor, 
direct and regulate actions toward the learning goals: “self generated thoughts, feelings, and actions that are 
planned and cyclically adapted to the attainment of personal goals.” (Zimmerman 2000). When learners are 
better at self-assessment they know when to seek and receive feedback from others. However, students’ 
willingness to invest effort in seeking and dealing with feedback information relates to the transaction costs 
involved (effort, face, inference costs). Facilitators need to explore with learners the strategies they can adopt 
to improve performance in future. Creating a ‘safe’ environment is paramount. 
 
 
Feedback about Self (S) 

Feedback can be sought for reassurance even when it has no impact on performance. Kulhavy,1977). Kluger and De 
Nisi (1996) conclude however that feedback is most effective to the degree to which it directs information to 
enhanced self-efficacy and to more effective self-regulation, such that attention is directed back to the task and causes 
learners to invest more effort or commitment. Praise addressed to students is unlikely to be effective, because it 
carries little information that provides answers to any of the 3 questions. 

(Hattie 2007) 

 
Box 3 – Levels of feedback: Task, Process, Self-regulation and Self 
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Learner centredness 

 
As we have seen, contemporary research on learning (see for example Zimmerman, 2000) 

indicates that effective feedback is less about delivery (what a teacher does) and much more 

about the recipient – how they process the feedback information.   

 

Hattie’s model of feedback is a more nuanced one than the delivery-focused models of 

feedback lead us to believe (e.g. See the Pendleton model on p.19). Many ‘debriefing’ models 

in fact have put an excessive emphasis on the teacher’s ability to always lead (even dominate) 

a post simulation debrief. But this doesn’t have to be always the case. 

 

A teacher-centred emphasis can sometimes ignore the learner’s role and needs. So how can we 

make the debrief more learner-centred? How can we give more control over the direction of 

the ‘debrief’ to learners and participants to develop their skills in discussing clinical practice 

with peers?  

 

One simple way to vary the style of debrief discussion can be by organizing the spaces for 

these discussion differently (Fig 1). 

 

 

 

 

 

 

 

 

 

 

 

A. Teacher  as debriefer                                        B. Teacher as Monitor 

 

 

 

Fig 1. Teacher-centred or learner-centred? Simple arrangement of seating can make a difference. In A 

the teacher sits at the head of the table. Focus will often drift toward him/her. In B the teacher moves 

between tables and listens to learner discussions. The focus of discussions is decentred away from the 

facilitator. The use of small group and pair work introduces variety into post simulation debriefs. Guided 

questions or observer sheets can help focus these discussions. This enables the teacher to monitor 

understandings among group members more carefully. It also maximizes opportunities for participants to 

converse about practice and to develop confidence in feedback seeking and giving skills. In B the 

facilitator can bring the fruits of his/her observations together in a concluding summary.  
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Difficult feedback: can anyone tell me Pat’s big mistake?  

 

 

Nobody wants to lose face in front of colleagues. Approaching discussion around practice that 

identify areas for improvement can sometimes be challenging. For teachers and learners. But 

learners who are motivated to actively seek and receive feedback – a self-regulatory learning 

skill - will be more receptive to these discussions and more effective in their attempts to 

improve practice.   

 

Similarly, if you and the learners have also discussed the goals of the simulation exercise 

carefully beforehand and explored areas of feedback that your learners see as priorities, this 

too will facilitate discussion around the gaps in performance you and other observers may 

otherwise find difficult. So if the onus is on learners to initiate requests for feedback how do 

we encourage this change in behavior? 

 

Ensconcing feedback skills – seeking, receiving and giving – within an idea of professionalism 

(and safety) is one way. And whatever the clinical goals of training using simulation, making 

feedback seeking and giving an explicit objective for all participants on simulation training 

days is another.  As we discussed, the observers and participants should take a very active role 

in post simulation discussions which facilitators can then monitor. 

 

 

 

Think about these questions 

 

What do you see as the link between feedback and safety? 

How would you start a discussion designed to encourage feedback seeking from learners? 

In terms of errors you observe, is your clinical judgment to take second place to the perceived 

risks of upsetting learners, trainees or colleagues? If not, how do you manage this? 
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Advocacy & Inquiry & critical judgments 
 

 

Two key assumptions we make here are that conversations around clinical practice among  

peers after observing performances – simulated or otherwise – are important for learning, and 

also important for safety. This openness and transparency based on trust with colleagues is 

thought to create a more mindful group, and a more vigilant clinical team.  

 

Honesty about your critical judgments of clinical practice are implicit in this approach based 

largely on Human Factor research in high risk organisations. 

 
 

 

The challenge of giving ‘negative’ feedback! 

 

Rudolph et al. (2007) address this question and argue that the challenge in simulation (and 

practice) is how to share critical judgements. He sees this as an essential part of learning in 

simulation and debriefing. I would add that the issue of talking about areas for improvement in 

clinical practice – including errors – is central here.  

 

If we cannot talk about these in the safe surroundings of a simulation exercise, how can we 

expect people to do it in the real clinical environment? The question is how can I, as a 

facilitator (or broadly peers and colleagues in general), deliver a critical message and share my 

expertise while avoiding negative emotions, preserving social face and maintaining my 

relationship with the trainee? 

 

Let’s examine briefly one micro approach to helping us manage this issue within the context 

of simulation-based learning. It is called ‘Advocacy and Inquiry’ 
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Advocacy Inquiry and critical judgments – cont. 

Rudolph’s (2007) strategy is shaped by the idea that people make sense of external 

stimuli through internal cognitive frames or mental models. It is founded on research 

which shows how people do not passively perceive an objective reality but engage in 

sense making by which they actively filter, create and apply new meaning to their 

environments (Weick, 1995, 2005). 

 

 
Box 2:  Example of  ‘Frames’  or mental models 
 
 

A trauma physician facing a patient with a ventilation problem, for example, takes one set of actions if 
they frame the symptoms as a physical obstruction of the airway and another if their diagnosis is reactive 
airway disease. A nurse who holds the frame that reporting an error leads to punishment reports errors at 
a very different rate than one who believes the re- port is used to improve work processes  

        (Rudolph 2007) 

 

Essentially, Rudolph proposes a simple sequenced strategy to unveil individual or team 

mental models when areas for improvement are identified. 

 

Rudolph lists the steps to achieve this as: 

 

1. Notice a relevant result pertaining to your objectives for the scenario 

2. Observe what action seemed to lead to the result 

3. Use ‘advocacy and inquiry’ (See Box 2) to discover the frames that produced the 

results. 

Figure 2 provides a schematic representation. 

 

 

                             Fig 2.   Rudolph (2007) 
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Advocacy Inquiry and critical judgments - cont. 

 

Rudolph’s model is conceived for a teacher led debrief. However, we believe that the micro 

skill of ‘advocacy-inquiry’ developed by Agyris and Schon (See Box 4 below) can be one 

more helpful strategy to add to our repertoire of approaches in debriefs. We argue that it can 

help us gain leverage to improve our conversations with other health professionals about 

practice.  

 

But there is an important condition. Behind this idea is a conviction that we need to make 

improving feedback giving and seeking skills an explicit goal of simulation-based training. 

This goes for all involved (not just the facilitator) and we suggest it needs to be discussed in 

simulation settings quite explicitly.  

 

The message should be that expressing our judgments in a constructive, non threatening way, 

is a way to help us achieve a learning environment with is richer and, importantly, one that 

can develop skills for transfer to the real clinical environment. 

 

 

Box 4: Advocacy and Inquiry: a technique for critical conversations about practice? 

 
The approach using an advocacy –inquiry strategy focuses on understanding individuals’ 
interpretations of the situation and how these drive their actions. This fits with Hattie’s 
suggestion to focus on process feedback.  
 
• Advocacy is stating one’s views. Describing what I think, disclosing how I feel, 

expressing a judgement. 
 
• Inquiry is asking a question, seeking information (but leading questions are a kind of 

advocacy in disguise!) 
 
In any conversation (or debrief) we can be high or low on advocacy and we can be high or low 
on inquiry.  
 
- High quality Advocacy provides data and explains how you move from these data to your 
view of the situation. 
 
High quality Inquiry involves seeking others’ views, probing how they arrived at them, and 
encouraging them to challenge your perspective 
 
Chris Argyris et al. (1978, 1996) in their studies of organisational change and innovation 
developed the model of advocacy and Inquiry to facilitate critical discussions about 
professional practice. What some describe as ‘giving negative feedback’. 
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Advocacy Inquiry critical judgments – cont. 

 

When we find ourselves facing a challenging situation or disagreement, most individuals and 

groups increase advocacy and decrease inquiry. In addition, the quality of advocacy and 

inquiry usually deteriorates to close-minded debate and cross-examination. Neither trend 

makes collective learning likely.  

Proponents of the model claim that by consciously seeking to both improve the quality and 

balance of these two attributes of conversation, a group is more likely to generate better 

structural hypotheses about the causes of problems and more effective intervention strategies. 

In the 2x2 table in Fig 3 the most effective facilitation behaviours are located in the upper 

right hand quadrant. 

 

 

 

 

 

 

                                      
                                        High 
 
 
 
 
                         ADVOCACY 
 
 
 
                                        Low 
 
 
 
 
 
 

 
 
 

 
 
Imposes own view 
Gives information 
Does not explain thinking 

 
Explains thinking 

Seeks others’ views 
Probes mental models 
Encourages challenge 
MUTUAL LEARNING 

 
 

 
 

 
 
 
Observing 
Withdrawing 

 
 
 
Interviews 
Interrogates 
Seeks confirmation of views 
Asks leading questions 
Discourages challenge 

 
 
 
 
Low                          INQUIRY                           High 
                                                             
 
 
 
   
 
Fig 3 – A-I model of debriefing approaches 
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EXAMPLE OF FACILITATION WITH A-I  (1) 

 
Box 6. – Examples of AI 
 

Advocacy-Inquiry: micro skills 

Inquiry With inquiry, the facilitator (but also team members and observers) are focusing on 
the content and reasoning that another team member is sharing, rather than working to 
determine if this is right or wrong  

e.g. 

Facilitator in debrief: “So the patient’s observations were deteriorating and I observed that 
you asked the nurse to give one litre of fluids over 8 hrs. What was your thinking behind this 
decision?” 

Advocacy is how we take a position (e.g., state an opinion, judgment or make a 
recommendation). It resonates with the idea of ‘speaking up’ and not being afraid to talk about 
practice decisions, or question them. If we can’t broach this in a simulation debrief, how can 
we broach it in real practice.  

e.g. 

Facilitator: I saw the BP dropping and I thought giving fluids quickly was definitely the right 
thing to do. And then to reassess shortly after and see if BP was improving Now you decided 
to give fluids over 8 hrs. I was a bit concerned by this. Can you help me understand why you 
chose to deliver them over such a long period of time? 

 

 
 
Box 7: Comparing high and low Advocacy & Inquiry 
 
 
High Advocacy, Low Inquiry is one-way communication - even if both people are doing it! 
It can be useful for giving information (on Task). It makes it difficult to take advantage of 
diverse perspectives or to build commitment to a course of action. Or to help feedback 
receivers understand processes 

High Inquiry, Low Advocacy is one-way in a different sense: the speaker does not state his 
or her thinking. It can be useful as a way of finding out information. It can create difficulty 
when the speaker has a hidden agenda and is using questions to get the other person to 
"discover" what the speaker already thinks is right. (Tell me what you could improve?) 

Low Inquiry, Low Advocacy is useful for observing. Sometimes people take a low-low 
approach on key issues while covering this up by advocating or inquiring on safe subjects 
(“The communication was good”) 

High Advocacy, High Inquiry is an approach for mutual communication and learning. I state 
my thinking, I inquire into your thinking, and I encourage you to question my thinking. To get 
into the high/high box, the quality of advocacy and inquiry is crucial. For example, saying  
“Your decision to give fluids was the right one but I would have given them over a 5 minutes. 
Why did you opt for a much longer period? 
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A PRACTICAL EXAMPLE OF FACILITATION WITH A-I  (2) 

 

 Advocacy-Inquiry to give critical feedback 

 

 

Facilitator So, Damon, I noticed that you stepped away from the patient to 
find the bag-mask apparatus as the vital signs were 
deteriorating. I was thinking there possibly were alternative 
means to oxygenate the patient.  

So I’m curious: how were you seeing the situation at that time?  

ADVOCACY 

 

 

INQUIRY 

Tatiana Actually yes, I knew what was going on, I had heard the 
saturation monitor decline earlier and I knew it was not going 
to get better on its own. I did not care what the actual reading 
was, which is why I figured I really needed ventilation 
equipment. 

 

Facilitator Okay, that seems reasonable. I saw you looking all around the 
room for equipment, though, and that seemed to prevent you 
from trying any alternative approaches to oxygenating the 
patient (Advocacy).  

Can you help me understand what you were considering at the 
time? (inquiry)’’ 

 

ADVOCACY 

 

INQUIRY 

Tatiana Well, since breathing comes before circulation, I needed the 
manual resuscitator before doing anything else 

Mental model: 
bag valve mask 
the essential in 
this situation 

Facilitator Ok. Let’s explore the possible options with the group. What 
other options does one have if we cannot find the bag-mask 
mask? 

 

 
 
 
 
 
 
 
 
 
 

Source: Rudolph (2007) 
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SUMMARY  

 
We have looked at conversational strategies to talk critically about practice. However, 

feedback can be threatening for the receivers. It is important therefore to develop trust before 

feedback is given in public. This also helps avoid collusion during the debriefing where 

important observations are left unsaid, or are unacknowledged.  

 

One way to face this problem is to acknowledge that developing feedback giving/seeking 

skills is as an important professional goal of simulation practice.  The assumption we make 

here is that it is potentially transferable skill to the clinical environment.  We should make this 

assumption explicit. 

 

So a useful strategy is to talk to participants about how feedback will be handled; to discuss 

the role of feedback explicitly at the beginning of a simulation training day. This sends a clear 

message to all that their feedback contributions in developing professional practice are 

important.  

 

Some other simple strategies to reduce the stress learners experience in simulation are in Box 

6. Every opportunity to discuss, negotiate and explore the learning agendas should be 

exploited 

 

Box 8 – Setting the Environment 

 

Strategy Tip: Meet participants. Talk to the learners at morning tea and discuss the day’s activities 

informally. Give out name tags. Learn something about the participants. Find common ground (e.g. 

concerns acknowledging the realities of the training environment that might make the simulation more 

stressful or challenging).  Discover their goals for this workshop and problems they anticipate they may 

encounter. Discuss how feedback will be handled and the role of the group and individuals in 

contributing to the feedback process. Explicit performance standards and criteria 

 

Strategy Tip Arrangement of seating: Make sure that all participants can see each other and have eye 

contact in the de-briefing room. Otherwise people will tend to contribute far less. Sitting in a semi circle 

or u-shape facilitates engagement with the task. Keep participants next to each other rather than 

dispersed. It also helps, if the tutors are sitting with the learners rather than in front of them, or behind a 

desk. 

 

Strategy Tip.  Small group learning:  Consider some de-centered debriefing techniques. Mix 

opportunities for pair work with larger group discussions. Re-arrange seating and take yourself out of the 

group  on occasions so that you can monitor your group. 

 

Strategy Tip   Share your expertise:  Experiment with techniques like Advocacy and Inquiry where you 

share what you would have been concerned about and what you would have done in the situations you 

observed.  
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TOOLS  STRUCTURE OF DEBRIEFS  
 

PENDLETON 
 
1. PENDELTON’S RULES: A FEEDBACK TOOL 
 

 
             
 
Pendelton’s guide (1984) is a problem-based approach to providing feedback and medical 

educationalists claim that using this increases the chance that receivers of feedback will take it on 

board later.  

 

It starts by examining the learner’s agenda and encourages self-assessment and self-problem solving 

first. The clinical educator’s role is to guide the de-brief without dominating. The tutor’s role is to 

involve the whole group in reflecting on how the performance went, and to give descriptive feedback 

maintaining focus on the outcomes that the de-briefing is trying to achieve.  

It is an enormous advantage if the specific criteria for analysing performance is clear to all members of 

the group from the start. Feedback should, in any case be evenly balanced. This can be approached by 

discussing firstly ‘what worked’ followed by ‘what could be done differently’ next time 

 

Pendelton Model 
 

 
 

 

Advantages  

• Opportunity for learner to evaluate own practice and allows for critical points to be matters for 

agreement 

• Allows tutors and group members to build on learners observations 

• Ensures strengths are given parity with weaknesses. Reduces stress. 

Disadvantages  

• Can be hard to separate strengths and weaknesses and risks becoming overly formulaic 

• Learners may be keen to get help immediately on what they found challenging  

 

A Guideline for Giving Feedback*  
 
1. Clarify simulation case facts briefly 

2. Elicit from learner(s) what they did well – ensure that they identify the strengths of the performance and do not stray into weak  

3. Ask the group what went well; again, keep them to the strengths 

4. Add your own observations about what went well 

5. Ask the learner to say what went less well and what they would do differently next time. 

6. Ask the group to make suggestions about what could have been done differently. 

7. Say what you  think could have been done differently  
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TOOLS TO STRUCTURE DEBRIEFS (2) 
 

                                  ‘PARROTS’  
 
 

 
Promote Reflection  Align Goals  Retrieve Input   Reveal Standards   

Outline Gaps  Turn up Strategies  Summarise 
 

 
 
Part 1- Pre-briefing 
 
 
Before participants begin a simulation remember to: 
 
• Give participants a clear conception of the goals of the exercise before the simulation task 
• Investigate participants own expectations & personal learning goals (including team 

goals) 
• Provide participants with pre-defined criteria on what areas feedback would be given 
• Promote active feedback seeking after simulation as a goal component of professionalism 

and patient safety 
 
 
Part 2 – Debriefing 
 
 
 

 
 
 
 

STEPS 
 

DEBRIEF   

Promote reflection • Explore immediate reactions from participants (e.g. feelings, 
perceptions, burning questions) 
 

2m 

Align feedback • Signal specific feedback goals of scenario to move debrief forward, 
including participants own stated learning goals  
 

1m 

Retrieve peer input •  Encourage active feedback ‘seeking/giving’ from peers on team & 
individual performance. 
 

5m 

Reveal standards • Use video clips to explore mental models using , for example, 
advocacy-inquiry and to make explicit best practices.  
 

5m 

Outline gaps • Identify specific areas for improvement (team and individual). 

 

4m 

Turn up strategies • Elicit individual strategies & plans to ‘close gap' in future (e.g. 
resources? protocols? transfer to practice?) 
 

2m 

Summarise • Ask participants to recapitulate main points to construct a summary.  
 

1m 
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PARROTS APPROACH TO THE DEBRIEF 
 
LANGUAGE OPTIONS: Where are we going? How is it going? What next? 
 
 

 
 
Try this during the workshops!  
A useful learning tip is to try to jot down effective strategies you observe when other people 
debrief. Listen to the probing questions facilitators ask (see SHARP questions for examples in 
this section) This can be a powerful tool to build your  own repertoire of linguistic strategies.  
 
 

Stages T Some  examples 
Promote reflection 5 • Invite team members to reflect on simulation experience 

“How did that feel?” 

“What was your gut feeling?” 

“Did anything surprise/challenge you in this scenario?” 

“Can you tell us if you found anything problematic in this case?” 

Align objectives 
 
 
 
 
 
 
 
 
 
Reveal 
understandings and 
standards  
 
 
 
 
 
 
 
 
 
 
 
Retrieve input 
from observers and 
participants 

15 • Signal feedback around objectives 

“Let’s move on to our learning objectives. You said you would like 

feedback on A, B & C, so let’s begin here…” 

• Support & encourage 

 “There were some model examples of teamwork. Can anyone describe 

these? (To group)” 

• Be transparent with own thoughts, but also curious about the 

learner (advocacy-inquiry).  

“ You did not speak initially with the nurse but read the notes and I 

wondered if you might have involved the nurse in your information 

gathering.  What information sources were you prioritising? 

• Be descriptive 

“As for Team Communication at one point the nurse started telling you 

about the surgical review meeting but you interrupted him and asked him 

to call the registrar… what information do you think you might have 

missed? 

“How would you like to improve on that in future?” 

• Involve group 

Would the observers like to describe any aspects of teamwork that struck 

them in this scenario? 

• Encourage feedback seeking 

Are there any other issues you (group) would like to ask about? 

Turn up strategies 
for Future learning  

2 • Plan future learning 

Have you thought about what you can do to consolidate what we have 

spoken about today? 

What’s the take home message for you (to group) 

Summarise 2 • Summarise 

So could you (or group member) run us through the main points we have 

discussed….? 

Any further questions about these? 
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General rules of thumb for Feedback  
 
 

Some general tips to keep in mind when facilitating debriefs: 
 
 
• Describe what happened (use verbs) and explore mental frames 

 
Strategy Tip: Jolanda you involved the nurse really effectively in the initial case analysis. 
but didn’t in the rest of the simulation. What were you thinking about his role later on?” 
Rather than a judgmental statement like: Iolanda, I felt you might be ignoring the nurse 
because you thought she wasn’t able to help you at all” 

 
• Be specific not general 

 
Strategy Tip: Link specific examples of learner performance to the learning objectives of 
the simulation. Taking detailed observation notes against stated objectives makes this 
easier. 

 
 
• Focus on behaviours not personality 

 
Strategy Tip: “When the patient asked you to go to the toilet on three occasions, you 
didn’t answer his request but changed the subject. Why was that?” Rather than: ‘You 
were a bit shy to his requests: didn’t you see how upset he was?’ 

 
 
• Feedback should be solicited not imposed 

 
It is most effective when it is sought after. It is helpful to offer feedback rather than 
automatically give it. 
Strategy Tip: Agree in advance on how and when feedback will be given, who will 
provide it, and what criteria will be adopted. Clear performance standards given prior to 
the workshop make this easier. Such contracting reduces misunderstanding or rejection of 
useful feedback and enhances the group’s ability to deliver constructive feedback too. 

 
 
• Give feedback in manageable chunks – don’t overload the learner 

 
Strategy Tip: Focus on main learning objectives in debriefing session. Consider written 
feedback or post workshop online feedback, or online video access to performance for 
follow up reflective exercises or remediation 
 
 

• Verify always what feedback learners have taken in: what is heard is often not what 
is intended! 
 
Strategy Tip: Stefano, would you like to summarize then the feedback we have discussed 
before we conclude this scenario?  And Maria, as for you, what is your take home 
message? (these questions can also be thrown to the observers) 
 
 

• Facilitate transference: ask learners to identify individual or group learning goals 
and strategies 

 
Strategy Tip: What areas can you work on and how are you going to work on these? 
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 Question toolbox for Debrief Sessions 
 

 
Start debrief with a Handover 

 
Can you handover this patient to the group?  

If you were handing this patient over to someone else, what would you tell 
them? 

 
 

Allow personal reactions:  
 

What did you enjoy in this simulation?  
What challenged you? 

 
 

Access Knowledge:  
 

What were your specific goals? 
What have you learned that enabled you to do this? 

What training, knowledge or information would have helped you here? 
What knowledge did you use to make this decision? 

 
 

Risk awareness (SA):  
 

What were the risks and what was done to address them? 
Where did you have to be extra vigilant today to ensure we kept in top of the 

risks? 
Looking back, where could this have gone (horribly) wrong?    

What would have happened if.......? 
In what ways was everyone aware of the risks? How could risks be managed 

better? 
What were the contingency plans if things went wrong? 

 
 

Perspective shifts 
 

If you were leader of the ‘dream team’, would you have done anything 
differently? 

Where would you have given the dream team a run for their money today? 
Pick another role in your team: Feedback how you could have done 

something more effectively  
How do you think other people saw you performance as a team player ? 

 
 

Judgments. YOUR Perspective 
 

Where could you have been better today 
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Team Self-Assessment 
 
 

After a clinical team exercise participants can use the following questions 
to conduct their own debriefing 

 
 
 
 
Did I vocalise my thought and share differential diagnosis with my 
colleagues? 
 
Did team members check with what they were doing? Confirm completion 
of tasks? 
 
Did I explain my plan? (Including anticipating to others what might 
happen) 
 
Did members provide information to me about monitoring?  
 
Did we reassess together?  
 
Was information relayed efficiently between all of us? 
 
Was there a cooperative atmosphere? 
 
Were roles clearly defined? (Did I know what other people were capable of 
doing?) 
 
Was information about the case shared efficiently? (Sharing workload) 
 
Did we listen to each other and close feedback loops (Did you get the blood 
gas? Yes they are…… I have given 5mls of fluids. Good well done!) 
 
Did members support each other? (e.g. I have finished x can I do y for you?) 
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Teacher Development and Quality Improvement 
 

 
Learner Feedback Sheet 

 
 
Date 
 
Facilitator name (S) 
 
 
 
 
This checklist is to help you give information back to the facilitator(s) so that they can 
improve their debriefing skills. 
 
 

 
 
Other Comments 
 
 
 
 
 
 

The Facilitator(s) 

 

YES NO 

1. Gave me a clear conception of the goals of task before the simulation and elicited my own   

2.  Explained criteria on how successful performance would be measured before the 

exercise 

  

3. Invited me to reflect on experience and my feelings about my performance    

4. Linked feedback to my own learning goals in the debrief   

5. Provided feedback directly to me, but also to the team   

6. Was descriptive while also exploring my own thought processes behind actions   

7.  Illustrated feedback with multimedia (e.g. video, white boards photos)   

8. Did not avoid highlighting specific areas where I needed to improve   

9. Gave me opportunities to ask questions and seek specific feedback (also from peers)   

10. Actively involved the group observers in the discussion about practice    

11. Balanced feedback on technical and non-technical skills    

12. Did not overload me, and was supportive and sensitive   

13. Was motivating to me to plan future learning and application.   

14. Explored strategies with me for acting on feedback in the future   

15. Checked my understanding (e.g. asking me to summarise the debrief)    
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Digital Tools for Feedback & Quality Improvement 
 

iAuditor 
 
 
 
We are currently piloting & developing feedback and quality improvement tools for clinical 

simulation. You can download the templates we have designed directly onto your mobile 

devices abd start using them in your own teaching. Better still, you can help us improve them 

and design your own to fit the purposes of your  clinical simulation teaching. Go the website 

and download the free App for Android and Apple;  

http://www.safetyculture.io/iauditor/ 

 

 
 
 
From the online public library of templates you can download the following from the GAPS 
learning centre. 
 
 
Team Non Technical Skills 
 
 
1.  Communication & Teamwork 
 
2. Task Management 
 
3. Team Situational Awareness 
 
4. Team Leadership and Decision Making 
 
5. SBAR Handover 
 
6. Communication with the Elderly 
 
 
 Teaching Skills & Peer Review 
 
 
1. Clinical Teaching Peer Review 
 
2. Short Lecture Feedback Checklist 
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Appendices 



ANTS System –Observation and Rating Sheet 
                
 
Categories Elements Observations  Rating Time Debriefing notes and category rating  

 
 

Task 
Management 

Planning & preparing 
 

Anticipates likely outcomes well 4    

Prioritising 
 

Assigns workload erratically 
Does not identify options quickly so 
slow to prioritise 

2  How could you share your evolving mental model 
of initial management to other team members? 

 

Providing & maintaining standards Monitors Inconsistently 2    
Identifying and utilising resources Ignores nurse’s offer to provide 

important info on  patient status 
(surgical review meet) which delays 
problem definition 

  Uses nurse to carry out sequential instructions 
only 
Dr shows good assertiveness in requesting nurse 
to stay with him 
 

 

 
 
 

Team 
Working 

Co-ordinating activities with team  Dr directs tasks but doesn’t 
contribute with own actions 
Dr arrives introduces self with 
first name/role and establishes 
rapport  (nurse) 

2  Nurse: ‘ I’ve been following the patient…’ 
Dr. (ignoring statement) ‘’Will you just attend 
to him..’ 
Why didn’t you acknowledge the nurses 
familiarity with the case? 
Nurse doesn’t introduce self: why? 

 

Exchanging information 
  

Nurse monitors and reports changes 
in pz physiology to doctor; suggests 
action (more fluids; painkillers; 
oxygen) 

2  Doctor, reception but little dissemination of 
info (but some). 
Dr show good interprofessional collaboration in 
initial handover 
Nurse does not assert himself ( why didn’t you 
(nurse) ask for acknowledgement of  info about 
the ‘abdo’? 

 

Using authority & assertiveness 
 

Declares need for help; concentrates 
on what is right rather than who is 
right (Consultant busy on phone!) 
Shows assured manner. Is able to 
request actions 

4  How could you use your authority to maximise the 
contributions from the whole team? 
Dr. Uses authority to keep nurse on case: ask 
nurse what he felt at that moment. 

 

Assessing capabilities  
 

Little evaluation of completion of tasks or whether 
nurse was coping or required more assistance 

2    

Supporting others 
 

Polite but not encouraging 2    

 
 
 
 
 

Situation 
 Awareness 

Gathering information 
 

Started nicely gathering around 
notes. Monitors and reports changes, 
however, sometimes chaotic 

3  Paying more attention to situational awareness 
would improve reception of situational awareness 
and reduce time to synthesise 

 

Recognising & understanding  
 
 

Collects information about 
environment 
When nurse response to Dr’s request 
for ‘abdo’ poor cross check 
monitoring from nurse who does not 
verify if Dr has understood . 

3  Recognizes severity but slow to organise  

Anticipating 
 

Identifies possible future problems 
– able to identify risks 

4  Called reg and expressed concern about future 
problems 

 

 
Decision 
Making 

Identifying options 
 

Slow to come up with differential 2  Waited for 10 min before asking for blood gas  

Balancing risks & selecting options 
 

Seeks information/takes actions, but 
does little evaluation of responses 
to interventions. 

2  Dr. Identifies most obvious issues (bloods off) 
Importance of DD, Importance of reviewing 
response to actions within the team. 

 

Re-evaluating 
 

Progression with ‘time’ rather than 
against re-evaluation 

2    



ANTS System –Observation and Rating Sheet 
                

 
 
Additional Notes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Rating Options Descriptor 

4 – Good Performance was of a consistently high standard, enhancing patient safety; it could be used as a positive example for others 

3 – Acceptable Performance was of a satisfactory standard but with some minor inconsistencies. Some improvement necessary 

2 – Marginal Performance marked by inconsistencies and indicating cause for concern. Considerable improvement is needed 

1 – Poor Performance endangered or potentially endangered patient safety, serious remediation is required 

Not observed Skill could not be observed in this scenario 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



ANTS System –Observation and Rating Sheet 
                

 
Categories Elements Observations  Time Debriefing notes and category rating                          FEEDBACK 

                                                                                        PRIORITY              
     Planning & preparing 

 
    

Prioritising 
 

    

Providing & maintaining 
standards 

    

Identifying and utilising 
resources 

    

 
 
 

Team 
Working 

Co-ordinating activities with 
team  

    

Exchanging information 
  

    

Using authority & 
assertiveness 
 

    

Assessing capabilities  
 

    

Supporting others 
 

    

 
 

Situation 
 Awareness 

Gathering information 
 

    

Recognising & 
understanding  
 
 

.    

Anticipating 
 

    

 
 

Decision 
Making 

Identifying options 
 

    

Balancing risks & selecting 
options 
 

.    

Re-evaluating 
 

    

Feedback Priority: 1= Low 2= Medium 3= High



ANTS System –Observation and Rating Sheet     
 
 

 
 
Additional Notes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Feedback Priority Descriptor 

4 – V. High Performance was of a consistently high standard, enhancing patient safety; it could be used as a positive example for others 

Performance  

3 – High Performance was of a satisfactory standard but with some minor inconsistencies. Some improvement necessary 

2 – Marginal Performance marked by inconsistencies and indicating cause for concern. Considerable improvement is needed 

1 – Low Performance endangered or potentially endangered patient safety, serious remediation is required 

N/O Not observed Skill could not be observed in this scenario 
 
 
 
 
 
 
 



NTS Observer rating scale 
(Ottestad 2007) 

 

Ottestad (2007) Evaluating the management of septic shock using patient simulation Crit Care Medicine 35: 769-775 
 



NTS Observer rating scale 
(Ottestad 2007) 

 
TEAMWORK COMPONENT 
 
 

RATING OBSERVATIONS/COMMENTS 

Anticipation & Planning 1 2 3 4 5  
 
 

Communication (actions)       
 
 

Leadership       
 
 
 

Information transfer       
 
 

Task Distribution       
 
 

Comunication (content)       
 
 

Information use       
 
 
 

 

Ottestad (2007) Evaluating the management of septic shock using patient simulation Crit Care Medicine 35: 769-775 
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Whether seeing a patient in the ambulatory clinic environment, performing a delivery or man- 
aging a critically ill patient, obstetric care is a team activity. Failures in teamwork and communi- 
cation are among the leading causes of adverse obstetric events, accounting for over 70% of 
sentinel events according to the Joint Commission. Effective, efficient and safe care requires 
good teamwork. Although nurses, doctors and healthcare staff who work in critical care envi- 
ronments are extremely well trained and competent medically, they have not traditionally been 
trained in how to work well as part of a team. Given the complexity and acuity of critical care 
medicine, which often relies on more than one medical team, teamwork skills are essential. This 
chapter discusses the history and importance of teamwork in high-reliability fields, reviews key 
concepts and skills in teamwork, and discusses approaches to training and working in teams. 

 
Key words: patient safety; patient care team; humans; interprofessional relations; communica- 
tion; crew resource management; organizational culture; obstetric emergencies; obstetric deliv- 
ery; pregnancy; simulation; human factors; aviation; medical errors. 

 
 

 
Management of critically ill patients is an important part of obstetrics and requires mul- 
tidisciplinary care. While the percentage of obstetric patients that require care in inten- 
sive care units (ICUs) is relatively low at approximately 0.7–0.9%1,2, the incidence of 
severe maternal morbidity appears to be increasing.3 Reports over the last decade 
indicate that many adverse obstetric events may be the result of poor teamwork. 
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Reviews from malpractice claims, sentinel events and the literature have reported 
consistently that communication and teamwork are among the top contributors to 
adverse events and malpractice claims. A review of closed obstetric malpractice claims 
in one system found that 31% of adverse events were attributable to communication 
problems.4 Forster et al’s recent prospective, surveillance study in one teaching hos- 
pital showed that 5% of obstetric patients experienced an important ‘quality problem’ 
defined as an adverse event or potential adverse event. Upon review, 87% were 
deemed potentially preventable and were attributed to systems issues such as team- 
work.5 National reports echo these findings. The UK Confidential Enquiry into Sudden 
Unexpected Deaths in Infancy reported that ‘suboptimal care’ was responsible for 
two-thirds of unexpected intrapartum fetal deaths, and that more than half were 
potentially preventable.6 Similarly, the Confidential Enquiry into Maternal Deaths 
found that half of all maternal deaths were potentially preventable.7 In the USA, the 
Joint Commission reported that communication and teamwork issues were the 
most common contributors to both unexpected perinatal deaths and injuries 
(accounting for 72%) and maternal deaths and injuries (accounting for 85%).8,9

 

Obstetric personnel appear to be aware of deficiencies in teamwork; however, 
their perceptions of teamwork differ based upon their role. In a survey of over 44 
US hospitals, the majority had fewer than 50% of respondents reporting ‘good team- 
work’ in their labour and delivery units. Furthermore, they found significant differ- 
ences in perceptions of teamwork based upon role, with 52–62% of obstetricians, 
paediatricians and perinatologists reporting good teamwork compared with 37–39% 
of labour and delivery nurses and anaesthesiologists.10

 

The magnitude and consistency of these findings have led organizations to recom- 
mend obstetric team drills and multidisciplinary teamwork training as primary inter- 
ventions to reduce sentinel events.7,11

 

 

HISTORY AND IMPORTANCE OF TEAMWORK IN 
HIGH-RELIABILITY FIELDS 

 
The Institute of Medicine recommended that healthcare organizations should ‘pro- 
mote effective team functioning’ as one of five interventions to ensure safe health 
care.11 Specifically, they urged health care to look at aviation as a model. This section 
will discuss the foundational theories for teamwork and patient safety, briefly summa- 
rize aviation’s approach to teamwork, and present the teamwork concepts and skills 
that have been adapted to health care. 

Obstetrics, with its acuity and complexity, falls into the category of a ‘high-hazard 
industry’.12 Other high-hazard industries include aviation, nuclear power plants, chem- 
ical manufacturing and the military. Two major theories provide the foundation for 
understanding the relationship between teamwork, human factors  and safety in 
high-hazard fields: Normal Accidents Theory (NAT) and High-Reliability Organization 
Theory (HROT). These theories will be reviewed briefly in this paper but are reviewed 
in greater detail elsewhere.12 NAT provides the foundation for Reason’s ‘Swiss cheese’ 
theory for medical safety13,14, and focuses on the complexity of systems and the ‘tight 
coupling’ of system components. According to this theory, there are latent features of 
organizational structures that, when triggered, start a cascade of events that ultimately 
result in an accident. According to the ‘Swiss cheese’ model, all systems have gaps or 
holes. If all holes align perfectly, an accident will occur. HROT, on the other hand, 
believes that the proper organization of people, technology and processes can ensure 
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safety in complex and hazardous conditions and avoid accidents. According to this 
theory, safety must be the priority for the organization, systems can be made more 
reliable through redundancy, and continuous drillings, simulations and other training 
can achieve and maintain reliability. 

 
History of teamwork training in aviation 

 
Since many of the principles of teamwork training in health care are adaptations from 
aviation, it is useful to briefly review aviation’s Crew Resource Management (CRM) 
programme and history. ‘CRM’ is a term used in the aviation industry to describe 
the safety team training provided for air crews. Initially called ‘Cockpit Resource Man- 
agement’, CRM was developed after aviation experts found that 60–80% of air acci- 
dents were attributable to human error.15 CRM encompasses team training, 
simulations (referred to as ‘line-oriented flight training’), interactive participant 
debriefings, evaluations and feedback. It focuses on optimizing team performance 
and minimizing error, and was designed for flight crews and pilots to assist them in 
operating in a high-risk, high-stress, error-intolerant environment. This programme 
has been so successful that it is required for all US flight crews. Although each airline 
customizes CRM training for their crews, the general curriculum focuses on commu- 
nication skills, situational awareness and task allocation, role clarity, problem solving 
and decision making.16 There are three components to CRM training: (1) introduction 
of CRM theory, intent and skills (commonly including videotaped examples of good 
and bad teamwork); (2) feedback and recurrent practice (participants self-evaluate 
their performance during structured debriefings and review of videotaped exercises); 
and (3) ongoing re-inforcement. The philosophy behind CRM is that ‘practice of desir- 
able behaviours during times of low stress increases the likelihood that emergencies 
will be handled effectively’.16

 

 
TEAMWORK CONCEPTS AND BEHAVIOURAL SKILLS 

 
CRM teamwork concepts have been adapted for team training in health care. The 
following is a brief description of these teamwork concepts and behavioural skills. 

 
Communication 

 
As stated earlier, communication issues are among the leading contributors to patient 
harm; therefore, effective communication is essential for effective teamwork. Effective 
communication establishes and maintains a shared mental model for the team. Over 
time, providing structure to certain communications has been found to be important 
for ensuring reliability. The first communication technique that initiates the shared 
mental model is orientation or briefings. When new team members are entering a sit- 
uation or when teams are passing off care to one another, a concise orientation to the 
patient and the clinical situation is essential. Similarly, periodic summaries of the clinical 
situation and progress on clinical goals are useful to keep all team members working in 
the same direction. Studies have shown that failures in orientation such as occurs dur- 
ing hand-offs are a major cause of errors and have been referred to as ‘the Bermuda 
Triangle of health care’.17 Conversely, structured briefings have been found to improve 
care, reduce wrong-site surgery and reduce staff turnover (Level II-3).18,19 A format 
that is being used by many healthcare organizations, particularly in the non-operative 
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environment, to transmit critical information in a predictable format is ‘situation, back- 
ground, assessment and response’ (SBAR). SBAR has been proposed for use in a vari- 
ety of settings (change of shift hand-offs, telephone calls, orienting new team members, 
periodic summaries, etc.). An example of how SBAR may be used during a telephone 
conversation in obstetric critical care is given below: 

S: I calling about Mrs X who is 4 h post-op from a caesarean for placental abruption 
and admitted to the ICU in haemorrhagic shock due to DIC. 

B: She has received 10 units of packed red blood cells and 2 units of fresh frozen 
plasma so far. 

A: I am worried that she is bleeding because her pressures are dropping, she’s 
tachycardic, and her abdomen is becoming quite distended. 

R: I would like you to come and evaluate her right away. 
In this example, the SBAR structure efficiently communicated essential clinical 

information quickly, and directly communicated the intention of the call. 
Transparent thinking is another important communication technique to promote 

a shared mental model among team members. Transparent thinking involves saying 
out loud what you think is going on, so others can begin to anticipate what might 
be needed as well as contingencies. For example, ‘she is having an eclamptic fit’. 

Directed communication and closed loop communication are particularly impor- 
tant during critical situations such as emergencies where rapid response is critical. 
Directed communication involves specifying who is intended to receive an order or 
communication, either by using their name or visually directing the request; for exam- 
ple, ‘Sue, can you start a second 18 gauge IV in her left arm?’ Closed loop communi- 
cation then involves acknowledgement of receiving the order and completion of tasks; 
for example, Sue replies ‘I am starting an 18 gauge IV in Mrs X’s right arm right now’ 
followed later by ‘Second IV is in, Dr W’. This straightforward communication enables 
everyone in the room to know which tasks are being handled by whom and their 
status. A related concept is the idea of repeat backs where the recipient of an order 
repeats the full order back to the ordering clinician. This is especially important for 
medication names, doses, routes and frequencies. 

Literature around the role of assertions to improving safety is growing. Assertions, 
also referred to as ‘critical language’, involve feeling free to speak up if something does 
not feel right. Hierarchical structures and personality characteristics can make this 
uncomfortable for some staff. United Airlines uses an acronym ‘CUS’ (‘I’m concerned’, 
‘I’m uncomfortable,’ ‘this is unsafe or I’m scared’) as a technique to state assertions.20 

A recent study from Australia was able to show a reduction in in-hospital cardiac 
arrests through assertions, where staff members were encouraged to call early for 
help when they were worried about a patient (Level II-3).21 As will be discussed later, 
leadership styles that reduce hierarchy and promote assertions have been associated 
with improved safety. 

 

Situational awareness and resource management 
 
Situational awareness involves knowing all of the human and technological resources 
available and how to access them quickly. In obstetrics, this would involve not only 
knowing the human and non-human resources available in the delivery room, but 
also knowing the status of the operating room and anaesthesia should an emergency 
caesarean become necessary. When each member monitors the situation in the room 
constantly (vigilance), a shared mental model is maintained and each member is able to 
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anticipate what may be needed next. Periodic team briefings or summaries discussed 
earlier can promote a common situational awareness among team members. Team 
members who survey their surroundings vigilantly can distribute workload appropri- 
ately (resource management) and help other team members to complete their tasks. 
Overall, this shared sense of purpose and status allows the team to move efficiently 
together, to cross monitor each other for possible problems, and support each other 
with back-up behaviours. Maintaining situational awareness allows the group to remain 
nimble to adapt in dynamic situations. One concept that works at cross purposes to 
situational awareness is target fixation. Target fixation, otherwise known as tunnel 
vision, is when an individual becomes fixated on one item at the expense of others. 
Common items that are subject to target fixation in obstetrics include pre-occupation 
with the fetal monitor when other things are happening, or fixation on documentation 
of actions when hands are needed to respond to an emergency. 

 
Leadership/followership and role clarity 

 
Good leadership/followership and role clarity are particularly important during crisis 
situations as occur frequently in critical care. Leaders who flatten out the hierarchy 
to promote informational exchange (e.g. team members feel it is safe to speak up) 
among all team members are more effective leaders. Studies in aviation have shown 
that ‘macho’ personalities who do not recognize their own limitations due to stress 
were less likely to be seen as effective leaders and had less team coordination.22,23 

It is especially important in crises situations for there to be a clearly identified leader 
who is guiding the overall care of the patient. Particularly in critical care units, where 
multiple teams from several specialties may be responding to an emergency or man- 
aging care, it is vital to make it explicitly clear who is responsible for leading and 
coordinating medical care and events in order to ensure effective, efficient care. In sit- 
uations where numerous individuals respond to provide care, some places have found 
it helpful to have an event manager who is not responsible for medical decision making, 
but is exclusively responsible for monitoring the resources and people in the room. 
The event manager becomes the primary person to whom the medical leader reports 
orders, and becomes responsible for assigning tasks (resource management). 

 
APPROACHES TO WORKING AND TRAINING IN TEAMS 

 
Good teamwork has been associated with improved productivity, innovation and job 
satisfaction.24,25 Ultimately, a team consists of individuals who work closely together 
and are interdependent to achieve a common goal. Team behaviours are required of 
individuals to achieve effective team performance.26 There is a growing consensus 
that teamwork training is important in medicine and obstetrics, although there is no 
agreement regarding the ideal timing or method for teamwork training. Teamwork 
training is likely to be a continuum where the foundation for the importance of team- 
work and teamwork skills are introduced early in training, and then knowledge, behav- 
iours and attitudes are refined and maintained during actual clinical practice. Currently, 
there is a debate about the best format for teamwork training. Since evidence is 
limited and format may depend on an obstetric unit’s intent and/or resources, this 
chapter will briefly present the range of formats and their potential benefits. 

Table 1 describes various team training programmes. Teamwork training formats 
range from motivational talks to high-fidelity simulations. Didactic team training 



 
 
 
 

Name of course Organizational 
type 

 
Table 1. Descriptions of team training programmes. 

Country Website Description Target audience Primary training format 

BEST National Norway  www.bestnet.no ‘Improving trauma team performance Health care e trauma Didactics, simulation for local clinical 
Health System by simulation training locally at each 

hospital, by focusing on leadership and 
communication.’ 

teams, anaesthesia, 
general surgery, 
nurses 

teams, debriefings 

STORC Team 
Training 

Academic USA www.obsafety.org ‘Helping Good Teams Become 
Extraordinary Teams. STORC mobile 
obstetric simulation and team training 
program is a comprehensive program 
with structured evidence-based 
teamwork training for clinical teams to 
rehearse responding to clinical events 
and to practice, evaluate and improve 
teamwork. This mobile program is 
designed to assist institutions, of all 
sizes and locations, to discover systems 
improvements, measure ongoing 
improvements in safety, and for 
evaluation and measurement of 
teamwork in the real-life clinical setting. 
Additional web-based resources provide 
ongoing safety evaluation and learning.’ 

Health care- all 
obstetric staff* 

Mobile standardized team training 
evidence-based didactics, videos, 
in-situ simulation for local clinical 
teams, structured debriefings, 
evaluations 

Harvard Institute 
for Medical 
Simulation 
Courses 

Academic USA www.harvardmedsim. 
org/cms/institute 
formedical 
simulation.html 

‘Improve patient safety and the process 
of patient care and reduce the financial 
and social burden of adverse outcomes 
by using simulation for education, 
training and research to improve 
performance and teamwork of clinicians.’ 

Health care e 
executives, any 
healthcare staff, 
educators and 
simulation staff 

Didactics, clinical simulations for 
multidisciplinary teams, train the 
trainer, structured debriefings 

http://www.bestnet.no/
http://www.obsafety.org/
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html


 
Kaiser Private Health  USA Website not available  ‘Multi-disciplinary improvement program Health care e Kaiser Train the trainer, didactics, critical 
Permanente System designed to improve birth injury for Permanente perinatal events training, videos 

mothers and babies in the Kaiser Health unit staff, regional risk 
 
 
 
 

LifeWings Private 
Company 

 
 
 
 

USA www.safer 
patients.com 

Plan system.’ 
 
 

‘LifeWings Partners LLC is a team of 
physicians, nurses, pilots, former 
astronauts, physician executives, and 
insurance experts that have adapted, for 
use in healthcare, the same teamwork 
training concepts and safety tools that 
have made commercial aviation so safe 
and reliable.’ 

management local 
nurse and physician 
leaders 

Health care e 
executives, nurses, 
physicians 

 
 
 
 

Didactics with learning exercises, 
company customizes to customer 

RMF Strategies’ 
Team 
Performance Plus 

Private 
Company 
Academic 
Affiliation 

USA www.rmfstrategies. 
com/tpp 

‘.a comprehensive program—by 
clinicians, for clinicians—that provides 
interdisciplinary team training, for 
obstetricians, midwives, nurses, and 
anesthesia providers to: Ensure safer 
deliveries, Reduce the occurrence of 
preventable errors, Minimize litigation 
exposure.’ 

Health care e risk 
management, all 
obstetric staff* 

Train the trainer, adapted 
TeamSTEPPS for obstetrics 

SaFE Program 
Bristol 

National 
Health System 

UK www.saferhealthcare. 
org.uk/IHI/Topics/ 
ManagingChange/ 
SafetyStories/ 
Obstetricþ 
Emergencies.htm 

‘to evaluate the effectiveness of different Health care e all 
types of training on the ability of labour obstetric staff* 
ward staff to manage obstetric 
emergencies. The two main goals of our 
research were: 

 
(1) to compare the effectiveness of 
simulation centre training with local 
training on the ability of individuals and 
multi-professional teams to manage 
obstetric emergencies, 

Centre or local obstetric simulation, 
debriefings 

 
 
 
 
 
 
 
 
 

(continued on next page) 

http://www.saferpatients.com/
http://www.saferpatients.com/
http://www.rmfstrategies.com/tpp
http://www.rmfstrategies.com/tpp
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric%2BEmergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric%2BEmergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric%2BEmergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric%2BEmergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric%2BEmergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric%2BEmergencies.htm


 
 
 
 
 
 
 

Table 1 (continued) 

Name of course Organizational 
type 

 
 
Country Website Description Target audience Primary training format 

 

(2) to evaluate whether teamwork training 
did improve clinical management in 
obstetric emergencies.’ 

TeamSTEPPS Department of USA http:// ‘A teamwork system designed to Health care e Train the trainer, didactics with 
Defense dodpatientsafety. 

usuhs.mil 
improve quality, safety, and 
efficiency of healthcare; offering a 
powerful solution to improving patient 
safety within your organization.’ 

executives, any 
healthcare staff 

learning exercises, sites/units 
customize themselves 

Afterburner e Private US www.afterburner ‘Our legendary high-energy, multimedia,  Any high-risk industry Motivational speakers, team building 
Aviation Team 
Training 

Company seminars.com interactive team building event designed 
to equip your team with the basic 
principles of Flawless Execution.’ 

workshops, seminars, leadership 
training programmes 

Indelta Private Australia www.indelta. ‘Our training programs focus on Any high-risk industry Consulting, training, client 
Company com.au performance improvement 

through teamwork, 
communications, safety, leadership, 
compliance, marketing and sales. These 
programs are delivered to 
healthcare organizations, high-risk 
industries, academic institutions 
and corporations ranging 
from regional to multi-national.’ 

e leadership and 
operating personnel 

development, tools 

http://dodpatientsafety.usuhs.mil/
http://dodpatientsafety.usuhs.mil/
http://dodpatientsafety.usuhs.mil/
http://www.afterburnerseminars.com/
http://www.afterburnerseminars.com/
http://www.indelta.com.au/
http://www.indelta.com.au/


 
 
 
 
 
 
 
 
 
 
 
 
 
 

*  All obstetric staff includes: obstetricians, family medicine, paediatrics, anaesthesia, certified nurse midwives, labour and delivery nurses, floor nurses, respiratory therapy, 
house supervisors, auxillaries, etc. 

 

 
Mach1 

 
Private 
Company 

 
USA 

 
http://m1 
leadership.com/ 

 
‘six-phase HCL {Health Care Leadership 
Program} Program. We begin with an 

 
Any high-risk industry System assessment, didactics with 
e leadership and learning exercises, videos, 

   index.html assessment of your organization or operating personnel workshops, debriefings 
 workgroup; next, your employees  

receive the HCL Seminar which provides  
the motivation, skills, and tools to  
reduce errors and improve 
communication.  This  comprehensive  
program is customized for the client,  
conducted over the course of 12  
months’  

http://m1leadership.com/index.html
http://m1leadership.com/index.html
http://m1leadership.com/index.html
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(ranging from 2 h to several days in length) with either clinical tools, small group learn- 
ing activities or both is the least expensive option to address a large group of people 
and is the most common teamwork education format currently available. Didactics set 
the stage for the importance of human factors, such as the relationship between com- 
munication and teamwork with errors, review the history of team training in other 
high-hazard fields, and review teamwork behavioural skill concepts. Often, video 
examples are given for what the behavioural skill looks like in clinical care, and the 
audience may be divided into small groups to discuss or practice a concept. Didactics 
have been shown to influence attitudes towards teamwork (Level II-3).27 An interven- 
tion that combined didactic instruction, interactive vignettes, video examples and 
implementation of a structured briefing tool in the operating theatre improved sur- 
geons’ and anaesthetists’ perceptions of communication but did not affect nurses’ per- 
ceptions (Level II-3).18 A quasi-experimental study of a structured 8-h didactic with 
video vignettes and small group practice exercises in nine emergency departments, 
self-selecting to be in the intervention or control arm (six chose intervention, three 
chose control; two of the controls were under administrative review), found improved 
quality of team behaviours, reduced errors and improved staff teamwork attitudes 
after the intervention (Level II-3).28 However, a large multicentre randomized con- 
trolled study of MedTEAMS didactic-based teamwork training with interactive 
vignettes and video examples in obstetrics failed to show benefit.29

 

Gaba, one of the pioneers of medical teamwork training and simulation, stated that 
didactic training ‘may address knowledge and can influence attitudes, but to fully 
develop skills and alter attitudes, experiential training is likely to be the most effec- 
tive’.30 Simulation is a technique used to recreate aspects of the real world.31 Simula- 
tion of error-inducing and/or stressful situations plays an important role in teamwork 
training. Simulations that are conducted in the real clinical environment (referred to as 
‘in-situ simulation’) are a particularly useful technique for institutions to identify latent 
safety issues (‘aspects of the system predisposing to threat or error such as staffing’)32, 
and simultaneously offer an active framework for team members to learn, rehearse, 
evaluate and improve teamwork skills.11 When teams participate in simulations, 
they are often videotaped. The videotape enables participants to view and evaluate 
their performance during structured debriefings. This opportunity for practice and 
feedback is thought to be important for learning, maintaining and re-inforcing team- 
work skills.32,33 Three programmes involving obstetric simulations and standardized 
teamwork training have suggested improvements in safety and teamwork performance 
for clinical obstetric teams. A large randomized controlled trial of simulated obstetric 
emergencies with and without team training from the UK has shown significant 
improvements in health outcomes (reduced hypoxic ischaemic encephalopathy from 
27.3/1000 to 13.6/1000), attitudes and responses.34,35 Although the authors are still 
completing the final phase of a federally-funded (AHRQ U18HS015800-02 & AHRQ 
U18HS016673-02) multicentre study, involving a mobile simulation and structured 
team training programme taken to a range of US hospitals ranging from small rural 
frontier hospitals (with 48 deliveries per year) to large hospitals (with thousands of 
deliveries per year), institutional improvements in safety and improved teamwork 
have been seen, and the programme has been very well received by both hospital 
administration and clinical teams.36–38 The Beth Israel experience is also important 
to mention. They participated in the OB MedTEAMS29 trial mentioned earlier; how- 
ever, they supplemented this training with additional interventions and reported sub- 
stantial improvements. Their groups participated in obstetric and teamwork training 
simulations through the Harvard Simulation Centre, and they had an active roll-out 
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schedule for structured clinical teamwork tools (e.g. pre-operative briefings tool). 
Following the intervention, they experienced a 23% decrease in adverse outcomes, 
and their high-severity malpractice claims were reduced by 62%.39

 

 
Emergency behaviours 

 
Effective teamwork is critical during obstetric emergencies regardless of setting. The 
Confidential Enquiry into Maternal Deaths7 recommends the use of fire drills to 
improve responses during clinical emergencies. Although a detailed review can be 
found in the obstetric emergencies issue of this journal40 and a Cochrane review of 
obstetric emergency training programmes was conducted by Black and Brocklehurst41, 
three obstetric safety or obstetric emergency programmes are important to mention. 
One study of eclampsia fire drills, involving adoption and rehearsing use of an eclamp- 
sia kit, reported clinical improvements in care for response time and time to admin- 
ister medications (although data were not given).42  MOSES (Multidisciplinary 
Obstetric Simulated Emergency Scenarios) similarly provides obstetric emergency 
drills where ‘candidates are given opportunities to practice labour ward and obstetric 
theatre based emergency drills within a framework of promoting effective multidisci- 
plinary team working’.43,44 Lastly, the Society of Obstetricians and Gynaecologists of 
Canada’s MOREOB (Managing Obstetrical Risk Efficiently) programme is a ‘comprehen- 
sive patient safety, quality improvement, and professional development program for 
obstetricians, family physicians, nurses, midwives and administrators in hospital obstet- 
rical units. The programme integrates evidence-based professional practice standards 
and guidelines with current and evolving patient safety concepts, principles and 
tools’.45

 

The field of teamwork training is relatively new for obstetrics. However, overall, it 
appears that didactics are effective to introduce teamwork concepts and influence 
safety attitudes, whereas greater hands-on experience and integration into clinical 
care is needed to change behaviours and systems. Didactics may be particularly useful 
for students and clinical trainees who need to be familiar with concepts but may find it 
difficult to focus on learning new clinical skills and teamwork skills simultaneously. 
They are also likely to be a cost-effective mechanism to introduce teamwork terminol- 
ogy and concepts. However, studies to date suggest that translation of teamwork con- 
cepts into clinical care behaviours and system improvements requires a deeper level of 
integration and hands-on experience through clinical team simulations/drills combined 
with a structured teamwork curriculum (where clinical teams can practice responding 
to emergencies and evaluate and improve their teamwork) and/or integration of clin- 
ical tools to promote teamwork such as structured briefing tools, SBAR, operative 
checklists, etc. The following section describes why learning to work together as 
teams is important to clinical care. 

 
Working in teams 

 
Incorporating a multidisciplinary team approach into clinical care has been shown to 
improve patient outcomes, decrease length of stay, decrease cost and improve the 
quality of work life for participants. Although there are no studies specifically regarding 
obstetric teams, four studies from medical and surgical ICUs provide evidence that 
clinical teamwork improves care (Level II-2 and Level II-3). Uhlig et al introduced 
patient-centred multidisciplinary team rounds using structured team communication, 
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and evaluated the impact on quality of care and quality of work life for team members 
in a surgical ICU (Level II-3). Their multidisciplinary team included the patient and his/ 
her family, a bedside nurse, a cardiac surgeon, a nurse practitioner or physician assis- 
tant, a social worker, a spiritual care counsellor, a home care coordinator, a pharmacist, 
a physical or occupational therapist, a respiratory therapist, a dietician, a diabetic 
educator, an office coordinator, a cardiac rehabilitation specialist and a clinical care 
coordinator.46 In this model, the entire team met at the patient’s bedside for daily 
rounds to share information and develop a plan of care for each patient (using struc- 
tured team communications). The patient and family members were active participants 
in the process, and assisted in the development of the plan of care. This new multidis- 
ciplinary approach led to a statistically significant decrease in patient mortality while 
concurrently improving the quality of work life for the entire team. The project was 
so successful that Concord Hospital won the John M. Eisenberg Patient Safety Award 
for this intervention. Three other studies promoting a multidisciplinary team approach 
to rounding and care have also shown improvements. A multidisciplinary approach to 
ventilator care that involved daily collaborative rounds, monthly meetings and imple- 
mentation of guidelines and protocols for the care of ventilator-dependent patients in 
one large ICU significantly decreased ICU length of stay, hospital length of stay, costs 
and charges (Level II-3).47 Similarly, implementation of multidisciplinary rounds and 
emphasis on evidence-based best practices significantly reduced the incidence of ven- 
tilator-associated pneumonia and bloodstream infections in another study (Level 
II-3).48 These initiatives also decreased adverse events significantly in the ICU and pro- 
duced a 21% reduction in cost per ICU discharge. Lastly, the specific addition of a phar- 
macist to multidisciplinary daily ICU rounds reduced the rate of prescribing errors 
significantly by 66% (Level II-3).49 These few studies suggest that the team approach 
to clinical care leads to significant improvements in health outcomes and safety. 

Not only does teamwork affect patient outcomes, but it also affects job satisfaction 
and staff retention (Level II-2). In a large cohort study of 28 561 nurses, Estryn-Behar 
et al found that the quality of teamwork affects a nurse’s decision to leave the profes- 
sion, with poor-quality teamwork being associated with a five-fold increase in a nurse’s 
intention to leave.50 As the quality of teamwork improved, a nurse’s intent to leave the 
profession decreased significantly. 

 

SUMMARY 
 
In summary, good teamwork is essential for the delivery of effective, efficient care in 
any clinical setting. Failures in teamwork and communication are among the most 
common reasons for adverse medical events. Effective teamwork has been shown 
to improve outcomes in the ICU, operating theatre and obstetrics, and reduce staff 
turnover. Despite this, initial and continued training for doctors, midwives, nurses 
and other healthcare staff continues to focus on clinical knowledge and technical skills 
learned in isolation. It is not possible to learn effective teamwork alone. Other high- 
risk industries have had considerable experience and success in teamwork training. 
This chapter has reviewed the history of these industries and the recent history of 
team training in medicine and obstetrics. While the literature is limited, the introduc- 
tion of teamwork behavioural skills is occurring with some success. Although further 
studies are needed to better understand the translation of education to clinical prac- 
tice and teamwork skills to improved outcomes, teamwork training is recognized to 
be essential to promoting patient safety. Structured didactics appear to be effective 
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to increase awareness and influence attitudes, but the addition of tools and methods 
to integrate teamwork concepts into clinical practice either through in-situ simulation 
and/or teamwork tools embedded into clinical documents, appears to be critical to 
improve clinical teamwork and care-delivery systems. 
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Research agenda 
 

• evaluate which teamwork behaviours best predict good teamwork in obstetric 
emergencies versus routine care (priorities and relative contribution) 

• understand which methods of teamwork training and the timing of their imple- 
mentation are most effective and feasible at various stages of training, practice, 
role and speciality 

• develop and validate reliable tools to measure team performance and team- 
work behaviours 

• measure the effect of teamwork training and improvement on maternal and in- 
fant outcomes 

• examine the effect of teamwork in clinical obstetric practice such as multidis- 
ciplinary rounds in obstetrics, particularly examining the effect on adverse out- 
comes, length of stay, patient satisfaction and staff job satisfaction 

Practice points 
 

• deficiencies in teamwork and communication are major contributors to ad- 
verse obstetric events 

• perceptions of teamwork differ based on role (doctor, nurse, etc.) 
• international organizations recommend drills and programmes to improve 

team functioning to improve patient safety 
• CRM is a programme developed by the aviation industry to improve team func- 

tioning, and consists of simulations, education, practice, evaluation and feed- 
back on team behavioural skills 

• health care has adapted CRM concepts to create healthcare-specific team 
training programmes 

• team training programmes focus on communication issues, situational aware- 
ness, leadership/followership, and other system and human factors issues 

• preliminary evidence suggests that hands-on experience through simulations/ 
drills of critical events and/or tools that promote teamwork concepts are 
more likely to effect changes in the healthcare system and behaviours of clinical 
staff 
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Whether seeing a patient in the ambulatory clinic environment, performing a delivery or man-
aging a critically ill patient, obstetric care is a team activity. Failures in teamwork and communi-
cation are among the leading causes of adverse obstetric events, accounting for over 70% of
sentinel events according to the Joint Commission. Effective, efficient and safe care requires
good teamwork. Although nurses, doctors and healthcare staff who work in critical care envi-
ronments are extremely well trained and competent medically, they have not traditionally been
trained in how to work well as part of a team. Given the complexity and acuity of critical care
medicine, which often relies on more than one medical team, teamwork skills are essential. This
chapter discusses the history and importance of teamwork in high-reliability fields, reviews key
concepts and skills in teamwork, and discusses approaches to training and working in teams.
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Management of critically ill patients is an important part of obstetrics and requires mul-
tidisciplinary care. While the percentage of obstetric patients that require care in inten-
sive care units (ICUs) is relatively low at approximately 0.7–0.9%1,2, the incidence of
severe maternal morbidity appears to be increasing.3 Reports over the last decade
indicate that many adverse obstetric events may be the result of poor teamwork.

* Corresponding author. Tel.: !1 503 494 2101; Fax: !1 503 418 5074.
E-mail address: guisej@ohsu.edu (J.-M. Guise).

1521-6934/$ - see front matter ª 2008 Elsevier Ltd. All rights reserved.

Best Practice & Research Clinical Obstetrics and Gynaecology
Vol. 22, No. 5, pp. 937–951, 2008
doi:10.1016/j.bpobgyn.2008.06.010

available online at http://www.sciencedirect.com

mailto:guisej@ohsu.edu
http://www.sciencedirect.com


Reviews from malpractice claims, sentinel events and the literature have reported
consistently that communication and teamwork are among the top contributors to
adverse events and malpractice claims. A review of closed obstetric malpractice claims
in one system found that 31% of adverse events were attributable to communication
problems.4 Forster et al’s recent prospective, surveillance study in one teaching hos-
pital showed that 5% of obstetric patients experienced an important ‘quality problem’
defined as an adverse event or potential adverse event. Upon review, 87% were
deemed potentially preventable and were attributed to systems issues such as team-
work.5 National reports echo these findings. The UK Confidential Enquiry into Sudden
Unexpected Deaths in Infancy reported that ‘suboptimal care’ was responsible for
two-thirds of unexpected intrapartum fetal deaths, and that more than half were
potentially preventable.6 Similarly, the Confidential Enquiry into Maternal Deaths
found that half of all maternal deaths were potentially preventable.7 In the USA, the
Joint Commission reported that communication and teamwork issues were the
most common contributors to both unexpected perinatal deaths and injuries
(accounting for 72%) and maternal deaths and injuries (accounting for 85%).8,9

Obstetric personnel appear to be aware of deficiencies in teamwork; however,
their perceptions of teamwork differ based upon their role. In a survey of over 44
US hospitals, the majority had fewer than 50% of respondents reporting ‘good team-
work’ in their labour and delivery units. Furthermore, they found significant differ-
ences in perceptions of teamwork based upon role, with 52–62% of obstetricians,
paediatricians and perinatologists reporting good teamwork compared with 37–39%
of labour and delivery nurses and anaesthesiologists.10

The magnitude and consistency of these findings have led organizations to recom-
mend obstetric team drills and multidisciplinary teamwork training as primary inter-
ventions to reduce sentinel events.7,11

HISTORY AND IMPORTANCE OF TEAMWORK IN
HIGH-RELIABILITY FIELDS

The Institute of Medicine recommended that healthcare organizations should ‘pro-
mote effective team functioning’ as one of five interventions to ensure safe health
care.11 Specifically, they urged health care to look at aviation as a model. This section
will discuss the foundational theories for teamwork and patient safety, briefly summa-
rize aviation’s approach to teamwork, and present the teamwork concepts and skills
that have been adapted to health care.

Obstetrics, with its acuity and complexity, falls into the category of a ‘high-hazard
industry’.12 Other high-hazard industries include aviation, nuclear power plants, chem-
ical manufacturing and the military. Two major theories provide the foundation for
understanding the relationship between teamwork, human factors and safety in
high-hazard fields: Normal Accidents Theory (NAT) and High-Reliability Organization
Theory (HROT). These theories will be reviewed briefly in this paper but are reviewed
in greater detail elsewhere.12 NAT provides the foundation for Reason’s ‘Swiss cheese’
theory for medical safety13,14, and focuses on the complexity of systems and the ‘tight
coupling’ of system components. According to this theory, there are latent features of
organizational structures that, when triggered, start a cascade of events that ultimately
result in an accident. According to the ‘Swiss cheese’ model, all systems have gaps or
holes. If all holes align perfectly, an accident will occur. HROT, on the other hand,
believes that the proper organization of people, technology and processes can ensure
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safety in complex and hazardous conditions and avoid accidents. According to this
theory, safety must be the priority for the organization, systems can be made more
reliable through redundancy, and continuous drillings, simulations and other training
can achieve and maintain reliability.

History of teamwork training in aviation

Since many of the principles of teamwork training in health care are adaptations from
aviation, it is useful to briefly review aviation’s Crew Resource Management (CRM)
programme and history. ‘CRM’ is a term used in the aviation industry to describe
the safety team training provided for air crews. Initially called ‘Cockpit Resource Man-
agement’, CRM was developed after aviation experts found that 60–80% of air acci-
dents were attributable to human error.15 CRM encompasses team training,
simulations (referred to as ‘line-oriented flight training’), interactive participant
debriefings, evaluations and feedback. It focuses on optimizing team performance
and minimizing error, and was designed for flight crews and pilots to assist them in
operating in a high-risk, high-stress, error-intolerant environment. This programme
has been so successful that it is required for all US flight crews. Although each airline
customizes CRM training for their crews, the general curriculum focuses on commu-
nication skills, situational awareness and task allocation, role clarity, problem solving
and decision making.16 There are three components to CRM training: (1) introduction
of CRM theory, intent and skills (commonly including videotaped examples of good
and bad teamwork); (2) feedback and recurrent practice (participants self-evaluate
their performance during structured debriefings and review of videotaped exercises);
and (3) ongoing re-inforcement. The philosophy behind CRM is that ‘practice of desir-
able behaviours during times of low stress increases the likelihood that emergencies
will be handled effectively’.16

TEAMWORK CONCEPTS AND BEHAVIOURAL SKILLS

CRM teamwork concepts have been adapted for team training in health care. The
following is a brief description of these teamwork concepts and behavioural skills.

Communication

As stated earlier, communication issues are among the leading contributors to patient
harm; therefore, effective communication is essential for effective teamwork. Effective
communication establishes and maintains a shared mental model for the team. Over
time, providing structure to certain communications has been found to be important
for ensuring reliability. The first communication technique that initiates the shared
mental model is orientation or briefings. When new team members are entering a sit-
uation or when teams are passing off care to one another, a concise orientation to the
patient and the clinical situation is essential. Similarly, periodic summaries of the clinical
situation and progress on clinical goals are useful to keep all team members working in
the same direction. Studies have shown that failures in orientation such as occurs dur-
ing hand-offs are a major cause of errors and have been referred to as ‘the Bermuda
Triangle of health care’.17 Conversely, structured briefings have been found to improve
care, reduce wrong-site surgery and reduce staff turnover (Level II-3).18,19 A format
that is being used by many healthcare organizations, particularly in the non-operative
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environment, to transmit critical information in a predictable format is ‘situation, back-
ground, assessment and response’ (SBAR). SBAR has been proposed for use in a vari-
ety of settings (change of shift hand-offs, telephone calls, orienting new team members,
periodic summaries, etc.). An example of how SBAR may be used during a telephone
conversation in obstetric critical care is given below:

S: I calling about Mrs X who is 4 h post-op from a caesarean for placental abruption
and admitted to the ICU in haemorrhagic shock due to DIC.

B: She has received 10 units of packed red blood cells and 2 units of fresh frozen
plasma so far.

A: I am worried that she is bleeding because her pressures are dropping, she’s
tachycardic, and her abdomen is becoming quite distended.

R: I would like you to come and evaluate her right away.
In this example, the SBAR structure efficiently communicated essential clinical

information quickly, and directly communicated the intention of the call.
Transparent thinking is another important communication technique to promote

a shared mental model among team members. Transparent thinking involves saying
out loud what you think is going on, so others can begin to anticipate what might
be needed as well as contingencies. For example, ‘she is having an eclamptic fit’.

Directed communication and closed loop communication are particularly impor-
tant during critical situations such as emergencies where rapid response is critical.
Directed communication involves specifying who is intended to receive an order or
communication, either by using their name or visually directing the request; for exam-
ple, ‘Sue, can you start a second 18 gauge IV in her left arm?’ Closed loop communi-
cation then involves acknowledgement of receiving the order and completion of tasks;
for example, Sue replies ‘I am starting an 18 gauge IV in Mrs X’s right arm right now’
followed later by ‘Second IV is in, Dr W’. This straightforward communication enables
everyone in the room to know which tasks are being handled by whom and their
status. A related concept is the idea of repeat backs where the recipient of an order
repeats the full order back to the ordering clinician. This is especially important for
medication names, doses, routes and frequencies.

Literature around the role of assertions to improving safety is growing. Assertions,
also referred to as ‘critical language’, involve feeling free to speak up if something does
not feel right. Hierarchical structures and personality characteristics can make this
uncomfortable for some staff. United Airlines uses an acronym ‘CUS’ (‘I’m concerned’,
‘I’m uncomfortable,’ ‘this is unsafe or I’m scared’) as a technique to state assertions.20

A recent study from Australia was able to show a reduction in in-hospital cardiac
arrests through assertions, where staff members were encouraged to call early for
help when they were worried about a patient (Level II-3).21 As will be discussed later,
leadership styles that reduce hierarchy and promote assertions have been associated
with improved safety.

Situational awareness and resource management

Situational awareness involves knowing all of the human and technological resources
available and how to access them quickly. In obstetrics, this would involve not only
knowing the human and non-human resources available in the delivery room, but
also knowing the status of the operating room and anaesthesia should an emergency
caesarean become necessary. When each member monitors the situation in the room
constantly (vigilance), a shared mental model is maintained and each member is able to
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anticipate what may be needed next. Periodic team briefings or summaries discussed
earlier can promote a common situational awareness among team members. Team
members who survey their surroundings vigilantly can distribute workload appropri-
ately (resource management) and help other team members to complete their tasks.
Overall, this shared sense of purpose and status allows the team to move efficiently
together, to cross monitor each other for possible problems, and support each other
with back-up behaviours. Maintaining situational awareness allows the group to remain
nimble to adapt in dynamic situations. One concept that works at cross purposes to
situational awareness is target fixation. Target fixation, otherwise known as tunnel
vision, is when an individual becomes fixated on one item at the expense of others.
Common items that are subject to target fixation in obstetrics include pre-occupation
with the fetal monitor when other things are happening, or fixation on documentation
of actions when hands are needed to respond to an emergency.

Leadership/followership and role clarity

Good leadership/followership and role clarity are particularly important during crisis
situations as occur frequently in critical care. Leaders who flatten out the hierarchy
to promote informational exchange (e.g. team members feel it is safe to speak up)
among all team members are more effective leaders. Studies in aviation have shown
that ‘macho’ personalities who do not recognize their own limitations due to stress
were less likely to be seen as effective leaders and had less team coordination.22,23

It is especially important in crises situations for there to be a clearly identified leader
who is guiding the overall care of the patient. Particularly in critical care units, where
multiple teams from several specialties may be responding to an emergency or man-
aging care, it is vital to make it explicitly clear who is responsible for leading and
coordinating medical care and events in order to ensure effective, efficient care. In sit-
uations where numerous individuals respond to provide care, some places have found
it helpful to have an event manager who is not responsible for medical decision making,
but is exclusively responsible for monitoring the resources and people in the room.
The event manager becomes the primary person to whom the medical leader reports
orders, and becomes responsible for assigning tasks (resource management).

APPROACHES TO WORKING AND TRAINING IN TEAMS

Good teamwork has been associated with improved productivity, innovation and job
satisfaction.24,25 Ultimately, a team consists of individuals who work closely together
and are interdependent to achieve a common goal. Team behaviours are required of
individuals to achieve effective team performance.26 There is a growing consensus
that teamwork training is important in medicine and obstetrics, although there is no
agreement regarding the ideal timing or method for teamwork training. Teamwork
training is likely to be a continuum where the foundation for the importance of team-
work and teamwork skills are introduced early in training, and then knowledge, behav-
iours and attitudes are refined and maintained during actual clinical practice. Currently,
there is a debate about the best format for teamwork training. Since evidence is
limited and format may depend on an obstetric unit’s intent and/or resources, this
chapter will briefly present the range of formats and their potential benefits.

Table 1 describes various team training programmes. Teamwork training formats
range from motivational talks to high-fidelity simulations. Didactic team training
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Table 1. Descriptions of team training programmes.

Name of course Organizational
type

Country Website Description Target audience Primary training format

BEST National
Health System

Norway www.bestnet.no ‘Improving trauma team performance
by simulation training locally at each
hospital, by focusing on leadership and
communication.’

Health care e trauma
teams, anaesthesia,
general surgery,
nurses

Didactics, simulation for local clinical
teams, debriefings

STORC Team
Training

Academic USA www.obsafety.org ‘Helping Good Teams Become
Extraordinary Teams. STORC mobile
obstetric simulation and team training
program is a comprehensive program
with structured evidence-based
teamwork training for clinical teams to
rehearse responding to clinical events
and to practice, evaluate and improve
teamwork. This mobile program is
designed to assist institutions, of all
sizes and locations, to discover systems
improvements, measure ongoing
improvements in safety, and for
evaluation and measurement of
teamwork in the real-life clinical setting.
Additional web-based resources provide
ongoing safety evaluation and learning.’

Health care- all
obstetric staff"

Mobile standardized team training
evidence-based didactics, videos,
in-situ simulation for local clinical
teams, structured debriefings,
evaluations

Harvard Institute
for Medical
Simulation
Courses

Academic USA www.harvardmedsim.
org/cms/institute
formedical
simulation.html

‘Improve patient safety and the process
of patient care and reduce the financial
and social burden of adverse outcomes
by using simulation for education,
training and research to improve
performance and teamwork of clinicians.’

Health care e
executives, any
healthcare staff,
educators and
simulation staff

Didactics, clinical simulations for
multidisciplinary teams, train the
trainer, structured debriefings

http://www.bestnet.no
http://www.obsafety.org
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html
http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html


Kaiser
Permanente

Private Health
System

USA Website not available ‘Multi-disciplinary improvement program
designed to improve birth injury for
mothers and babies in the Kaiser Health
Plan system.’

Health care e Kaiser
Permanente perinatal
unit staff, regional risk
management local
nurse and physician
leaders

Train the trainer, didactics, critical
events training, videos

LifeWings Private
Company

USA www.safer
patients.com

‘LifeWings Partners LLC is a team of
physicians, nurses, pilots, former
astronauts, physician executives, and
insurance experts that have adapted, for
use in healthcare, the same teamwork
training concepts and safety tools that
have made commercial aviation so safe
and reliable.’

Health care e
executives, nurses,
physicians

Didactics with learning exercises,
company customizes to customer

RMF Strategies’
Team
Performance Plus

Private
Company
Academic
Affiliation

USA www.rmfstrategies.
com/tpp

‘.a comprehensive program—by
clinicians, for clinicians—that provides
interdisciplinary team training, for
obstetricians, midwives, nurses, and
anesthesia providers to: Ensure safer
deliveries, Reduce the occurrence of
preventable errors, Minimize litigation
exposure.’

Health care e risk
management, all
obstetric staff"

Train the trainer, adapted
TeamSTEPPS for obstetrics

SaFE Program
Bristol

National
Health System

UK www.saferhealthcare.
org.uk/IHI/Topics/
ManagingChange/
SafetyStories/
Obstetric!
Emergencies.htm

‘to evaluate the effectiveness of different
types of training on the ability of labour
ward staff to manage obstetric
emergencies. The two main goals of our
research were:

Health care e all
obstetric staff"

Centre or local obstetric simulation,
debriefings

(1) to compare the effectiveness of
simulation centre training with local
training on the ability of individuals and
multi-professional teams to manage
obstetric emergencies,

(continued on next page)

http://www.saferpatients.com
http://www.saferpatients.com
http://www.rmfstrategies.com/tpp
http://www.rmfstrategies.com/tpp
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric+Emergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric+Emergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric+Emergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric+Emergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric+Emergencies.htm
http://www.saferhealthcare.org.uk/IHI/Topics/ManagingChange/SafetyStories/Obstetric+Emergencies.htm


Table 1 (continued)

Name of course Organizational
type

Country Website Description Target audience Primary training format

(2) to evaluate whether teamwork training
did improve clinical management in
obstetric emergencies.’

TeamSTEPPS Department of
Defense

USA http://
dodpatientsafety.
usuhs.mil

‘A teamwork system designed to
improve quality, safety, and
efficiency of healthcare; offering a
powerful solution to improving patient
safety within your organization.’

Health care e
executives, any
healthcare staff

Train the trainer, didactics with
learning exercises, sites/units
customize themselves

Afterburner e
Aviation Team
Training

Private
Company

US www.afterburner
seminars.com

‘Our legendary high-energy, multimedia,
interactive team building event designed
to equip your team with the basic
principles of Flawless Execution.’

Any high-risk industry Motivational speakers, team building
workshops, seminars, leadership
training programmes

Indelta Private
Company

Australia www.indelta.
com.au

‘Our training programs focus on
performance improvement
through teamwork,
communications, safety, leadership,
compliance, marketing and sales. These
programs are delivered to
healthcare organizations, high-risk
industries, academic institutions
and corporations ranging
from regional to multi-national.’

Any high-risk industry
e leadership and
operating personnel

Consulting, training, client
development, tools

http://dodpatientsafety.usuhs.mil
http://dodpatientsafety.usuhs.mil
http://dodpatientsafety.usuhs.mil
http://www.afterburnerseminars.com
http://www.afterburnerseminars.com
http://www.indelta.com.au
http://www.indelta.com.au


Mach1 Private
Company

USA http://m1
leadership.com/
index.html

‘six-phase HCL {Health Care Leadership
Program} Program. We begin with an
assessment of your organization or
workgroup; next, your employees
receive the HCL Seminar which provides
the motivation, skills, and tools to
reduce errors and improve
communication. This comprehensive
program is customized for the client,
conducted over the course of 12
months’

Any high-risk industry
e leadership and
operating personnel

System assessment, didactics with
learning exercises, videos,
workshops, debriefings

* All obstetric staff includes: obstetricians, family medicine, paediatrics, anaesthesia, certified nurse midwives, labour and delivery nurses, floor nurses, respiratory therapy,
house supervisors, auxillaries, etc.

http://m1leadership.com/index.html
http://m1leadership.com/index.html
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(ranging from 2 h to several days in length) with either clinical tools, small group learn-
ing activities or both is the least expensive option to address a large group of people
and is the most common teamwork education format currently available. Didactics set
the stage for the importance of human factors, such as the relationship between com-
munication and teamwork with errors, review the history of team training in other
high-hazard fields, and review teamwork behavioural skill concepts. Often, video
examples are given for what the behavioural skill looks like in clinical care, and the
audience may be divided into small groups to discuss or practice a concept. Didactics
have been shown to influence attitudes towards teamwork (Level II-3).27 An interven-
tion that combined didactic instruction, interactive vignettes, video examples and
implementation of a structured briefing tool in the operating theatre improved sur-
geons’ and anaesthetists’ perceptions of communication but did not affect nurses’ per-
ceptions (Level II-3).18 A quasi-experimental study of a structured 8-h didactic with
video vignettes and small group practice exercises in nine emergency departments,
self-selecting to be in the intervention or control arm (six chose intervention, three
chose control; two of the controls were under administrative review), found improved
quality of team behaviours, reduced errors and improved staff teamwork attitudes
after the intervention (Level II-3).28 However, a large multicentre randomized con-
trolled study of MedTEAMS didactic-based teamwork training with interactive
vignettes and video examples in obstetrics failed to show benefit.29

Gaba, one of the pioneers of medical teamwork training and simulation, stated that
didactic training ‘may address knowledge and can influence attitudes, but to fully
develop skills and alter attitudes, experiential training is likely to be the most effec-
tive’.30 Simulation is a technique used to recreate aspects of the real world.31 Simula-
tion of error-inducing and/or stressful situations plays an important role in teamwork
training. Simulations that are conducted in the real clinical environment (referred to as
‘in-situ simulation’) are a particularly useful technique for institutions to identify latent
safety issues (‘aspects of the system predisposing to threat or error such as staffing’)32,
and simultaneously offer an active framework for team members to learn, rehearse,
evaluate and improve teamwork skills.11 When teams participate in simulations,
they are often videotaped. The videotape enables participants to view and evaluate
their performance during structured debriefings. This opportunity for practice and
feedback is thought to be important for learning, maintaining and re-inforcing team-
work skills.32,33 Three programmes involving obstetric simulations and standardized
teamwork training have suggested improvements in safety and teamwork performance
for clinical obstetric teams. A large randomized controlled trial of simulated obstetric
emergencies with and without team training from the UK has shown significant
improvements in health outcomes (reduced hypoxic ischaemic encephalopathy from
27.3/1000 to 13.6/1000), attitudes and responses.34,35 Although the authors are still
completing the final phase of a federally-funded (AHRQ U18HS015800-02 & AHRQ
U18HS016673-02) multicentre study, involving a mobile simulation and structured
team training programme taken to a range of US hospitals ranging from small rural
frontier hospitals (with 48 deliveries per year) to large hospitals (with thousands of
deliveries per year), institutional improvements in safety and improved teamwork
have been seen, and the programme has been very well received by both hospital
administration and clinical teams.36–38 The Beth Israel experience is also important
to mention. They participated in the OB MedTEAMS29 trial mentioned earlier; how-
ever, they supplemented this training with additional interventions and reported sub-
stantial improvements. Their groups participated in obstetric and teamwork training
simulations through the Harvard Simulation Centre, and they had an active roll-out
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schedule for structured clinical teamwork tools (e.g. pre-operative briefings tool).
Following the intervention, they experienced a 23% decrease in adverse outcomes,
and their high-severity malpractice claims were reduced by 62%.39

Emergency behaviours

Effective teamwork is critical during obstetric emergencies regardless of setting. The
Confidential Enquiry into Maternal Deaths7 recommends the use of fire drills to
improve responses during clinical emergencies. Although a detailed review can be
found in the obstetric emergencies issue of this journal40 and a Cochrane review of
obstetric emergency training programmes was conducted by Black and Brocklehurst41,
three obstetric safety or obstetric emergency programmes are important to mention.
One study of eclampsia fire drills, involving adoption and rehearsing use of an eclamp-
sia kit, reported clinical improvements in care for response time and time to admin-
ister medications (although data were not given).42 MOSES (Multidisciplinary
Obstetric Simulated Emergency Scenarios) similarly provides obstetric emergency
drills where ‘candidates are given opportunities to practice labour ward and obstetric
theatre based emergency drills within a framework of promoting effective multidisci-
plinary team working’.43,44 Lastly, the Society of Obstetricians and Gynaecologists of
Canada’s MOREOB (Managing Obstetrical Risk Efficiently) programme is a ‘comprehen-
sive patient safety, quality improvement, and professional development program for
obstetricians, family physicians, nurses, midwives and administrators in hospital obstet-
rical units. The programme integrates evidence-based professional practice standards
and guidelines with current and evolving patient safety concepts, principles and
tools’.45

The field of teamwork training is relatively new for obstetrics. However, overall, it
appears that didactics are effective to introduce teamwork concepts and influence
safety attitudes, whereas greater hands-on experience and integration into clinical
care is needed to change behaviours and systems. Didactics may be particularly useful
for students and clinical trainees who need to be familiar with concepts but may find it
difficult to focus on learning new clinical skills and teamwork skills simultaneously.
They are also likely to be a cost-effective mechanism to introduce teamwork terminol-
ogy and concepts. However, studies to date suggest that translation of teamwork con-
cepts into clinical care behaviours and system improvements requires a deeper level of
integration and hands-on experience through clinical team simulations/drills combined
with a structured teamwork curriculum (where clinical teams can practice responding
to emergencies and evaluate and improve their teamwork) and/or integration of clin-
ical tools to promote teamwork such as structured briefing tools, SBAR, operative
checklists, etc. The following section describes why learning to work together as
teams is important to clinical care.

Working in teams

Incorporating a multidisciplinary team approach into clinical care has been shown to
improve patient outcomes, decrease length of stay, decrease cost and improve the
quality of work life for participants. Although there are no studies specifically regarding
obstetric teams, four studies from medical and surgical ICUs provide evidence that
clinical teamwork improves care (Level II-2 and Level II-3). Uhlig et al introduced
patient-centred multidisciplinary team rounds using structured team communication,
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and evaluated the impact on quality of care and quality of work life for team members
in a surgical ICU (Level II-3). Their multidisciplinary team included the patient and his/
her family, a bedside nurse, a cardiac surgeon, a nurse practitioner or physician assis-
tant, a social worker, a spiritual care counsellor, a home care coordinator, a pharmacist,
a physical or occupational therapist, a respiratory therapist, a dietician, a diabetic
educator, an office coordinator, a cardiac rehabilitation specialist and a clinical care
coordinator.46 In this model, the entire team met at the patient’s bedside for daily
rounds to share information and develop a plan of care for each patient (using struc-
tured team communications). The patient and family members were active participants
in the process, and assisted in the development of the plan of care. This new multidis-
ciplinary approach led to a statistically significant decrease in patient mortality while
concurrently improving the quality of work life for the entire team. The project was
so successful that Concord Hospital won the John M. Eisenberg Patient Safety Award
for this intervention. Three other studies promoting a multidisciplinary team approach
to rounding and care have also shown improvements. A multidisciplinary approach to
ventilator care that involved daily collaborative rounds, monthly meetings and imple-
mentation of guidelines and protocols for the care of ventilator-dependent patients in
one large ICU significantly decreased ICU length of stay, hospital length of stay, costs
and charges (Level II-3).47 Similarly, implementation of multidisciplinary rounds and
emphasis on evidence-based best practices significantly reduced the incidence of ven-
tilator-associated pneumonia and bloodstream infections in another study (Level
II-3).48 These initiatives also decreased adverse events significantly in the ICU and pro-
duced a 21% reduction in cost per ICU discharge. Lastly, the specific addition of a phar-
macist to multidisciplinary daily ICU rounds reduced the rate of prescribing errors
significantly by 66% (Level II-3).49 These few studies suggest that the team approach
to clinical care leads to significant improvements in health outcomes and safety.

Not only does teamwork affect patient outcomes, but it also affects job satisfaction
and staff retention (Level II-2). In a large cohort study of 28 561 nurses, Estryn-Behar
et al found that the quality of teamwork affects a nurse’s decision to leave the profes-
sion, with poor-quality teamwork being associated with a five-fold increase in a nurse’s
intention to leave.50 As the quality of teamwork improved, a nurse’s intent to leave the
profession decreased significantly.

SUMMARY

In summary, good teamwork is essential for the delivery of effective, efficient care in
any clinical setting. Failures in teamwork and communication are among the most
common reasons for adverse medical events. Effective teamwork has been shown
to improve outcomes in the ICU, operating theatre and obstetrics, and reduce staff
turnover. Despite this, initial and continued training for doctors, midwives, nurses
and other healthcare staff continues to focus on clinical knowledge and technical skills
learned in isolation. It is not possible to learn effective teamwork alone. Other high-
risk industries have had considerable experience and success in teamwork training.
This chapter has reviewed the history of these industries and the recent history of
team training in medicine and obstetrics. While the literature is limited, the introduc-
tion of teamwork behavioural skills is occurring with some success. Although further
studies are needed to better understand the translation of education to clinical prac-
tice and teamwork skills to improved outcomes, teamwork training is recognized to
be essential to promoting patient safety. Structured didactics appear to be effective
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to increase awareness and influence attitudes, but the addition of tools and methods
to integrate teamwork concepts into clinical practice either through in-situ simulation
and/or teamwork tools embedded into clinical documents, appears to be critical to
improve clinical teamwork and care-delivery systems.
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Practice points

# deficiencies in teamwork and communication are major contributors to ad-
verse obstetric events

# perceptions of teamwork differ based on role (doctor, nurse, etc.)
# international organizations recommend drills and programmes to improve
team functioning to improve patient safety

# CRM is a programme developed by the aviation industry to improve team func-
tioning, and consists of simulations, education, practice, evaluation and feed-
back on team behavioural skills

# health care has adapted CRM concepts to create healthcare-specific team
training programmes

# team training programmes focus on communication issues, situational aware-
ness, leadership/followership, and other system and human factors issues

# preliminary evidence suggests that hands-on experience through simulations/
drills of critical events and/or tools that promote teamwork concepts are
more likely to effect changes in the healthcare system and behaviours of clinical
staff

Research agenda

# evaluate which teamwork behaviours best predict good teamwork in obstetric
emergencies versus routine care (priorities and relative contribution)

# understand which methods of teamwork training and the timing of their imple-
mentation are most effective and feasible at various stages of training, practice,
role and speciality

# develop and validate reliable tools to measure team performance and team-
work behaviours

# measure the effect of teamwork training and improvement on maternal and in-
fant outcomes

# examine the effect of teamwork in clinical obstetric practice such as multidis-
ciplinary rounds in obstetrics, particularly examining the effect on adverse out-
comes, length of stay, patient satisfaction and staff job satisfaction
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HUMAN FACTORS  

OBSERVER SHEET:  

Name the issue or behaviour that needs to be corrected or reinforced 
 
 
 
 
 
 

What is the impact of the issue or behaviour on the team, and hospital department? 
 
 
 
 
 
 

What detailes do you have to describe the behaviour accurately? (who? what? when?) 
 
 
 
 
 
 

What is the specific purpose of the feedback? 
 
 
 
 
 
 

Describe possible barriers to giving this feedback? What can you do to overcome them? 
 
 
 
 
 
 

What results do you want to produce? In the short term? In the long run? 
 
 
 
 
 
 



 Scenario D
esigns  

 



  
ASPIRE 

Acclimatisation Support Programme Integrating Roles and Empowering Staff 
 

Course Goals  
To strengthen  communication skills of new nurses to the Trust through small group 

discussions, simulation exercises, feedback and workshops 
 

Specific Focus 
ABCDE, EWS, Escalation, Written Documentation, 

Patient Communication, Handovers, Team Communication 
 

Learning Outcomes 
At the end of the session particpants should be better able to: 

 
Apply basic strategies for more effective and empathetic communication  with the elderly 
patient 
Demonstrate  a systematic approach to patient assessment using ABCDE & Early Warning Scores 
(EWS ) and to document scrupulously 
Escalate care  and call for help by giving a handover with the SBAR tool 
Explain the role of communication & feedback   in hospital safety 
 

 
Programme Timetable 

 
08:00-08:15 Arrival & Registration 
08:15-08:30 Treasure Hunt/ Meet the mannequins 

 
08:30-09:00 Introductions & Experiences 

 
09.00 –09.20 Triage exercises  -  (GI bleed, head injury & asthma) - EWS 
09.20-10.00 Interactive Workshop: Safety and Non-Technical skills (Martin 

Bromley Video/Costa Concordia/SBAR) 
10.00-10.20 Pre-briefing & simulation Exercise 1.  Triage Captain Springal 

(A&E) 
 

10.20-10.40 Team debriefing 
 

10.40-11.00 C O F F E E 
 

11.00-11.20 Pre-briefing & simulation Exercise 2. Hyper-acute episode 
(Sepsis)-HPS 
 

11.20-11.40 Team debriefing  
 

11.40-12.10 TTO Workshop – role play & observer feedback in small groups 
 

12.10-12.30 Pre-briefing & simulation Exercise 3. Discharge & TTO 
 

12.30-12.50 Team debriefing 
 

12:50-13 :20 Conclusion /Review Learning Outcomes & Course Evaluations   
 

 
 



  
  

 
 



  
SCENARIO 1 
 
PATIENT ROLE CARD – Captain Colin Springal (or Joan Springal)* 
 
Personal background and description 
 
You are Colin Springal, a 74-year-old retired sea Captain. You live off a reasonable pension in a one-bedroom 

maisonette in Tooting Broadway. You prefer to be addressed as Captain Springal. You have a daughter, 

Rosemary, who lives in East London and a son (Mike) who immigrated to Australia 20 years ago. Rosemary 

works for London underground as a train driver and is a single mum. She has with 2 children under 5 

(Jasmine 2 and Peter 4) who you enjoy seeing very much.  Your second wife Joan died 5 years ago. Your 

second marriage was a long and happy one and you miss Joan immensely. . You were diagnosed with early 

stage dementia by your GP in June last year, which has made you anxious especially when you forget things. 

You have ups and downs and can be moody. You are also hard of hearing in your left ear, and get impatient if 

people do not speak audibly. You have suffered from arthritis for years and on some days this gives you knee 

pain, especially on stairs. You fell over 2 weeks ago in your kitchen which resulted in a fractured neck of 

femur.  After a hip pinning procedure and 10 days in hospital you were discharged home,   where you have 

been recovering with physio and home care. You hate using a stick or frame but without one you are can be 

unstable when you walk.  Stairs are a problem in your maisonette, but you have hand rails in place. 

 

 
 
 
You have a small wound on your thigh which needs dressing. Your daughter and her boyfriend have been 

trying to visit you every other day to see how you are getting on.  A community nurse and physiotherapist 

visit you once a day to check on your recovery.  You have to wear special stockings and the physio gets you 

to do exercises every day. You have had a bit of difficult putting your shoes and socks on since the operation. 

 
 
* Variation: Substitute Colin Springal with his wife, Joan Springal, widow, a retired school-teacher. 

 
 
 
 



  
 
FACILITATOR NOTES – SCENARIO 1: A&E Triage “Springal” 
 
 
TARGET GROUP 
 

Staff nurses  

SETTING 
 
 

Accident & Emergency Department;  
Colin Springal (or Joan Springal if actor is female) arrives in 
A&E triage with his carer. She found him on the floor this 
morning in a confused state when she visited. He was agitated 
and his dinner from the previous evening was unfinished on 
the table.  He is unusually resistant to being cared for – e.g. to 
have his temperature taken, or his wound examined. 
 

TIME FOR SCENARIO 
 
STAFF NEEDED:  1 Facilitator 
 

10 minutes 

PARTICIPANTS 1-3 nurses (s) in scenario 
1-5 Peer observers (with observer sheets) 
 
 

ACTORS 
This scenario can run with patient alone 
depending on resources. 

Patient: Colin Springal or Joan Springal 
Carer:  Manana 
 
 

KEY OBJECTIVES 
 
 
 
 
 
 
 
 
Other Objectives 

 
• To systematically assess patient’s clinical condition: 

ABCDE; EWS; and to document scrupulously for 

continuity of care 

• To demonstrate appropriate communication strategies 

with an elderly confused patient 

• To gather and share information with carers and escalate 

care using SBAR when  appropriate 

• To suspect delirium in someone who is already confused 

(delirium v dementia) and identify possible causes. 

 

Educational Strategy Spend time before the scenario discussing with the 
participant(s) their approach to the assessment in A&E. 
Focus on assessments and communication. Ask the group 
to imagine possible difficulties - e.g. elderly & confused 
patient – and possible contingency plans.  
 
Explain the roles of group members – observers and 
actors – and share observer check lists with scenario 
participants so that expectations are clear. Finally ask 
participants to think of the kind of feedback they would 
like on their performance after the scenario. 
 

 
 
 



  
 
ROLE CARDS 
 
 
 
Scenario 1 
 
PATIENT ROLE CARD – Captain Colin Springal* (see scenario 1 for background) 
 
* Variation: Substitute Colin Springal with his wife, Joan Springal, widow, a retired school-teacher. 
 
 

You are agitated and in a confused state. You are also in pain from your operation. Your alertness is fluctuating 

and your conversation incoherent. You may be more manageable if carers are patient and make very persistent 

efforts to refocus your attention. Otherwise you resist most efforts to assess you – e.g. to put BP cuffs on. Your 

confusion here is compounded by infection from your recent hip injury after a fall (or knee injury). You suffer 

from urinary incontinence and wear an incontinence pad, but prefer to use the toilet, or if available, a bottle.  

 
 
 
Scenario 1 
PATIENT ROLE CARD – Carer* 
 
You are employed by the family to visit Colin Springal (or Joan Springal) every day from 9-4. You have no 

medical training. However, you act as a companion to Colin/Joan, prepare his/her meals and do housework. 

You also assist the community nurses when, they come once a day to check up on his condition.  

 

He/she was operated on week before last, for a hip fracture and made a good recovery in hospital.  He/she now 

has to use a frame to walk but is fairly autonomous at home. This morning at 9am you found him/her in a 

confused state, half lying on the floor with his/her back against an armchair.  He/she was much more confused 

and forgetful, than usual with his/her dementia and you were concerned. (Also you noted that he/she hadn’t 

eaten his/her evening meal and his/her lounge room was in disarray).  He/she appeared flushed, due to a 

temperature (he/she felt hot to touch) but he/she did not let you measure it. This was unusual behaviour 

because Colin/Joan is usually very polite and cooperative. You tried to contact his daughter/son but her/his 

mobile was off.  You then decided to call an ambulance, to bring Colin to A&E.  

 

 
 



  
FACILITATOR NOTES – SCENARIO 2: Acute (Ward) “Springal” 
 
TARGET GROUP 
 

Staff nurses  

SETTING 
 
 

Acute Medical Ward;  
Colin Springal (or Joan Springal if actor is female) has been 
admitted to AMU from A&E (following a fall and ‘new 
confusion’ identified by his carer. After a prolonged stay in 
A&E Majors, awaiting hospital admission; where he has 
received an initial dose of IV antibiotics, 1 hour after arriving 
in A&E. We are now 10 hours after presentation in A&E and 
his next dose is now over due.  He has displayed little appetite, 
barely touching the sandwich meal given in A&E  and  
dehydration and malnutrition are a risk. 
 

TIME FOR SCENARIO 
 
STAFF NEEDED : 1 Facilitator  
 

10 minutes 

PARTICIPANTS 1-3 nurses (s) in scenario 
1-5 Peer observers (with observer sheets) 
 
 

ACTORS 
This scenario can run with patient alone 
depending on resources. 

Patient: Colin Springal or Joan Springal 
Carer: Available by switchboard 
Overseeing Consultant : Available by switchboard 
 

KEY OBJECTIVES : 
 
 
 
 
 
 
 
 
Other Objectives 

 
• To systematically assess patient’s clinical condition: 

ABCDE; EWS; and to document scrupulously for 

continuity of care 

• To demonstrate appropriate communication within 

the team ensuring a shared awareness of the rapid 

deterioration 

• To gather information and escalate care using SBAR 

promptly and appropriately to the medical team. 

• To suspect Acute Septic Shock and the initial 

management of the patient. 

Educational Strategy Spend time before the scenario discussing with the 
participant(s) their approach to assessing a deteriorating 
patient. What strategy will they use for the team to rapidly 
gather the information effectively and then share that 
information within the group?  Ask the group to imagine 
possible difficulties - e.g. delays in assessment and 
escalation.  
Explain the roles of group members – observers and 
actors – and share observer check lists with scenario 
participants so that expectations are clear. Finally ask 
participants to think of the kind of feedback they would 
like on their performance after the scenario. 

 
 



  
  

ROLE CARDS 
 
 
 
Scenario 2 
 
PATIENT ROLE CARD – Captain Colin Springal* (see scenario 1 for background) 
 
* Variation: Substitute Colin Springal with his wife, Joan Springal, widow, a retired school-teacher. 
 
The HPS (HAL) Mannequin will be set in a hospital gown and I.V access for the prescribed intravenous 

antibiotics and fluids. Fluids will be 1 litre/8 hourly (125ml/hour); soiled wound dressing on right thigh; Second 

IV antibiotics are prescribed but not given. The actor vocalising for the patient will be incoherent and confused, 

using one word sentences initially and will deteriorate to unresponsiveness.  

 
 
 
 
 
 
 
Scenario 2 
PATIENT ROLE CARD  
HAL Observations: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
  

State 1 
 

A- Clear 
B- 22bpm 

O2 Sats 96 
C- HR 119 

BP 90/40 
CRT 3secs 

D- AVPU 
BM 6.2 

E- Incontinent 
Hot/Sweaty 
Temp. 38.7 

 
 

State 2 
 

A- Clear 
B- 27bpm 

O2 Sats 94 
C- HR 136 

BP 82/38 
CRT 3-4secs 

D- AVPU 
BM 6.2 

E- Incontinent 
Hot/Sweaty 
Temp. 38.8 

 
 

Transition 10 
minutes 

 
 



  
FACILITATOR NOTES – SCENARIO 3: Pre-discharge on the ward 
 
TARGET GROUP 
 

Staff nurses, doctors, HCAs 

SETTING 
 
 

On the ward, prior to discharge home on day 5; 
Colin Springal (or Joan Springal if actor is female) has been on 
the ward for five days now after being admitted in A&E in a 
very confused state. He/She was diagnosed with sepsis and 
delirium due to postoperative wound infection from his/her 
hip surgery. He/she has been on IV antibiotic treatment for 4 
days for a post-op surgical wound infection and is now much 
better. He has been converted to oral antibiotics this morning, 
which he to continue for a further 5 days at home. 
 

TIME FOR SCENARIO 
 

10 minutes     
 
STAFF NEEDED: 1 Facilitator 
 

PARTICIPANTS 1-3 nurses (s) in scenario  
1-5 Peer observers (with observer sheets) 
 

ACTORS 
This scenario can run with patient alone 
depending on resources. 

Patient: Colin Springal or Joan Springal 
Relative: daughter or son (if actor is available) 
 

SET UP 
 

The patient is sitting in the armchair next to his ward bed.  
He/she is fully dressed, as the IV line has been removed and 
the wound site already inspected.  The patient is keen to leave, 
as his daughter/son, has taken the day off from work and has 
just arrived. His glasses are in the drawer, which he uses for 
reading.  He/she is having a cup of tea and a biscuit, which has 
been placed on the bed table.  Wrong patient medication in 
POD (e.g. P.O. Co-Dydramol in POD/wrong drug in box from 
previous patient). 

Key Objectives  
• To demonstrate appropriate communication strategies 

with an elderly demented patient, when explaining 
medications, e.g. simple language, using the list, boxes, 
writing additional notes, etc. and checking understanding 

• To communicate, with the patient’s relative, clearly 
explaining the items of discharge medication; intended 
duration; where to obtain further supplies; inviting 
questions and checking understanding 

  
Educational Strategy Spend time before the scenario discussing with the 

participant(s) their approach to communication an elderly 
patient with dementia and their relative/carer. Elicit from 
the group possible risks e.g. safe storage; compliance; 
cognitive function. Focus on communication strategies and 
documentation e.g. patient medication record card. 
TTO workshop, to familiarise participants, with the 
procedures for safe checking of discharge medication. In 
addition, to give them the opportunity to practice going 
through discharge medication with a patient, working in 
pairs to practice this skill. 

 
 



  
Explain the roles of group members – observers and 
actors – and share observer check lists with scenario 
participants so that expectations are clear. Finally ask 
participants to think of the feedback they would like after 
the scenario. 
 

  

 
 



  
Role Cards 
Scenario 3 
 
PATIENT ROLE CARD – Captain Colin Springal* (see scenario 1 for background) 
 
* Variation: Substitute Colin Springal with his wife, Joan Springal, widow, a retired school-teacher. 
 
You have been on antibiotics for 5 days and your delirium has disappeared now. You are still a little stiff, when 

walking, but your balance, strength and confidence have returned.  You feel so much better and are keen to 

return home, to familiar surroundings, where you feel comfortable and secure.  Your daughter/son has taken 

the day off work, to take you home and will stay overnight to settle you back in.  Your usual carer will re-start 

her visits tomorrow morning and you are looking forward to talking about other things, other than your health. 

The nurses, who have been very kind and patient with you, during your stay, have removed your IV line. They 

also checked your thigh wound, which is dry healing well and does not need a dressing any longer.  You are 

eagerly awaiting the arrival of your daughter/son, so that the nurses can go through your medicines.  They 

have explained that they need a family member present, due to you being somewhat forgetful at times.  They 

have reassured you that everything will be clearly written down and your GP will receive a copy of your 

medication list and discharge letter.  Whilst, waiting for her/his arrival, you are enjoying a cup of tea and a 

biscuit, whilst seated in your armchair, next to your bed. 

 
Scenario 3 
 
ROLE CARD – Relative or Carer 
 
You have come to visit your father/mother, to take him/her home today.  He/she has been in hospital for 5 days 

now.  When you saw him/her on Day 1, he/she was very confused, which worried you a lot.  You have 

telephoned the ward daily, to ask the nurses about his/her condition and progress, when you have not been able 

to visit.  Today, you are pleased to see that he/she is alert, fully dressed and independently mobile, with the aid 

of his/her Zimmer frame. You ask,  if there are any precautions you need to take at home once he/she is 

discharged e.g. falls prevention advice;  would he/she still be seeing a physio at home;  would an OT need to re-

assess hi/hers home environment.?  You point out to the nurse, that he/she has lost some weight since being ill, 

is there any advice could give you, to address this?  Lastly, you are keen to know about the changes in your 

father’s/mother’s medications and to go through his/her list overall, to ensure that you know where and when 

to obtain new supplies. 

 
 



  
PEER OBSERVATION SHEET 

 
Instructions: Use the table below to analyse communication strategies health care professionals use in the simulation 
exercises. Tick the points you observe and put a cross in the column if steps are not observed. Use the completed form 
to give feedback to the clinical team during the post simulation debrief 

 
COMMUNICATION WITH THE PATIENT AND FAMILY ABOUT DISCHARGE 

PRESCRIPTION DRUGS 
 

 

✔= Obs e rve d     ✖ = Not observed 

  
Communication strategies adopted by health 
professional 
 

✔ ✖ Feedback  
Comments 

    
 
 
 
 
 
 
 
 
 
 
 

Nurse checks drugs against pharmacy prescription and drug chart 
with another nurse 

  

Nurse(s) set the agenda with patient and family by introducing 
themselves, explaining the reasons for discharge, and checking 
patient identity 

  

Nurse explains each drug (purposes, dosage, timing) one-by-one.   
Speaks calmly and distinctly and checks patient understanding 
regularly (e.g. asking patient/carer to repeat the instructions) 

  

Makes allowances for a patient with hearing or visual impairment   

Draws attention to written description for each drug and the 
discharge letter 

  

Nurse answers any questions patient/carer raise   
Uses simple and distinct statements – e.g. one instruction at a time   

Consistently acknowledge what the patient says – echoing, 
paraphrasing, checking that he/she has understood. 

  

Gives visual cues (e.g. shows instructions on box) to help 
understanding 

  

Invites the patient to call the hospital if they require further 
information (provides a number) 

  

Reminds the patient to book a GP appointment    

Closes the discussion by asking of there are any other questions or 
concerns the patient or carer have. 

   

 
  

 
 



  
PEER OBSERVATION SHEET 

 
Instructions: Use the table below to analyse communication strategies health care professionals use in the simulation 
exercises. Tick the points you observe and put a cross in the column if steps are not observed. Use the completed form 
to give feedback to the clinical team during the post simulation debrief 

 
COMMUNICATION WITH THE ELDERLY CONFUSED PATIENT 

 
                                                            
                                                  = Observed      = Not observed 

 Communication strategies adopted by health 
professional 
 

✔ ✖ Feedback Comments 

Introduces self, and role clearly  
 

   
 
 
 
 
 
 
 
 
 
 
 
 

Shows environmental awareness (e.g. checks lighting, 
reduces distracting noises) 
 

  

Addresses patient with name or preferred title 
 

  

Smiles and makes consistent eye contact when speaking to 
the patient. Tone of voice and body language is appropriate. 

  

Speaks calmly and distinctly and checks patient 
understanding regularly (e.g. uses visual cues to support 
understanding: for instance shows BP cuffs before putting 
them on) 

  

Shows care, concern and inclusion even when it is hard to 
follow what the patient is saying 

  

Considers gentle touch to ask for patient’s attention   

Avoids slang or figurative speech   

Consistently acknowledge what the patient says – echoing, 
paraphrasing, checking that he/she has understood.  

  

Uses simple and distinct statements – e.g. one instruction at 
a time – and makes allowances for a patient with hearing or 
visual impairment 

   

Other observations? 
 
 
 
 
 
 
 
 
 
 

   

 
 
 



  
 

PEER OBSERVATION SHEET 
 
Instructions: Use the table below to analyse the calculation of the EWS score by nurses in the simulation exercises. Tick 
the points you observe and put a cross in the column if steps are not observed. Use the completed form to give feedback 
to the clinical team during the post simulation debrief 

 
Early Warning Score (EWS) 

 
 

The nursing care team will: 
 

✔ ✖ Feedback Comments 

Describe the structure and purposes of the EWS chart 
in patient notes. (e.g. to teach junior 
nurse/doctor/HCA) 
 

   
 

Demonstrates ability to gather observations 
systematically (e.g. check pulse before BP, measure 
BP in both arms,; if difference > 10mgHg use arm with 
highest reading) 
 

   
 

Completes and calculates the EWS chart accurately. 
(Confirms score with a colleague) 
 

   

Monitors any change in patient condition and relays 
information to other team members on changes   
 

   

Documents monitoring and evaluation in patient 
notes. 
 

   

Demonstrate timely and effective escalation of care 
when EWS triggers are met. 
 

   

    
 
Other Observations 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   

 
 



  
PEER OBSERVATION SHEET 

 
Instructions: Use the table below to analyse team communication during the simulation exercise. Tick the behaviours 
you observe and put a cross in the column if behaviours are not observed. Add any other comments you have. Use the 
completed form to give feedback, to the clinical team during the post simulation debrief. 
 

TEAMWORK – Communication 
                       
                                                                                = Observed     = Not observed 
Introductions and assessment 
 

✔ ✖ Feedback Comments 

Nurse(s) first introduce themselves respectfully 
to new patient and check how the patient wants to 
be addressed (e.g. Mr Ms, Mrs or other title) 
 

   

Team asks how patient is feeling, shows empathy, 
and makes sure patient is comfortable (Oh, I’m so 
sorry you didn’t sleep so well last night!  We’ll see 
what we can do today to help you catch up on some 
rest.) 
 
Team explains to patient what they are going to 
do and asks permissions (e.g. I’m just going to check 
your blood pressure Mr Jones, is that alright?) 
 
Team members assign clear roles (e.g. one does a 
systematic ABCDE assessment and documents, whilst 
other reads the notes) 
 
Team obtains & documents comprehensive 
information about patient, by using all resources 
available (e.g. questions to patient; clinical notes; 
investigations; systematic ABCDE, asks relative/carer) 
 
Team members reassess patient’s condition 
audibly, sharing information on findings, likely 
problem(s) and progress. 
  
Team members consistently engage with patient 
and relatives/carers to acknowledge 
his/her/their concerns. 
 
Team members discuss management plan and 
call for assistance or help as appropriate. 
 
 
 
 
 
 
 
 
 

 
 



  
 

PEER OBSERVATION SHEET 
 
Instructions: Use the table below to analyse team communication during the simulation exercise. Tick the behaviours 
you observe and put a cross in the column if behaviours are not observed. Add any other comments you have. Use the 
completed form to give feedback, to the clinical team during the post simulation debrief. 
 

TEAMWORK – Patient Assessment 
 
                                                               
                             = Observed     = Not observed 
TEAM COMMUNICATION ✔ ✖     Feedback Comments 

 
Takes brief history of presenting complaint. 
 

   

Checks Airway, Breathing, Circulation, Disability, 
Exposure (< 3 min)  

   

Documents EWS accurately and systematically   

Team Identifies and responds to acutely abnormal 
physiology interpreting observations correctly 

  

Anticipates and prevents deterioration of vital signs   

Team members acknowledge requests and confirm 
completion of tasks (e.g. ‘close loop’ communication) 

  

Team members reassess patient’s condition audibly, 
sharing information on findings, problem(s) and 
progress. 

  

Team members are assertive when necessary to 
keep resources focused on patient (e.g. I need you to 
stay with me) 

  

Other Observations or comments 

 

 

 

 

 

 

 

   

 

 
 



  
 
 

PEER OBSERVATION SHEET 
 
Instructions: Use the table below to analyse team decision making during the simulation exercise. Tick the behaviours 
you observe and put a cross in the column if behaviours are not observed. Add any other comments you may have. Use 
the completed form to give feedback, to the clinical team during the post simulation debrief. 

 
TEAMWORK – SHARED DECISION-MAKING 

                  = Observed     = Not observed 
TEAM COMMUNICATION ✔ ✖   Feedback Comments 

 
Leader anticipates and clarifies management options 
with team (e.g. vocalizes thoughts and reasoning) and 
ensures goals understood by team- shares situational 
awareness 

 

   

Encourages input from team members (e.g. asks them 
questions about their experience: Have you managed 
this kind of patient before?) 

 

  

Team leader discusses management plan with the team 
in the context of available resources, e.g. skill mix, 
numbers of staff, equipment etc. 

 

  

Team leader listens to other healthcare professionals 
and heeds their views in contributing to management 
decisions 

 

  

Team leader provides support and encouragement to 
team members and makes sure everyone is comfortable 
with what they are doing 

 

  

Other observations 

 

 

 

 

   

 
 



  
 
 
 

PEER OBSERVATION SHEET 
 
Instructions: Use the table below to analyse the patient assessment during the simulation exercise. Tick the behaviours 
you observe and put a cross in the column if behaviours are not observed. Add any other comments you have. Use the 
completed form to give feedback, to the clinical team during the post simulation debrief. You can open the debrief, by 
‘handing over’ this patient to the group. 

 
PATIENT ASSESSMENT 

                            
                                                                                   = Observed     = Not observed 
Introductions and assessment 
 

✔ ✖ Feedback Comments 

Takes brief history of presenting complaint. 
 
 
 

   

Checks Airway, Breathing, Circulation, Disability, 
Exposure (< 3 min)  
 
 
Documents EWS 
 
 
Obtains necessary equipment  
 
 

Moves patient as required 
 
 
 
Assesses need for immediate treatment and 
escalates care to senior 
 
 
 
Before escalation phone call takes written notes of 
key patient information  
 
 
 
Other Observations 
 
 
 
 
 
 
 
 
 

   

 
 



  
 
 
 

PEER OBSERVATION SHEET 
 
Instructions: As you watch and listen to the handover, use the check list below to analyse the components. The check 
list is based on the SBAR communication tool used in the hospital. Tick the behaviours you observe and put a cross in 
the column if behaviours are not observed. Add any other comments you have.  
 
Use the completed form to give feedback, to the clinical team during the post simulation debrief. You can open the 
debrief by ‘handing over’ this patient to the group. 
 
 

HAND OVER of Care to Others: using SBAR Tool 
 
STRUCTURED SBAR telephone handover ✔ ✖ Feedback Comments 
 
THE CALLER TAKES WRITTEN NOTES TO THE PHONE SO 
THAT INFORMATION IS ACCURATE  
 
Situation 
• Caller identifies self & location and checks receiver 

info. 
• Names patient  
• Explains reason for calling 
 

   

Background 
• Gives date of Admission & diagnosis 
• Provides relevant medical history 
• Explains changes in patient condition and actual 

status 
 

   

Assessment 
• Explains problem 
• Describes airway: (clear, partial, obstructed) 
• Breathing: Resp rate  / SpO2    …% on 02  …l/min 
• Circulation: HR…/min B/P…………. 
• Disability: GSC/AVPU ……BM ……mmols/l; 

Drugs/Medication 
 

   

Recommendation 
• Caller states what they want done and when 
• Caller checks if they can do something now 
• Caller checks timescale 
• Caller summarises decisions 
• Caller records time and contact name 
 

   

Caller relays information to other team members    
 
OTHER COMMENTS 
 
 
 
 
 
 

   

 
 



  
 

PEER OBSERVATION SHEET 
 
Instructions: Use the table below to analyse team communication during the simulation exercise. Tick the behaviours 
you observe and put a cross in the column if behaviours are not observed. Add any other comments you have. Use the 
completed form to give feedback, to the clinical team during the post simulation debrief. You can open the debrief, by 
‘handing over’ this patient to the group. 
 

                           SBAR TEAMWORK – Hand Over of Care to others 
 
                                                                                   = Observed     = Not observed 
Introductions and assessment 
 

✔ ✖ Feedback Comments 

Takes brief history. 
 

   

Checks Airway, Breathing, Circulation, Disability, 
Exposure (< 3 min)  
Documents EWS 

Obtains necessary equipment  

Moves patient as required 

Assesses need for immediate treatment and escalates care 
to senior 
 
Before escalation phone call takes written notes of key 
patient information  
STRUCTURED SBAR:  Telephone handover 

Situation 
• Caller identifies self & location and checks receiver 

info. 
• Names patient  
• Explains reason for calling 
 

   

Background 
• Gives date of Admission & diagnosis 
• Provides relevant medical history 
• Explains changes in patient condition and actual 

status 
 

   

Assessment 
• Explains problem 
• Describes airway: (clear, partial, obstructed) 
• Breathing: Resp rate  / SpO2    …% on 02  …l/min 
• Circulation: HR…/min B/P…………. 
• Disability: GSC/AVPU ……BM ……mmols/l; 

Drugs/Medication 
 

   

Recommendation 
• Caller states what they want done and when 
• Caller checks if they can do something now 
• Caller checks timescale 
• Caller summarises decisions 
• Caller records time and contact name 
 

   

Caller relays information to other team members    

 
 



  
 
 

PEER OBSERVATION SHEET 
 
Instructions: Use the table below to analyse the risk factors for delirium identified by nurses in the simulation exercises. Tick 
the points you observe and put a cross in the column if steps are not observed. Use the completed form to give feedback to 
the clinical team during the post simulation debrief 

 
Information gathering: 

Identifying Risk Factors Associated with Delirium 
 
 

The nursing care team will: 
 

✔ ✖ Feedback Comments 

Check if patient has a current diagnosis of dementia or 
has experienced memory problems within the last year- 
using notes, carer, relatives, etc. 

   
 

Assesses cognitive function of patient- poor 
concentration, slow responses, obvious disorientation, 
confusion when asked simple questions (any changes 
from baseline) 

   

Assesses patient perception – for auditory or visual 
hallucinations 

   
 

Assesses for changes in physical function- ↓movement 
or mobility, restlessness, agitation, markedly reduced 
appetite, sleep disturbance (drowsy, insomnia, reversed 
sleep wake cycle) 

   

Assess for changes in social behaviour – lack of 
cooperation with reasonable requests, withdrawal, 
change in mood, communication or attitude 

   

Considers possible sites/sources of infection e.g. 
wounds, urine, chest etc.  

   

Conduct a pain assessment scoring tool on EWS chart 
(or Abbey Pain Score-if patient demonstrates cognitive 
impairment) 

   

Documents monitoring and evaluation in patient notes, 
from A-E assessment and observations -EWS score. 

   

Demonstrate timely and effective escalation of care 
using SBAR tool, to MDT, highlighting all abnormal 
findings and requesting appropriate help. 

   

 
Other Observations 
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Faculty Name CMT 2 Simulation Course Faculty CMT 2 Simulation 

Course/Curriculum CMT 2 Target Audience CMT 2 
Scenario Name Sepsis Audience Size 5 

Patient Name TBA Simulator Adult HPS 
 

 

 

   

 
 

SSIIMMUULLAATTIIOONN  DDEEVVEELLOOPPMMEENNTT  FFOORRMM 

Learning Outcomes 
 

Clinical: 
 

Management of the Acutely ill; 
 Recognises and promptly assesses the acutely ill patient performing 

a systematic ABCDE approach (<3 min) 
 Identifies and responds to acutely abnormal physiology interpreting 

observations correctly (gives o2 & fluids) 
 Conducts history and examination and gathers information from 

available resources (notes, team members, investigations,) 
 Arranges and interprets investigations to aid diagnosis (ABG,WCC, 

blood cultures, ECG, imaging) 
 Reassesses regularly using structured approach and acts on findings 
 Establishes differential diagnosis with team members and recognises 

severe sepsis according to guidelines. 
 Demonstrates ability to manage time & prioritise tasks 
 Initiates further treatment and considers escalation of 

monitoring/care 
 Team leader requests further help where appropriate and gives clear 

structured handover 

a. Leadership and Decision making; 

Teamwork: 

 Leader makes sure all team members introduce themselves & 
explain roles/ skill sets 

 Team leader gives clear and appropriate delegation ensuring no 
overloading & prioritising tasks 

 Explains core events and makes sure all team members understand 
the situation, explains options and invites input 

 Monitors team, gives support and encourages team members with 
feedback on performance 

 
b. Situational Awareness; 

 Team leader identifies problems and audibly shares 
plans/differential diagnosis 

 Team members actively contribute to shared understanding of 
situation (e.g verbalising behaviours, close loop communication) 

 Team members stand back and reassess patient audibly sharing 
outcome 

 Team keeps accurate written record for continuity of care 
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Teamwork: 

a. Leadership and Decision making; 

b. Situational Awareness; 

Debriefing Points 
Management of the Acutely ill; 

 Candidates sent pre‐reading: published sepsis guidelines 
 Adherence to protocol checklist, (To be developed) 
 Observer check list on clinical management 
 Faculty and peer feedback of observations during scenario 
 MCQ on Sepsis, (taken from previous MRCP – to be developed) 
 Reinforcement of need for personal portfolio reflective entry on 

personal performance 
 Mini‐CEX, (To be developed) 

 Mini presentation illustrating specific NTS from pre‐course 
reading and related to own clinical experience, (???) 

 Case notes reviewed in debrief & compare to observer notes 

 Observation Tool 
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Medical History (Include Risk Factors) 
 
Hypertension 
Atrial Fibrillation 
Underlying LVF 

 

SSIIMMUULLAATTIIOONN  &&  PPAATTIIEENNTT  DDEETTAAIILLSS 
 

 

 

  
 

 
 

 

Synopsis 
 
Ivan Black is a frail 82 year old man, who has been found, after an unknown 
period of time, on the floor by his home help. He is semi-conscious and 
peripherally shut down. He is due to be transferred to the Acute Medical Unit 
to avoid a 4 hour breach, but has not yet been seen by the medical team and 
bloods taken by the A&E team have not yet been reviewed. 

Medications 
 

 Aspirin 75mg OD 
 Bisoprolol 5mg OD 
 Perindopril 8mg OD 

Patient 
Name Ivan Black 
Age 82 years 
DOB 12 July 
Hosp No G1234987 

 

Social History Allergies 
 
Lives in bungalow, widowed. 
Dog being cared for by daughter 

 
**PENICILLIN** 
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Setup 
Required Comments 

NIBP 
ECG 
SpO2 

Arterial 
CVP 
EtCO2 

LIDCO 
Peripheral Line 
Oxygen 

Scenario Progression 
Airway not compromised initially. 
Respiratory rate 24 with sats 94%. 
Heart rate is 110 and irregular with BP 80/50. Capillary Refill if performed 
will be 4s and he is cool and pale. He is catheterized. 
Patient is only responding to voice (AVPU). 
The patient is frail, but there are no other observable indicators of ill 
health. 

 
Fairly shallow resps improve as resuscitation progresses but deteriorates if 
not given 02 or fluids. If insufficient fluid is given (less than 1000ml) he will 
become more hypotensive and tachycardic. Patient becomes unconscious 
during the scenario despite fluid resuscitation. Mid scenario Patient 
develops pulmonary oedema due to fluid overload, positioning 
patient helps but requires consideration of invasive Cardiac output 
monitoring and fluid offload. He will have increased confusion and 
decreased conscious level as the scenario progresses. There is no 
evidence that the patient has received any medications to cause 
deteriorating consciousness 

Simulator & Room Setup 
Elderly male Manikin on trolley with urinary catheter in situ. 
Blank medical notes, Prescription chart with patient’s usual meds written 
up, LAS sheet, A&E card with written assessment stating “Confusion query 
cause, patient catheterized, blood taken” 
Cardiac arrest trolley, ALS guidelines on wall, BNF, blank fluid balance 
chart 
Medic alert bracelet stating “PENICILLIN ALLERGY” 

 

Investigations 
Hb 10.3 Na 146 Trop  
WCC 18 K+ 4.9   
Platelets 145 Urea 18   
Glucose 3.0 Creat 200   
X Ray Normal 
ECG Atrial Fibrilation 110/min 
Urinalysis ++Leuco ++Nitrites +RBC +Protein 
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RADIOMETER  ABL  SYSTEM 625 
ABLSYSTEM625-PATIENTREPORT 2011/12  Sample #6541 
IDENTIFICATIONS CMT 
OperatorID:SC IvanBlack 
PatientID: G1234987 
Patienttemp. 0c 
FI02 Air 
Sampletype Arterial 
BLOODGASVALUES ACIDBASESTATUS 
pH 7.15 HCO3C Mmol/L 
pCO2 4.5 kPa SBCC Mmol/L 
P02 8.1 kPa ABEC Mmol/L 

SBEC -5.4 Mmol/L 
TEMPERATURECORRECTEDVALUES 
Ph   (37.00)c   7.15 
pCO2 4.5 kPa CALCULATEDVALUES 
P02  (37.00)c 8.1 kPa Hct % 
BLOODOXIMETRYVALUES ELECTROLYTEVALUES 
tHb G/dl K+ Mmol/L 
O2Hb % Na+ Mmol/L 
sO2 % Ca++ Mmol/L 
COHb % Cl- Mmol/L 
MetHb % 
RHb % METABOLITEVALUES 

Glu Mmol/L 
Lac 4.5 Mmol/L 

 

RADIOMETER  ABL  SYSTEM 625 
ABLSYSTEM625-PATIENTREPORT 2011/12  Sample #6541 
IDENTIFICATIONS CMT 
OperatorID:SC IvanBlack 
PatientID: G1234987 
Patienttemp. 0c 
FI02 Air 
Sampletype Arterial 
BLOODGASVALUES ACIDBASESTATUS 
pH 7.34 HCO3C 17.2 Mmol/L 
pCO2 4.27 kPa SBCC *** Mmol/L 
P02 9.21 kPa ABEC *** Mmol/L 

SBEC -6.6 Mmol/L 
TEMPERATURECORRECTEDVALUES 
Ph   (37.00)c 7.34 
pCO2 (37.00)c 4.27 kPa CALCULATEDVALUES 
P02  (37.00)c 9.21 kPa Hct *** % 
BLOODOXIMETRYVALUES     ELECTROLYTEVALUES 
tHb *** G/dl      K+ 4.7 Mmol/L 
O2Hb *** %         Na+ 146     Mmol/L 
sO2 98 %         Ca++ *** Mmol/L 
COHb *** %         Cl- *** Mmol/L 
MetHb 10.1         % 
RHb *** %         METABOLITEVALUES 

Glu 3.2 Mmol/L 
Lac 2.6 Mmol/L 

 

© St George’s Advanced Patient Simulator 7  



 

FFAACCUULLTTYY  RROOLLEESS  &&  CCAANNDDIIDDAATTEE  BBRRIIEEFFIINNGG 
 

 

 
 

   
 
 

   

Medical Registrar Role Faculty Nurse Information / Role 
 
You are an inexperienced nurse who is new to the unit, and keen to get 
the patient moved as per the charge nurse / bed manager’s instructions. 
You have done some basic observations but have had no direction as to 
what the management plan will be. You brief the registrar on arrival about 
what the has done- i.e. bloods sent, venous gas, A&E card with initial 
observations completed, drug chart filled in by A+E doctor with usual 
meds, patient catheterized 

Anaesthetic / ITU Registrar Role (Phone Advice) 
 
If there is no ABG, CXR, bloods, awareness of current observations or 
evidence of clinical examination then you should advise them to do all 
these things and then ring you back. You may discuss: 
• Airway management / protection if indicated and use of Oxygen 
• Aggressive fluid management titrated to BP 
• Severe sepsis / septic shock (e.g. possible Gram –ve sepsis) 
• An appropriate area to which patient can be moved (i.e. Level 2 care) 

 
You can offer to either come down or review the patient or accept them for 
HDU admission without review (but neither will occur during the scenario). 

Candidate Information 
 
You are the medical registrar on call who has gone to A+E majors to see 
an 82 year-old male referred by them as a ‘collapse query cause’ several 
hours previously. He is about to be moved from the A&E department as he 
is approaching the 4-hour breach target. 

 
 Outline objectives for the scenario 
 Seek learner defined objectives for personalised feedback 
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CCLLIINNIICCAALL  CCOOUURRSSEE  FFOORR  SSCCEENNAARRIIOO 
 

 

 

     
 

     
 

     

State 6. 
Name: 
Patient Status: (Include vitals, ABG, etc) 

State 5. 
Name: 
Patient Status: (Include vitals, ABG, etc) 

State 4. 
Name: End of Scenario – With Treatment 
Patient Status: (Include vitals, ABG, etc) 

 
A: protected; 
B: RR 24, Sa02 97%. 
C: HR 95 irreg, BP 110/50 
D:, Less confused, BSL 8mmol 
E: oliguric 

State 3. 
Name: Mid Scen – Pulmonary Oedema 
With Treatment 
Patient Status: (Include vitals, ABG, etc) 

 
A: at risk; 
B: RR 38-40, Sa02 85%, Coarse Crackles 
C: HR 130 irreg, BP 80/40, cold 
D: Responds to pain, 
E: hypothermic 

State 2. 
Name: Mid Scenario – No Treatment 

Patient Status: (Include vitals, ABG, etc) 
 

A: at risk; 
B: RR 38, Sa02 89% 
C: HR 130 irreg, BP 80/40, cold 
D: Responds to pain, BSL 2mmol 
E: hypothermic 

State 1. 
Name: Scenario Start (Baseline) 

Patient Status: (Include vitals, ABG, etc) 
 

A: Intact; 
B: RR 24, Sa02 94% 
C: HR110 irreg, BP 80 /50, cold and shutdown 
D: confused, BSL 3mmol 
E: Temp 35* 

 



CMT Sepsis 
Scenario 

0 - 5 Minutes 6 - 12 Minutes 13 - 20 Minutes 

Learning 
Outcome 
Triggers 

 
MANAGEMENT OF THE 

ACUTELY ILL 

Recognises and promptly assesses the acutely ill 
patient performing a systematic ABCDE approach 
(<3 min) 
Trigger: Pt condition deteriorating. Nurse ask: ‘Do 
you want any monitoring on?’ 

 
Identifies and responds to acutely abnormal 
physiology interpreting observations correctly 
(gives o2 & fluids)                                        
Trigger: Obs Decline, Nurse to point this out. 

 
Conducts history and examination and gathers 
information from available resources (notes, team 
members, investigations)                                      
Trigger: Nurse; ‘Can you just check in the notes and 
see if a drug chart has been completed’, ‘What did his 
chest sound like?’ 

Arranges and interprets investigations to aid 
diagnosis (ABG, WCC, blood cultures, ECG, imaging) 
Trigger: Nurse gives blood request form to Dr to fill 
in. 

Nurse states Bloods were taken earlier, 
have you checked the results? 

Nurse announces when ABG results back 
 

Demonstrates ability to manage time & prioritise 
tasks 

Reassesses regularly using structured approach and 
acts on findings 
Trigger: Abnormal physiology if fluid challenge 
inadequate 
Nurse can prompt by asking: ‘Dr where are we at 
with his treatment?’ 

 
Establishes differential diagnosis with team 
members and recognises severe sepsis according to 
guidelines. 
Trigger: Nurse asks: ‘what do you think could 
wrong?’ 

 
Initiates further treatment and consider escalation of 
monitoring/care 
Trigger: Nurse: ‘Have you referred him to anyone?’ 

 
Team leader requests further help where 
appropriate and gives clear structured handover 
Trigger: Person taking handover asks trainee to 
stop and start again using SBAR 

 
 
 
 
 
 
 

SITUATIONAL AWARENESS 

Leader makes sure all team members introduce 
themselves & explain roles/ skill sets     
Trigger: Nurse: ‘ Sorry what’s your name Dr?’ 

 
Team members use all available resources to 
gather and share information. 
Trigger: Nurse: ‘Did you want to look at the blood 
results?’ 

 
Team leader identifies problems and audibly shares 
plans / differential diagnosis 

 
Explains core events and makes sure all team 
members understand the situation, explains options 
and invites input. 
Trigger: Nurse sates they are unsure of what is 
going on. 

 
Verbal statements & requests are acknowledged 
indicating one has heard or understood information 
Trigger: Nurse: ‘Sorry Dr, who are you talking to?’ 

Team members actively contribute to shared 
understanding of situation (e.g. verbalising 
behaviours, close loop communication) 

 
Team members stand back and reassess patient 
audibly sharing outcome                                     
Trigger: Nurse asks ‘What are you thinking’ 

 
Explain core events and make them understandable 
to the whole team 
Trigger: Patient asks; ‘Sorry Doc what does that 
mean?’ 

 
Team keeps accurate written record for continuity of 
care 
Trigger: Handover 

 
 
 
 

0 - 5 Minutes 
 

6 - 12 Minutes 
10 

13 - 20 Minutes 
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Formative Assessment Tools 
 

Sepsis Scenario 
 

Learning Outcomes Assessment Tool To be used by 
 

 
1. Demonstrate effective management of 
acutely ill patient with sepsis 

Clinical management observer 

sheet (p14) 

• Faculty members during observation and debrief 

• CMT trainees during observation and debrief (trainees will 
actively contribute to feedback during debrief) 

 
 

Clinical management peer 

summary (adapted from PACE) 

(p15) 

MRCP‐ knowledge/reasoning 

quiz (see p 18‐21) 

• CMT trainee(s) for 5 min clinical management roundup at end of 

debrief *Faculty should ‘calibrate’ responses to PACE document beforehand to 

correct inaccuracies in CMT summary. 

• Observers do one or two MCQs as a 5 minute primer activity 

around topic of sepsis before start of scenario while clinic team 

prepares to start. Answers can be given at end of debrief for self 

correction 

 
2. To gather & exchange information to 
maintain among team members 
constant under‐standing of the 
situation. 
3. Demonstrate broad general 
knowledge of human factors and 
relevance to medicine 

Situational awareness observer 

sheets A and B (see p16‐17) 

 
Discussion and or individual 3‐4 

slide Powerpoint description of 

NTS factors in experience from 

own clinical practice 

• Two CMT trainees during observation and debrief 
 
 
• Faculty observer to give feedback in debrief 

• CMT trainees and faculty in debrief discussions. 

• A special ‘human factor’ slot could be inserted for CMT trainees to 

do mini presentations in small groups to peers/facuty by relating 

pre‐course readings (see page 10) to personal clinical experiences. 
 

NTS –Situational awareness 

Clinical management 

 



Clinical Management OBSERVER SHEET 
Instructions: You will be asked to contribute feedback to your peers on their clinical management during the scenario. Check the clinical management steps 
in the table against what you actually observe. To help you structure your feedback write comments on omissions or examples which exemplify best practice. 

 
 
 
 

Management of the acutely ill Time Comments or example 
Recognises and promptly assesses the acutely ill patient performing a 
systematic ABCDE approach (<3 min) 

  

Identifies and responds to acutely abnormal physiology interpreting 
observations correctly (gives O2 & fluids) 

  

Conducts history and examination and gathers information from available 
resources (notes, team members, investigations,) 

  

Arranges and interprets investigations to aid diagnosis (ABG,WCC, blood 
cultures, ECG, imaging) 

  

Reassesses regularly using structured approach and acts on findings   

Establishes differential diagnosis with team members and recognises 
severe sepsis according to guidelines. 

  

Demonstrates ability to mx time & prioritise tasks   

Initiates further treatment and considers escalation of monitoring/care   

Team leader requests further help where appropriate and gives clear 
structured handover 
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Clinical Management – PEER SUMMARY PRESENTATION 
(Max 5 Min) 
(adapted from PACE) 

 
 

 
 
 
 
 

Clinical Skills Criteria 

Information 
gathering 

What key elements of the history must be covered? 

Physical examination What key components of physical examination should be undertaken? 

Differential diagnosis What diagnoses should be considered? 

Clinical Judgement What key steps in management should be considered? 

Instructions: (for 1 or 2 observers). After observing the scenario and participating in the debrief you will be asked to give a short summary of the case 
following the format in the table (max 5 mins) 
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TEAMWORK OBSERVER SHEET (designed for 2 observers, A & B) A 
NTS CATEGORY: SITUATIONAL AWARENESS 
FOCUS: Gathering information and communicating in team 

Instruction: Use the team behaviour descriptors to examine how all team members contribute to situational awareness by gathering & exchanging 
information. Tick the columns for observed (2) partly observed (1) or unobserved (0) team behaviour during the scenario. 

 
Team behaviour 0 1 2 Comments 
All members introduce themselves to team and clarify roles     

Team members use all available resources to gather and share 
information (patient, case notes, team members) 

    

Communication is aimed at team members (e.g. using names or 
eye contact) 

    

Verbal statements & requests are acknowledged indicating one 
has heard or understood the information 

    

Team members give verbal confirmation of fulfilled actions     

Team members call out critical information during emergent 
events and contribute to shared understanding of situation 

    

Ask quickly for help when needed     

Team members use structured SBAR format for briefing new 
members and in handover or escalation 

    

 
 

Key: 0= Not observed 1= Partially observed 2= Observed 
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TEAMWORK OBSERVER SHEET (designed for 2 observers, A & B) B 
NTS CATEGORY: SITUATIONAL AWARENESS 
FOCUS: Contributing to shared understanding 

 
Instruction: Use the team behaviour descriptors to examine how all team members contribute to the maintenance of a shared understanding in the scenario. 
Tick the columns for observed (2) partly observed (1) or unobserved (0) team behaviour during the scenario 

 
 
 

Team members’ behaviour 0 1 2 Comments 
Report findings to team in a clear and positive way     

Verbalise interpretation of situation and clinical reasoning in a 
timely fashion 

    

Acknowledge and involve others frequently     

Relay information on monitoring to whole team     

Explain core events and make them understandable to the 
whole team 

    

Request and actively participate in reassessment with whole 
team 

    

Monitor environment and other team member performance 
(e.g. give feedback, support, correct behaviours) 

    

Challenge decisions constructively and ask questions if anything 
unclear 

    

 
 

Scoring Key: 0= Not observed 1= Partly observed 2= Observed 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 

 
 

1. A 60-year-old woman was admitted with a 2-day history of dysuria, loin pain and rigors. On admission, she was unwell and confused. She was also febrile 
and tachycardic. She was transferred to the medical high-dependency unit for invasive monitoring 

 
Which set of haemodynamic values is most likely to be present? 

 
 
 mean 

arterial 
pressure 
(mmHg) 

mean  
right atrial 
pressure 
(mmHg) 

mean 
pulmonary 
arterial 
pressure 
(mmHg) 

mean 
pulmonary 
arterial 
wedge 
pressure 
(mmHg) 

Mean 
cardiac 
output 
(L/min) 

Normal 85 3 15 9 5.0 
A 80 8 22 20 3.0 
B 110 18 20 11 4.0 
C 85 6 16 8 2.5 
D 66 20 22 20 2.0 
E 60 2 15 8 4.5 

 
 
 
 
 
 
 
 
 
 

Answer Key. E 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 

 
2. A 63-year-old man presented with a 4-week history of fever, severe night sweats, anorexia and muscle pain. His family doctor had recorded persistent 
microscopic haematuria, but urine culture had been negative on three occasions. 

 
On examination, his temperature was 39.2°C, his pulse wa 105 beats per minute and his blood pressure was 140/75 mmHg. No cardiac murmurs were 
audible. 

 
Investigations: 

 
Haemoglobin 87 g/L (130‐180) 
White cell count 23.5 109/L (4.0‐11.0) 
Neutrophil count 21.9 109/L (1.5‐7.0) 
Platelet count 523 109/L (150‐400) 
Serum creatine 135 µmol/L (60‐110) 
Serum C‐reactive protein 235 mg/L (<10) 
Blood cultures 3 negative 
Urine microscopy red cells 2+, no white cells 

Granular casts present 
Ultrasound scan of abdomen normal 
Transthoracic 
echocardiogram 

No abnormality seen 

 
 

 

What further investigation is most likely to be of help in establishing the diagnosis?. 
 
 

A anti-neutrophil cytoplasmic antibodies  B. CT scan of abdomen C. Mycobacterial culture of early morning urine 
D Radiolabelled white cell scan  E. Transoesophageal echocardiology  

 
 
 

ANSWER Key: A 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 

 
A 23-year-old was admitted to hospital ith a 3-day history of fever and breathlessness. On examination, his temperature was 38.9°C, his pulse was 110 beats 
per minute, his blood pressure was 105/70 mmHg and his respiratory rate was 18 breaths per minute. 

 
Investigations: 

 
Haemoglobin 105 g/L (130‐180) 
White cell count 18.5 109/L (4.0‐11.0) 
Serum sodium 128 mmol/L (137‐144) 
Serum urea 9.5 mmol/L (2.5‐/7.0) 
Chest X‐ray Consolidation of the left lower lobe 

with a pleural effusion on the same 
side 

 
 

What finding is most indicative of severe pneumonia? 
 

A Blood pressure of 105/70 mmHg 
B Pleural effusion on chest X-ray 
C Respiratory rate of 18 breaths per minute 
D Serum urea of 9.5 mmol/L 
E White cell count of 18.0  109/L 

 
 
 
 
 
 

Answer D 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 

 
A 45-year-old woman was admitted with breathlessness and malaise. She had a 5-year history of rheumatoid arthritis and was taking a non-steroidal anti- 
inflammatory drug. She had a 20 pack-year smoking history. Over the next 10 days she had a persistent pyrexia, which was unresponsive to broad-spectrum 
antibiotics 

 
On examination, there were rheumatoid changes in her hands and coarse inspiratory crackles over both lung fields. 

 
Investigations 10 days after admission: 

 
 

Haemoglobin 92 g/L (115‐165) 
White cell count 12.8 109/L (4.0‐11.0) 
Platelet count 472  109/L (150‐400) 
Erythrocyte sedimentation rate 83 mm/1st h (<20) 
Serum albumin 33 g/L /37‐49) 
Arterial blood gases, breathing 
air: 
PO22 8.8 kPa (11.3‐12.6) 
PCO2 4.5 kPa (4.7‐6.0) 
pH 7.40 (7.35‐7.45) 
H+ 40 nmol/L (35‐45) 
Bicarbonate 22 mmol/L (21‐29) 
Chest X‐ray Right mid zone and left lower zone consolidation 

  (unchanged since admission)   
 

What is the most likely diagnosis? 
 

A. Aspiration pneumonia 
B. Cryptogenic organising pneumonia 
C. Pulmonary tuberculosis 
D. Rheumatoid lung 
E. Thromboembolic disease 

 
 
 

Answer B 
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Study Resources 

(1) SEPSIS Management 
Selected Links to international guidelines. These links can be used as reference resources for pre-course preparation or post course follow-up. 

 
1 Sepsis management: NHS map of medicine. Available at : http://eng.mapofmedicine.com/evidence/map/sepsis2.html (Accessed 11 May 2011) 

 

2. Surviving sepsis campaign: international guidelines for management of severe sepsis and septic shock: 2008. 2004 (revised 2008 Jan). NGC:006316 Society of 
Critical Care Medicine - Professional Association. Available at: http://www.guideline.gov/content.aspx?id=12231&search=sepsis (Accessed 11th May 2011) 

3. Sepsis syndrome in urology (urosepsis). In: Guidelines on urological infections. 2008 Mar (revised 2009 Mar). NGC:007317 
European Association of Urology - Medical Specialty Society Available at: http://www.guideline.gov/content.aspx?id=14809&search=sepsis (Accessed 11th May 2011) 

 
 

(2) General pre-course readings & resources on NTS (Human factors) 
It is recommended that all participants acquire some knowledge regarding Human factors in effective medical teams prior to attending the training session. 
The following links are useful resources 

 
1. ANTS Handbook: available at http://www.abdn.ac.uk/iprc/documents/ants/ants_handbook_v1.0_electronic_access_version.pdf (Accessed 11th May 2011) 

Designed for anaesthesia this handbook provides a clear guide to the use of non technical skills (NTS) for wider use in medical teams. 
 

2. Martin Bromley ‘Just a Routine Operation’ (video) Available from “Human factor” videos at : 
http://www.institute.nhs.uk/safer_care/general/human_factors_films.html 
This video re-contruction of a documented serious incident (SI) gives a vivid example of how non technical skills are fundamental to understand medical error 

 
3. Klampher, B, Flin, R, Helmreich, RL et al (2001) Enhancing performance in High Risk Environments: Recommendations for Using behavioural markers. Zurich: 

group Interaction in High Risk Environments. Swissair Training Group. Available at: 
http://homepage.psy.utexas.edu/homepage/group/helmreichlab/publications/pubfiles/pub262.pdf (Accessed May 11th 2011) 
Training in NTS has a long history in high reliability organizations. From aviation to nuclear power.. This document gives an insight into how NTS plays a part in 
reducing risks and improving safety. 

 
4. Patient Safety First campaign. NHS Institute for Innovation and Improvement: Implementing Human Factors In Healthcare. Available at: 

http://www.institute.nhs.uk/images//documents/SaferCare/Human-Factors-How-to-Guide-v1.2.pdf 
This report looks at non technical skills (human factors) in terms of training needs in the NHS 

 
 

9 
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Learning Outcomes 

 
Clinical: 
 
Management of the Acutely ill; 

 Recognises and promptly assesses the acutely ill patient performing 
a systematic ABCDE approach (<3 min) 

 Identifies and responds to acutely abnormal physiology interpreting 
observations correctly (gives o2 & fluids) 

 Conducts history and examination and gathers information from 
available resources (notes, team members, investigations,) 

 Arranges and interprets investigations to aid diagnosis (ABG,WCC, 
blood cultures, ECG, imaging) 

 Reassesses regularly using structured approach and acts on findings 
 Establishes differential diagnosis with team members and recognises 

severe sepsis according to guidelines. 
 Demonstrates ability to manage time & prioritise tasks 
 Initiates further treatment and considers escalation of 

monitoring/care 
 Team leader requests further help where appropriate and gives clear 

structured handover 
 
 
 

 
Teamwork: 
 
a. Leadership and Decision making; 

 Leader makes sure all team members introduce themselves & 
explain roles/ skill sets 

 Team leader gives clear and appropriate delegation ensuring no 
overloading & prioritising tasks 

 Explains core events and makes sure all team members understand 
the situation, explains options and invites input 

 Monitors team, gives support and encourages team members with 
feedback on performance 

 
b. Situational Awareness; 

 Team leader identifies problems and audibly shares 
plans/differential diagnosis 

 Team members actively contribute to shared understanding of 
situation (e.g verbalising behaviours, close loop communication) 

 Team members stand back and reassess patient audibly sharing 
outcome 

 Team keeps accurate written record for continuity of care 
 
 
 

SSSIIIMMMUUULLLAAATTTIIIOOONNN   DDDEEEVVVEEELLLOOOPPPMMMEEENNNTTT   FFFOOORRRMMM   

Faculty Name CMT 2 Simulation Course Faculty CMT 2 Simulation 
Course/Curriculum CMT 2 Target Audience CMT 2 

Scenario Name Sepsis Audience Size 5 
Patient Name TBA Simulator Adult HPS 
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Debriefing Points 
Management of the Acutely ill; 

 Candidates sent pre‐reading: published sepsis guidelines 
 Adherence to protocol checklist, (To be developed) 
 Observer check list on clinical management 
 Faculty and peer feedback of observations during scenario 
 MCQ on Sepsis, (taken from previous MRCP – to be developed) 
 Reinforcement of need for personal portfolio reflective entry on 

personal performance 
 Mini‐CEX, (To be developed) 

 
Teamwork: 
 
a. Leadership and Decision making; 

 Mini presentation illustrating specific NTS from pre‐course 
reading and related to own clinical experience, (???) 

 Case notes reviewed in debrief & compare to observer notes 
 

b. Situational Awareness; 
 Observation Tool 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SSSIIIMMMUUULLLAAATTTIIIOOONNN   &&&   PPPAAATTTIIIEEENNNTTT   DDDEEETTTAAAIIILLLSSS   
 

 

Patient 
Name Ivan Black 
Age 82 years 
DOB 12 July 
Hosp No G1234987 

Synopsis 
 
Ivan Black is a frail 82 year old man, who has been found, after an unknown 
period of time, on the floor by his home help. He is semi-conscious and 
peripherally shut down. He is due to be transferred to the Acute Medical Unit 
to avoid a 4 hour breach, but has not yet been seen by the medical team and 
bloods taken by the A&E team have not yet been reviewed. 

Medical History (Include Risk Factors) 
 
Hypertension 
Atrial Fibrillation 
Underlying LVF 

Medications 
 
 Aspirin 75mg OD 
 Bisoprolol 5mg OD 
 Perindopril 8mg OD 

Social History Allergies 
 
Lives in bungalow, widowed. 
Dog being cared for by daughter 

 
**PENICILLIN** 
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Setup 
 Required Comments 
NIBP  

     

 
ECG  

     

 
SpO2  

     

 
Arterial  

     

 
CVP  

     

 
EtCO2  

     

 
LIDCO  

     

 
Peripheral Line  

     

 
Oxygen  

     

 

     

  

     

 

Investigations 
Hb 10.3 Na 146 Trop 

     

 
WCC 18 K+ 4.9 

     

 

     

 

Platelets 145 Urea 18 

     

 

     

 

Glucose 3.0 Creat 200 

     

 

     

 

X Ray Normal 
ECG Atrial Fibrilation 110/min 
Urinalysis ++Leuco ++Nitrites +RBC +Protein 

Scenario Progression 
Airway not compromised initially. 
Respiratory rate 24 with sats 94%. 
Heart rate is 110 and irregular with BP 80/50. Capillary Refill if performed 
will be 4s and he is cool and pale. He is catheterized. 
Patient is only responding to voice (AVPU). 
The patient is frail, but there are no other observable indicators of ill 
health. 
 
Fairly shallow resps improve as resuscitation progresses but deteriorates if 
not given 02 or fluids. If insufficient fluid is given (less than 1000ml) he will 
become more hypotensive and tachycardic. Patient becomes unconscious 
during the scenario despite fluid resuscitation. Mid scenario Patient 
develops pulmonary oedema due to fluid overload, positioning 
patient helps but requires consideration of invasive Cardiac output 
monitoring and fluid offload. He will have increased confusion and 
decreased conscious level as the scenario progresses. There is no 
evidence that the patient has received any medications to cause 
deteriorating consciousness 

Simulator & Room Setup 
Elderly male Manikin on trolley with urinary catheter in situ. 
Blank medical notes, Prescription chart with patient’s usual meds written 
up, LAS sheet, A&E card with written assessment stating “Confusion query 
cause, patient catheterized, blood taken” 
Cardiac arrest trolley, ALS guidelines on wall, BNF, blank fluid balance 
chart 
Medic alert bracelet stating “PENICILLIN ALLERGY” 
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RADIOMETER   ABL   SYSTEM 625 
ABL SYSTEM 625 -PATIENT REPORT  2011 /12    Sample  # 6541 
IDENTIFICATIONS CMT 
Operator ID: SC Ivan Black 
Patient ID: G1234987 
Patient temp. 

     

0c 
FI02 Air 
Sample type Arterial 
BLOOD GAS VALUES ACID BASE STATUS 
pH 7.34 HCO3C 17.2 Mmol/L 
pCO2 4.27 kPa SBC C *** Mmol/L 
P02 9.21 kPa ABE C *** Mmol/L 
 SBE C -6.6 Mmol/L 
TEMPERATURE CORRECTED VALUES 
Ph      (37.00)c 7.34   
pCO2  (37.00)c 4.27 kPa CALCULATED VALUES 
P02       (37.00)c 9.21 kPa Hct *** % 
BLOOD OXIMETRY VALUES ELECTROLYTE VALUES 
tHb *** G/dl K+ 4.7 Mmol/L 
O2Hb *** % Na+ 146 Mmol/L 
s O2 98 % Ca++ *** Mmol/L 
COHb *** % Cl- *** Mmol/L 
MetHb 10.1 %    
RHb *** % METABOLITE VALUES 
 Glu 3.2 Mmol/L 
 Lac 2.6 Mmol/L 

RADIOMETER   ABL   SYSTEM 625 
ABL SYSTEM 625 -PATIENT REPORT  2011/12    Sample  # 6541 
IDENTIFICATIONS CMT 
Operator ID: SC Ivan Black 
Patient ID: G1234987 
Patient temp. 

     

0c 
FI02 Air 
Sample type Arterial 
BLOOD GAS VALUES ACID BASE STATUS 
pH 7.15 HCO3C 

     

 Mmol/L 
pCO2 4.5 kPa SBC C 

     

 Mmol/L 
P02 8.1 kPa ABE C 

     

 Mmol/L 
 SBE C -5.4 Mmol/L 
TEMPERATURE CORRECTED VALUES 
Ph      (37.00)c 7.15   
pCO2  
(37.00)c 

4.5 kPa CALCULATED VALUES 
P02       (37.00)c 8.1 kPa Hct 

     

 % 
BLOOD OXIMETRY VALUES ELECTROLYTE VALUES 
tHb 

     

 G/dl K+ 

     

 Mmol/L 
O2Hb 

     

 % Na+ 

     

 Mmol/L 
s O2 

     

 % Ca++ 

     

 Mmol/L 
COHb 

     

 % Cl- 

     

 Mmol/L 
MetHb 

     

 %    
RHb 

     

 % METABOLITE VALUES 
 Glu 

     

 Mmol/L 
 Lac 4.5 Mmol/L 
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FFFAAACCCUUULLLTTTYYY   RRROOOLLLEEESSS   &&&   CCCAAANNNDDDIIIDDDAAATTTEEE   BBBRRRIIIEEEFFFIIINNNGGG   
 

 

 

 
 
 
 
 

Anaesthetic / ITU Registrar Role (Phone Advice) 
 
If there is no ABG, CXR, bloods, awareness of current observations or 
evidence of clinical examination then you should advise them to do all 
these things and then ring you back. You may discuss: 
• Airway management / protection if indicated and use of Oxygen 
• Aggressive fluid management titrated to BP 
• Severe sepsis / septic shock (e.g. possible Gram –ve sepsis) 
• An appropriate area to which patient can be moved (i.e. Level 2 care) 
 
You can offer to either come down or review the patient or accept them for 
HDU admission without review (but neither will occur during the scenario). 

 
 

 
 
 
 
 

Candidate Information 
 
You are the medical registrar on call who has gone to A+E majors to see 
an 82 year-old male referred by them as a ‘collapse query cause’ several 
hours previously. He is about to be moved from the A&E department as he 
is approaching the 4-hour breach target. 
 

 Outline objectives for the scenario 
 Seek learner defined objectives for personalised feedback 

Faculty Nurse Information / Role 
 
You are an inexperienced nurse who is new to the unit, and keen to get 
the patient moved as per the charge nurse / bed manager’s instructions. 
You have done some basic observations but have had no direction as to 
what the management plan will be. You brief the registrar on arrival about 
what the has done- i.e. bloods sent, venous gas, A&E card with initial 
observations completed, drug chart filled in by A+E doctor with usual 
meds, patient catheterized 

Medical Registrar Role 

     

 



CCCLLLIIINNNIIICCCAAALLL   CCCOOOUUURRRSSSEEE   FFFOOORRR   SSSCCCEEENNNAAARRRIIIOOO
 

State 1. 
Name: Scenario Start (Baseline) 

 State 2. 
Name: Mid Scenario – No Treatment 

 State 3. 
Name: Mid Scen – Pulmonary Oedema 
With Treatment 

Patient Status: (Include vitals, ABG, etc) 
 
A: Intact; 
B: RR 24, Sa02 94% 
C: HR110 irreg, BP 80 /50, cold and shutdown 
D: confused, BSL 3mmol  
E: Temp 35* 
 

 Patient Status: (Include vitals, ABG, etc) 
 
A: at risk; 
B: RR 38, Sa02 89% 
C: HR 130 irreg, BP 80/40, cold 
D: Responds to pain, BSL 2mmol 
E: hypothermic 
 

 Patient Status: (Include vitals, ABG, etc) 
 
A: at risk; 
B: RR 38-40, Sa02 85%, Coarse Crackles 
C: HR 130 irreg, BP 80/40, cold 
D: Responds to pain, 
E: hypothermic 
 

     
State 4. 

Name: End of Scenario – With Treatment 
 State 5. 

Name:

     

 
 State 6. 

Name:

     

 
Patient Status: (Include vitals, ABG, etc) 
 
A: protected; 
B: RR 24, Sa02 97%. 
C: HR 95 irreg, BP 110/50  
D:, Less confused, BSL 8mmol 
E: oliguric 
 

 Patient Status: (Include vitals, ABG, etc) 

     

 
 

 Patient Status: (Include vitals, ABG, etc) 
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 Recognises and promptly assesses the acutely ill patient performing a systematic ABCDE approach 
(<3 min) 
Trigger: Pt condition deteriorating. Nurse ask: ‘Do 
you want any monitoring on?’ 
 
Identifies and responds to acutely abnormal 
physiology interpreting observations correctly 
(gives o2 & fluids) 
Trigger: Obs Decline, Nurse to point this out. 
 
Conducts history and examination and gathers 
information from available resources (notes, team 
members, investigations) 
Trigger: Nurse; ‘Can you just check in the notes and 
see if a drug chart has been completed’, ‘What did his 
chest sound like?’ 
 

  

0 - 5 Minutes 

0 - 5 Minutes 

6 - 12 Minutes 13 - 20 Minutes 

13 - 20 Minutes 

Arranges and interprets investigations to aid 
diagnosis (ABG, WCC, blood cultures, ECG, imaging) 
Trigger: Nurse gives blood request form to Dr to fill 
in. 
  Nurse states Bloods were taken earlier, 
have you checked the results? 
  Nurse announces when ABG results back 
 
Demonstrates ability to manage time & prioritise 
tasks 

Reassesses regularly using structured approach and 
acts on findings 
Trigger: Abnormal physiology if fluid challenge 
inadequate 
Nurse can prompt by asking: ‘Dr where are we at 
with his treatment?’ 
 
Establishes differential diagnosis with team 
members and recognises severe sepsis according to 
guidelines. 
Trigger: Nurse asks: ‘what do you think could 
wrong?’ 
 
Initiates further treatment and consider escalation of 
monitoring/care 
Trigger: Nurse: ‘Have you referred him to anyone?’ 
 
Team leader requests further help where 
appropriate and gives clear structured handover 
Trigger: Person taking handover asks trainee to 
stop and start again using SBAR 

MANAGEMENT OF THE 

ACUTELY ILL 

Team leader identifies problems and audibly shares 
plans / differential diagnosis 
 
Explains core events and makes sure all team 
members understand the situation, explains options 
and invites input. 
Trigger: Nurse sates they are unsure of what is 
going on. 
 
Verbal statements & requests are acknowledged 
indicating one has heard or understood information 
Trigger: Nurse: ‘Sorry Dr, who are you talking to?’ 

Team members actively contribute to shared 
understanding of situation (e.g. verbalising 
behaviours, close loop communication) 
 
Team members stand back and reassess patient 
audibly sharing outcome 
Trigger: Nurse asks ‘What are you thinking’ 
 
Explain core events and make them understandable 
to the whole team 
Trigger: Patient asks; ‘Sorry Doc what does that 
mean?’ 
 
Team keeps accurate written record for continuity of 
care 
Trigger: Handover 

CMT Sepsis 
Scenario 
Learning 
Outcome 
Triggers 

Leader makes sure all team members introduce 
themselves & explain roles/ skill sets 
Trigger: Nurse: ‘ Sorry what’s your name Dr?’ 
 
Team members use all available resources to 
gather and share information. 
Trigger: Nurse: ‘Did you want to look at the blood 
results?’ 

6 - 12 Minutes 

SITUATIONAL AWARENESS 



 
Formative Assessment Tools 

 
Sepsis Scenario 

Learning Outcomes  Assessment Tool  To be used by 

Clinical  management     
1. Demonstrate effective management of 
acutely ill patient with sepsis 

Clinical management observer 

sheet (p14) 

 

• Faculty members during observation and debrief 

• CMT trainees during observation and debrief (trainees will 
actively contribute to feedback during debrief) 

  Clinical management peer 

summary  (adapted from PACE) 

(p15) 

• CMT trainee(s) for 5 min clinical management roundup at end of 

debrief *Faculty should ‘calibrate’ responses to PACE document beforehand to 
correct inaccuracies in CMT summary. 

  MRCP‐ knowledge/reasoning 

quiz  (see p 18‐21) 

 

 

• Observers do one or two MCQs as a 5 minute primer activity 

around topic of sepsis before start of scenario while clinic team 

prepares to start. Answers can be given at end of debrief for self 

correction 

NTS –Situational awareness     

2. To gather & exchange information to 
maintain among team members 
constant under‐standing of the 
situation. 

Situational awareness observer 

sheets A and B (see p16‐17) 

• Two CMT  trainees during observation and debrief  

 

• Faculty observer to give feedback in debrief 

3. Demonstrate broad general 
knowledge of  human factors and 
relevance to medicine 

Discussion and or individual 3‐4 

slide Powerpoint description of 

NTS factors in experience from 

own clinical practice 

• CMT trainees and faculty in debrief discussions. 

• A special ‘human factor’ slot could be inserted for CMT trainees to 

do mini presentations in small groups to peers/facuty by relating  

pre‐course readings (see page 10) to personal clinical experiences. 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Clinical Management OBSERVER SHEET            
  
Instructions: You will be asked to contribute feedback to your peers on their clinical management during the scenario. Check the clinical management steps 
in the table against what you actually observe. To help you structure your feedback write comments on omissions or examples which exemplify best 
practice. 
 
 
 
Management of the acutely ill  Time  Comments or example  
Recognises and promptly assesses the acutely ill patient performing a 
systematic ABCDE approach (<3 min) 

   
 
 

Identifies and responds to acutely abnormal physiology interpreting 
observations correctly (gives O2 & fluids) 

   
 
 

Conducts history and examination and gathers information from available 
resources (notes, team members, investigations,) 

   
 
 

Arranges and interprets investigations to aid diagnosis (ABG,WCC, blood 
cultures, ECG, imaging) 

   
 
 

Reassesses regularly using structured approach and acts on findings     
 
 

Establishes differential diagnosis with team members and recognises 
severe sepsis according to guidelines. 

   
 
 

Demonstrates ability to mx time & prioritise tasks     
 
 
 

Initiates further treatment and considers escalation of monitoring/care     
 
 
 

Team leader requests further help where appropriate and gives clear 
structured handover 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Clinical Management – PEER SUMMARY PRESENTATION 
(Max 5 Min) 
(adapted from PACE) 
 
 
Instructions: (for 1 or 2 observers). After observing the scenario and participating in the debrief you will be asked to give a short summary of the case 
following the format in the table (max 5 mins) 
 
 
 
Clinical Skills  Criteria  

 
Information 
gathering 

What key elements of the history must be covered? 
 
 
 
 

Physical examination  What key components of physical examination should be undertaken?  
 
 

Differential diagnosis 
 
 

What diagnoses should be considered? 
 
 
 
 

Clinical Judgement  What key steps in management should be considered? 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TEAMWORK OBSERVER SHEET (designed for 2 observers, A & B)        A 
 
NTS CATEGORY: SITUATIONAL AWARENESS  
FOCUS: Gathering information and communicating in team            
 
Instruction: Use the team behaviour descriptors to examine how all team members contribute to situational awareness by gathering & exchanging 
information. Tick the columns for observed (2) partly observed (1) or unobserved (0) team behaviour during the scenario.   
 
Team behaviour  0  1  2   Comments 
All members introduce themselves to team and clarify roles 
 

       

Team members use all available resources to gather and share 
information (patient, case notes, team members) 
 

       

Communication is aimed at team members (e.g. using names or 
eye contact) 
 

       

Verbal statements & requests are acknowledged indicating one 
has heard or understood the information 
 

       

Team members give verbal confirmation of fulfilled actions 
 

       

Team members call out critical information during emergent 
events and contribute to shared understanding of situation 
 

       

Ask quickly for help when needed 
 

       

Team members use structured SBAR format for briefing new 
members and in handover or escalation 
 

       

 
 
Key: 0= Not observed  1= Partially observed   2= Observed 
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TEAMWORK OBSERVER SHEET (designed for 2 observers, A & B)        B 
 
NTS CATEGORY: SITUATIONAL AWARENESS             
FOCUS: Contributing to shared understanding 
 
Instruction: Use the team behaviour descriptors to examine how all team members contribute to the maintenance of a shared understanding in the scenario.  
Tick  the columns for observed (2) partly observed (1) or unobserved (0) team behaviour during the scenario 
 
 
Team members’ behaviour  0  1  2   Comments 
Report findings to team in a clear and positive way 
 

       

Verbalise interpretation of situation and clinical reasoning in a 
timely fashion 
 

       

Acknowledge and involve others frequently 
 

       

Relay information on monitoring to whole team 
 

       

Explain core events and make them understandable to the 
whole team 
 

       

Request and actively participate in reassessment with whole 
team  
 

       

Monitor environment and other team member performance 
(e.g. give feedback, support, correct behaviours) 

       

Challenge decisions constructively and ask questions if anything 
unclear 

       

 
 
Scoring Key: 0= Not observed  1= Partly observed  2= Observed 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 
 
 
1. A 60-year-old woman was admitted with a 2-day history of dysuria, loin pain and rigors. On admission, she was unwell and confused. She was also febrile 
and tachycardic. She was transferred to the medical high-dependency unit for invasive monitoring 
 
Which set of haemodynamic values is most likely to be present? 
 
 
  mean 

arterial 
pressure 
(mmHg) 

mean 
right atrial 
pressure 
(mmHg) 

mean 
pulmonary 
arterial 
pressure 
(mmHg) 

mean 
pulmonary 
arterial 
wedge 
pressure 
(mmHg) 

Mean 
cardiac 
output 
(L/min) 

Normal  85  3  15  9  5.0 
A  80  8  22  20  3.0 
B  110  18  20  11  4.0 
C  85  6  16  8  2.5 
D  66  20  22  20  2.0 
E  60  2  15  8  4.5 
 
 
 
 
 
 
 
 
 
Answer Key. E 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 
 
2. A 63-year-old man presented with a 4-week history of fever, severe night sweats, anorexia and muscle pain. His family doctor had recorded persistent 
microscopic haematuria, but urine culture had been negative on three occasions. 
 
On examination, his temperature was 39.2°C, his pulse wa 105 beats per minute and his blood pressure was 140/75 mmHg. No cardiac murmurs were 
audible. 
 
Investigations: 
 
Haemoglobin  87 g/L (130‐180) 
White cell count  23.5  109/L (4.0‐11.0) 
Neutrophil count  21.9 109/L (1.5‐7.0) 
Platelet count  523 109/L (150‐400) 
Serum creatine  135 µmol/L (60‐110) 
Serum C‐reactive protein  235 mg/L (<10) 
Blood cultures 3  negative 
Urine microscopy  red cells 2+, no white cells 

Granular casts present 
Ultrasound scan of abdomen  normal 
Transthoracic 
echocardiogram 

No abnormality seen 

                                                 
What further investigation is most likely to be of help in establishing the diagnosis?. 
 
 
A anti-neutrophil cytoplasmic antibodies   B. CT scan of abdomen    C. Mycobacterial culture of early morning urine  
D Radiolabelled white cell scan   E. Transoesophageal echocardiology 
 
 
 
ANSWER Key: A 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 
 
A 23-year-old was admitted to hospital ith a 3-day history of fever and breathlessness. On examination, his temperature was 38.9°C, his pulse was 110 beats 
per minute, his blood pressure was 105/70 mmHg and his respiratory rate was 18 breaths per minute. 
 
Investigations: 
 
Haemoglobin  105 g/L (130‐180) 
White cell count  18.5  109/L (4.0‐11.0) 
Serum sodium  128 mmol/L (137‐144) 
Serum urea  9.5 mmol/L (2.5‐/7.0) 
Chest X‐ray  Consolidation of the left lower lobe 

with a pleural effusion on the same 
side 

 
 
What finding is most indicative of severe pneumonia? 
 
A  Blood pressure of 105/70 mmHg 
B  Pleural effusion on chest X-ray 
C Respiratory rate of 18 breaths per minute 
D  Serum urea of 9.5 mmol/L 
E  White cell count of 18.0   109/L 
 
 
 
 
 
 
Answer D 
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MRCP KNOWLEDGE ASSESSMENT - SEPSIS 
SHORT SELF-CORRECTION Ex (5 MIN) 
 
A 45-year-old woman was admitted with breathlessness and malaise. She had a 5-year history of rheumatoid arthritis and was taking a non-steroidal anti-
inflammatory drug. She had a 20 pack-year smoking history. Over the next 10 days she had a persistent pyrexia, which was unresponsive to broad-spectrum 
antibiotics 
 
On examination, there were rheumatoid changes in her hands and coarse inspiratory crackles over both lung fields. 
 
Investigations 10 days after admission: 
 
Haemoglobin  92 g/L (115‐165) 
White cell count  12.8    109/L (4.0‐11.0) 
Platelet count  472   109/L (150‐400) 
Erythrocyte sedimentation rate  83 mm/1st h (<20) 
Serum albumin  33 g/L  /37‐49) 
Arterial blood gases, breathing 
air: 

 

PO22  8.8 kPa (11.3‐12.6) 
PCO2  4.5 kPa (4.7‐6.0) 
pH  7.40 (7.35‐7.45) 
H+  40 nmol/L (35‐45) 
Bicarbonate  22 mmol/L (21‐29) 
Chest X‐ray  Right mid zone and left lower zone consolidation 

(unchanged since admission) 
 
What is the most likely diagnosis? 
 

A. Aspiration pneumonia 
B. Cryptogenic organising pneumonia 
C. Pulmonary tuberculosis 
D. Rheumatoid lung 
E. Thromboembolic disease 

 
 
 
Answer B 
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Study Resources 
 
(1) SEPSIS Management  
Selected Links to international guidelines. These links can be used as reference resources for  pre-course preparation or post course  follow-up. 
 
1 Sepsis management: NHS map of medicine. Available at : http://eng.mapofmedicine.com/evidence/map/sepsis2.html (Accessed 11 May 2011) 
 
2. Surviving sepsis campaign: international guidelines for management of severe sepsis and septic shock: 2008. 2004 (revised 2008 Jan). NGC:006316 Society of 
Critical Care Medicine - Professional Association. Available at: http://www.guideline.gov/content.aspx?id=12231&search=sepsis (Accessed 11th May 2011) 
 
3. Sepsis syndrome in urology (urosepsis). In: Guidelines on urological infections. 2008 Mar (revised 2009 Mar). NGC:007317 
European Association of Urology - Medical Specialty Society Available at: http://www.guideline.gov/content.aspx?id=14809&search=sepsis (Accessed 11th May 2011) 
 
 

(2) General pre-course readings & resources on NTS (Human factors) 
It is recommended that all participants acquire some knowledge regarding Human factors in effective medical teams prior to attending the training session. 
The following links are useful resources  
 

1. ANTS Handbook: available at http://www.abdn.ac.uk/iprc/documents/ants/ants_handbook_v1.0_electronic_access_version.pdf  (Accessed 11th May 2011) 
Designed for anaesthesia this handbook provides a clear guide to the use of non technical skills (NTS) for wider use in medical teams. 

 
2. Martin Bromley ‘Just a Routine Operation’ (video) Available from “Human factor” videos at : 

http://www.institute.nhs.uk/safer_care/general/human_factors_films.html  
This video re-contruction of a documented serious incident (SI) gives a vivid example of how non technical skills are fundamental to understand medical error 

 
3. Klampher, B, Flin, R, Helmreich, RL et al (2001) Enhancing performance in High Risk Environments: Recommendations for Using behavioural markers. Zurich: 

group Interaction in High Risk Environments. Swissair Training Group. Available at: 
http://homepage.psy.utexas.edu/homepage/group/helmreichlab/publications/pubfiles/pub262.pdf (Accessed May 11th 2011) 
Training in NTS has a long history in high reliability organizations. From aviation to nuclear power.. This document gives an insight into how NTS plays a part in 
reducing risks and improving safety. 

 
4.  Patient Safety First campaign. NHS Institute for Innovation and Improvement: Implementing Human Factors In Healthcare. Available at: 

http://www.institute.nhs.uk/images//documents/SaferCare/Human-Factors-How-to-Guide-v1.2.pdf 
This report looks at non technical skills (human factors) in terms of training needs in the NHS 

                                                 
9  
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Train the Trainer 
 

 Constructive alignment (Folder example) 
 
 
 
 

INTESTINAL OBSTRUCTION SCENARIO OBJECTIVES  
 
 

 Safe prescribing & Infection control 
 
 
 

Objectives Scripted ‘trigger’ Event 
 

Learning Outcome 
(Expected standard) 

1. To take an accurate drug history,  If asked patients states he is taking “a painkiller for my stomach 
ache- I can’t remember what it’s called” …on prompting futher  ? 
Anadin (contains aspirin) 

1.Checks notes and asks patient about prescription drugs and self medications, 
allergies and other adverse reactions  
1b.  Checks BNF if necessary. (or asks nurse) 

2. To demonstrate best practices for 
infection control 

Alternatively (Doctor,? Is it OK to ask something?....’Have you 
washed your hands?’) 

2a. Demonstrates correct techniques for hand hygiene 
 
2b. Challenges others who are not observing best practice in infection control 

3. To demonstrate safe prescription 
and administration of drugs. 

Trainee nurse: Is it any different Doctor if we do it intramuscular?  
 
Nurse prepares expired morphine …. (Nurse says: (showing drawn 
up drug to Doctor: ‘Doctor here is 1mg morphine’ 

 3a. Chooses appropriate analgesia (morphine) and ensure safe route/dose of 
delivery. 
 
3b Ensures safe use of regulated medicine by cross checking with team 
3c. Monitors therapeutic effects and adjusts treatments and dosages appropriately 

 
 
 
 
 
 
 
 



Intestinal Perforation SCENARIO :  
 
 
 

OBJECTIVES ON TEAMWORK   
 
 

Leadership and Decision Making 
 

 
Objectives Scripted ‘trigger’ Event 

 
Learning Outcome 
(Expected standard) 

1. To clarify team members ,roles 
and leadership 
 

Patient. Good morning Dr. Bruce Willis. Come to check 
up on me ,have you? 

  1. Team members all introduce themselves to each other and patient specifying roles.  
  

2. To use resources & distribute 
tasks effectively  

Senior Nurse: If overloaded ‘I can’t do everything at once  
(if no prioritisation) What should I do first? 
 
 

Team leader prioritises tasks effectively and avoids overloading other team members 
(e.g. checks with team that members are coping with instructions) 

3.Team members acknowledge 
requests and confirm completion of 
tasks 

Nurse: Instructs trainee  on ‘close loop’ communication 2a. Leader(s) provides clear and appropriate delegation and follows up to make sure things 
are done. ‘Tell me please when you’ve done that’ 
 
2b. Advocates acknowledgement and confirmation of instructions amongst team members 
(Have you got that?  Tell me when that’s done please 

4.To reassess patient status 
iteratively with team members 

Nurse : If Dr does not reassess, nurse says: 
Where are we up to Dr ? 

5a.Team leader signals reassessment (e.g. Let’s reassess a moment’ 
 
5b. Members stand back and reassess audibly sharing information on problem and progress. 
  
5cTeam leader makes explicit the status of the patient and the decisions made to get to the 
current situation 

5.To promote a supportive climate 
for team  

Nurse How are you going Dr? 
 

6a.Leader provides encouragement & support to team members (e.g. Thanks you’re doing 
really well’) 
 
6b.Leader makes sure everyone is comfortable with what they are doing. (e.g. Are you happy 
to do that?’) 

 
 
 
 
 
 



FEEDBACK ON  INTESTINAL PERFORATION 
 

INFECTION CONTROL & SAFE DRUG ADMINISTRATION TIME COMMENTS 
Checks notes and asks patient about prescription drugs and self medications, 
allergies and other adverse reactions (Perforation scenario)) 

  

Demonstrates correct techniques for hand hygiene   
 

Challenges others who are not observing best practice in infection control   

Prescribes appropriate drugs (morphine/heparin/thrombolysis) and ensures 
safe route/dose of delivery. 

  

Performs dosage calculations accurately and verifies that the dose calculated is 
of the right order 

  

Monitors therapeutic effects and adjusts treatments and dosages appropriately   

 
LEADERSHIP DECISION MAKING & AND TEAMWORK 
(FOUNDATION 5.0) 

TIME COMMENTS 

Team members introduce themselves and clarify roles   

Leader provides clear and appropriate delegation and follows up to make sure 
things are done 

  

Tasks are prioritised and distributed among team members to avoid overload.   

Team members acknowledge requests and confirm completion of tasks   

Team members stand back and reassess audibly sharing information on 
problem and progress. Team leader makes explicit the status of the patient and 
the decisions made to get to the current situation 

  

Team leader provides support to team members and makes sure everyone is 
comfortable with what they are doing. 

  

 
MANAGEMENT OF THE ACUTELY ILL: - Perforation (F - 7.0) TIME COMMENTS 
Promptly performs systematic ABCDE  & establishes monitoring.    

Identifies and responds to abnormal physiology, administers oxygen and fluid 
challenges 

  

Evaluates the patient in pain and prescribes and administers appropriate 
analgesia safely (morphine) an reevaluates efficacy 

  
 
 

Assesses and reorders investigations and acts upon results to prevent 
deterioration 

  

Recognises progressive deterioration & escalates therapy (e.g. more fluid 
challenge, call for help)  

  

Team leader calls for senior help appropriately, provides structured SBAR 
handover communicating gravity of situation (assertiveness) 

  

 
 

 



  
 

Foundation Doctor Scenario - HHS 
 
 
               
 
Brenda Blackshaw is a 64 year old morbidly obese female with a history of 
type II diabetes.  Having been unwell at home for the past 3 days, her 
husband has brought her into A&E, dropped her off and gone home to collect 
her wash bag and medicines. However, when she is admitted she is semi 
conscious/confused and is a poor historian. If asked for information she will 
re-iterate ‘I don’t know dear, ask my husband’. 
 
She is currently on the Medical admissions unit (MAU) as she ‘breached’ the 
4h wait in the very busy A&E. The casualty chart demonstrates a limited 
clerking and records that the patient has received 1000ml of normal saline. 
Bloods and chest x-ray have been done and will be on the computer. Brenda 
does have a cannula in situ. 
 
The nurse on MAU has just received this patient from A&E and has not done 
anything yet (not monitored). MAU is very busy this morning and there are 
three other ‘sick’ patients to be admitted which means that the nurse cannot 
devote all her time to this patient. 
 
The doctor attending today is an FY2 on their first week in medicine. The 
Medical Registrar is busy putting a central line in a difficult patient and will not 
reasonably be able to attend Mrs Blackshaw in the next 30 minutes. Equally, 
the med reg is feeling very pressured and would appreciate it if the FY2 has 
gathered basic information and commenced basic treatment in time for his 
arrival. If it is perceived that the FY2 has done everything reasonable of them 
the medical registrar might suggest that they ring the HDU/ITU team for 
assistance. 
 
The clinical course for this scenario is: 
Airway Not compromised initially but if candidates fail to fluid 

resuscitate, her conscious level falls and airway is 
compromised with aspiration of stomach contents 

Breathing Initial resp rate 34 with sats 92%, deteriorating if not given 02 
or fluids. Able to just complete full sentences intitially 
deteriorating to unconsciousness if not treated 

Circulation Heart rate is 125 with BP 99/64. Capillary Refill if performed will 
be 4s and she is cool and clammy. If insufficient fluid is given 
(less than 1000ml) she will become more hypotensive and 
tachycardic. If not fluid resuscitated she will go into PEA with a 
sinus tachy of 162 by 20 minutes. She is not catheterized. 

Disability Patient is Alert (on AVPU) but confused. Will become 
unconscious during the scenario if not fluid resuscitated. 
Assessment of bedside blood sugar will read ‘hi’ if tested and 
*** on the abg. Administration of insulin in any form will not 
lower the blood sugar in this scenario.There is no evidence that 
the patient has received any medications to cause deteriorating 

AT START 
A: Intact; 
B: RR 34, Sa02 92% 
C: HR 94, BP 100/60, 
cold and clammy; 
D: Alert/confused, BS 
high; 
E: NAD 

MID SCENARIO 
(WITHOUT 

TREATMENT) 
A: at risk; 
B: RR 38, Sa02 89% 
C: HR 120, BP 80/40, cold 
and clammy; 
D: Responds to 
voice/confused, BS high; 
E: NAD 

END SCENARIO 
(WITHOUT 

TREATMENT) 
A: not protected; 
B: RR 0, Sa02 unrecord. 
C: HR 162, BP 0, cold and 
clammy; 
D: Unconscious, BS high; 
E: NAD 



  
 

consciousness. 
Exposure The patient is obese, cool and clammy but there are no other 

observable indicators of ill health 
Technical Setup Notes 
 
The patient is in a bed on the Medical Admissions Unit (MAU) 
 
Setup in Room: 

• Wig 
• Vagina 
• Brassiere with breasts 
• Cannula In Right Forearm 
• Empty 1000ml bag of Normal Saline with giving set attached to cannula 
• Medical Notes Folder containing: 

o Completed A&E ‘Triage Notes’; 
o Blank Early Warning Scoring Documentation (including fluid chart); 
o Blank Drug Chart; 
o Blank History Sheets 

• Power point presentation on computer screen: Brenda Blackshaw 
     
 
Setup in Sim Lab: 

• Patient Name:    F2 Honk. HPS 
• Scenario Name:    F2 Honk.hs6 
• Arterial Blood Gasses numbered  1 & 2 
• 12 lead ECG numbered  1 & 2 
• Console Notes sheet 
• Candidates Information sheet 
• Nurses Information sheet 
• Faculty Doctor Information sheet 
• Debriefing Notes 
• Timeline Sheets 
• Medication list 

 



  
 

Nurse Notes 
 
You are a good band 5 nurse working on the Medical Admissions Unit (MAU) 
which is very busy today (3 other sick patients from A&E have all been 
transferred to you at the same time). You have not had a formal handover for 
this patient and have not had time to begin the admission process. 
 
The doctor attending will be an FY2 and you have never met him/her before. 
The medical registrar is busy (you saw him leaving the ward to go and put a 
central line in another patient on another ward).  
 
You are tired, this is your 4th Long day and you need to be told what to do 
(and when you are, you do it well). If they want to discuss the patient with you 
– listen. If they ask how you normally make up Insulin for a Sliding Scale tell 
them it’s normally 50iu/50ml Normal Saline and that you do not have a 
protocol for the sliding scale. 
 
You have been told that the patient’s husband has gone home to collect her 
medications and clothes and should be back ‘soon’. 
 



  
 

Faculty Doctor Information 
 
If Medical Registrar is called 
 
The doctor attending today is an FY2 on their first week in medicine. The 
Medical Registrar is busy putting a central line in a difficult patient and will not 
reasonably be able to attend Mrs Blackshaw in the next 30 minutes. Equally, 
the med reg is feeling very pressured and would appreciate it if the FY2 has 
gathered basic information and commenced basic treatment in time for his 
arrival. If it is perceived that the FY2 has done everything reasonable of them 
the medical registrar might suggest that they ring the HDU/ITU team for 
assistance. 
 
 
If Anaesthetics/ITU are called 
 
If the FY2 has not contacted their registrar then they should be advised to do so before 
ringing back. Similarly if there is no: ABG, Chest X-ray, Bloods, awareness of current 
observations or evidence of clinical examination or history taking then you should advise 
the FY2 to do all these things and then ring you back with a diagnosis. 
 
If all this information is present and the FY2 hands it over well you may discuss: 

• Airway management/protection if indicated. Oxygenation and support of 
breathing; 

• Aggressive fluid management (saline/gelo are fine) titrated to BP; 
• Glycaemic control (cautiously) with use of a sliding scale +/- a SC bolus; 
• Electrolyte monitoring and management. 

 
You can offer to either come down and review the patient or accept them for HDU 
admission without review (but neither will occur during the scenario). 
 
If the cardiac arrest team is called (or individual members are fast bleeped) 
 
The response time is 3-5 minutes and would require a physical attendance 3-5 minutes 
after the call is made. Do not bother telephoning back! 



  
 

Candidates Information 
 
You are an FY2 Doctor working for General Medicine. Your registrar has advised you 
that there is a patient to clerk on the Medical Admissions Unit (MAU) who has just been 
transferred from Accident and Emergency. The registrar has not seen the patient yet as 
he/she is busy and mentions that the patients was moved to avoid breaching the ‘4 hour 
limit’.



  
 

Debrief Notes  
 
Briefly, the scenario objectives are: 

• Recognition of shock; 
• ABC assessment and Management; 
• Differential Diagnosis of shock; 
• Recognition of Hyper Osmoloar Non-Ketoacidosis (HONK) and high mortality; 
• Management of HONK (inc. electrolytes and glycaemic control); 
• Recognition of Lactic Acidosis and Differential Diagnosis; 
• Appropriate Monitoring and Review of Management; 
• Appropriate communication; 
• Recognition of medical error (unrecognized hypergylcaemia) 

 
 
 
 



  
 

Appendix 1. ABG’s 
 
 
 

RADIOMETER   ABL   SYSTEM 625 
Brenda Blackshaw Gas 1 

ABL SYSTEM 625   - PATIENT REPORT     2007 
 

Sample  #    6541 
 

IDENTIFICATIONS  
Operator ID:SC  
  
Patient ID: H  
Patient temp. 0c 
FI02 Air 
Sample type Arterial 
  
  
  
  
BLOOD GAS VALUES ACID BASE STATUS 
pH 7.12 HCO3C 10.1 Mmol/L 

pCO2 4.27 kPa SBC C 10.3 Mmol/L 

P02 9.21 kPa ABE C -17.2 Mmol/L 

TEMPERATURE CORRECTED VALUES SBE C -16.8 Mmol/L 

Ph      (37.00)c 7.12   
pCO2  (37.00)c 4.27 kPa CALCULATED VALUES 
P02       (37.00)c 9.21 kPa Hct 51 % 

 
 

 

BLOOD OXIMETRY VALUES ELECTROLYTE VALUES 
tHb 17.2 G/dl K+ 5.8 Mmol/L 

O2Hb 89.2 % Na+ 156 Mmol/L 

s O2 94 % Ca++ 1.13 Mmol/L 

COHb 1.2 % Cl- 115 Mmol/L 

MetHb 0.8 %    
RHb 15.2 % METABOLITE VALUES 

 Glu **** Mmol/L 

 Lac 4.6 Mmol/L 

    
  
  
Printed   2007     

 



  
 

 
RADIOMETER   ABL   SYSTEM 625 

Brenda Blackshaw Gas 2 
ABL SYSTEM 625   - PATIENT REPORT     2007 
 

Sample  #    6541 
 

IDENTIFICATIONS  
Operator ID:SC  
  
Patient ID: H  
Patient temp. 0c 
FI02 Air 
Sample type Arterial 
  
  
  
  
BLOOD GAS VALUES ACID BASE STATUS 
pH 7.10 HCO3C 10.1 Mmol/L 

pCO2 5.43 kPa SBC C 10.3 Mmol/L 

P02 8.8 kPa ABE C -18.2 Mmol/L 

TEMPERATURE CORRECTED VALUES SBE C -16.8 Mmol/L 

Ph      (37.00)c 7.10   
pCO2  (37.00)c 5.43 kPa CALCULATED VALUES 
P02       (37.00)c 8.8 kPa Hct 49 % 

 
 

 

BLOOD OXIMETRY VALUES ELECTROLYTE VALUES 
tHb 16.8 G/dl K+ 5.7 Mmol/L 

O2Hb 84.2 % Na+ 155 Mmol/L 

s O2 89 % Ca++ 1.13 Mmol/L 

COHb 1.2 % Cl- 115 Mmol/L 

MetHb 0.8 %    
RHb 15.2 % METABOLITE VALUES 

 Glu **** Mmol/L 

 Lac 4.8 Mmol/L 

    
  
  
Printed   2007     

 
 



  
 

Appendix 2 – 12 Lead ECG’s 
 

 
 
(File Name 12 Lead ST 100) 
 

 
(File Name 12 Lead ST 150) 
 



  
 

Appendix 3 Power Point Presentation (seen by Candidate) 
 
  

 
 
 

 
 



  
 

 
 
 

 
 
 
 
 
 
 



  
 

 
Appendix 4 – Drugs 
 



  
 

Appendix 4 – Scenario Mapped to Foundation Curriculum 
 
 
Foundation Programme Curriculum Points Covered: 
(An assumption has to be made that all F1 competences are gained) 
 
2.0 Maintaining Good Medical Practice 
(ii) Evidence base for medical practice: knows and follows organisational rules and 
guidelines and appraises evidence base of clinical practice 

• supports patients (carers) in making sense of the evidence base in terms of their 
personal circumstances 

• implements the available evidence base in most areas of clinical care with 
appropriate usage of NICE and SIGN guidelines 

• seeks out opportunities to discuss the evidence base of clinical decision-making 
with colleagues. 

 
 
 
1.0 Good Clinical Care 
1.1 History taking, Examination and record keeping skills 
(i) History Taking 

• Routinely undertakes structured interviews ensuring that the patient’s* concerns, 
expectations and understanding are identified and addressed 

• demonstrates accomplished, concise and focused (targeted) history taking and 
communication, including in difficult circumstances 

• incorporates clinical, social, cultural, nutritional and psychological factors 
• gives clear information to patients*, encouraging questions 
• checks on patients’* understanding, concerns and expectations. 

 
(ii) Conducts examinations of patients in a structured, purposeful manner and takes full account of 
the patient’s dignity and autonomy 

• delivers a targeted examination and elicits signs appropriately 
 
(iii) Understands and applies the principles of diagnosis and clinical reasoning that 
underlie clinical judgement and decision making 

• is familiar with the different epidemiology of patient presentations in primary and 
secondary care, and takes account of probabilities in ranking differential diagnoses 

• on the basis of the differential diagnosis and clinical setting, makes a judgement 
about prioritisation of actions. 

 
(iv) Understands and applies principles of therapeutics and safe prescribing 
 
(v) Understands and applies the principles of medical data and information management: keeps 
contemporary accurate, legible, signed and attributable notes 

• understands the medico-legal importance of good record-keeping and conveys this 
to other trainees 

1.2 Demonstrates appropriate time management and decision making 
• delegates or calls for help in a timely fashion when he/she is falling behind 
• demonstrates appropriate decision making even when under pressure 
• is aware of work pressures of others and takes appropriate action. 

 
1.3 Understands and applies the basis of maintaining good quality care and ensuring 
and promoting patient safety 
(i) Always maintains the patient as the central focus of care 
 



  
 

(ii) Makes patient safety a priority in own clinical practice 
• weighs risks and benefits for the patient before undertaking any investigation or 

procedure 
• identifies patients who are not responding as expected and takes appropriate and 

timely action 
• recognises personal limitations and seeks help at an early stage 
• does not operate beyond own competency 

 
(iii) Understands the importance of good teamworking for patient safety 

• comments on implications for patient safety in clinical meetings 
• always speaks up if concerned about patient safety 
• is not deterred by deference to a colleague’s seniority or standing from drawing 

attention to a risk, or potential risk to patients where appropriate 
• works effectively with other professional colleagues and management to create a 

culture where quality and safety improvement are part of routine practice. 
 
(iv) Understands the principles of quality and safety improvement 

• understands the importance of organisational and system factors in promoting 
patient safety (and can draw parallels with other industries) 

• can analyse a patient safety incident and give examples of how future events 
could be avoided 

• identifies opportunities for quality improvement 
• if he/she has concerns about the standard of care or conduct of another 

practitioner, does not hesitate to raise them with a senior colleague. 
 
(v) Understands the needs of patients who have been subject to medical harm or errors, and their 
families 

• demonstrates evidence of knowledge of: 
– the principles and skills of effective apology 
– the long-term effects of medical error 
– local and other stages of complaints procedures 
– the role of the health service ombudsman. 

 
 
1.6 Understands and applies the principles of medical ethics, and of relevant legal issues 
(i) Understands and applies the principles of medical ethics 

• appropriately modifies patients’ management plans in accordance with the principles 
of patients’ best interests, autonomy and rights 

 
3.0 Relationships with Patients and Communication 
(i) Demonstrates appropriate communications skills (see also 1.3i) 

• frames all communication with patients* in the context of taking decisions and 
acting with the patient and not for them 

• demonstrates an ability to anticipate patients’* needs, explains clearly and checks 
understanding 

• chooses a suitable setting with necessary support to break bad news when it is 
appropriate to do so 

• provides or recommends relevant written/online information for patients* 
• deals appropriately with angry or dissatisfied patients/relatives. 

 
4.0 Working with Colleagues 
(i) Demonstrates effective team work skills 

• understands the setting of clinical work and the interactions that occur within it 
and shapes practice effectively in light of such understanding and insights 

• puts goals of the clinical team before personal agenda 
• can demonstrate leadership skills where appropriate but at the same time works 



  
 

effectively with others towards a common goal 
• encourages an atmosphere of open communication and appropriate directed 

communication within teams 
 
6.0 Professional Behaviour and Probity 
(i) Consistently behaves with a high degree of professionalism 

• demonstrates an appropriate attitude with consistently high standards of 
preferred behaviour 

• fosters trust amongst others and promotes sensitivity to others’ feelings and needs 
• coaches F1 trainees in these attitudes 
• demonstrates an awareness of the threat to autonomy of the patient from 

illness settings 
• understands the need for patient ownership of a successful treatment plan. 

 
7.0 Acute Care 
(i) Promptly assesses the acutely ill or collapsed patient 

• makes a clinical assessment of adequacy of cardiac output and oxygen delivery 
• capable of leading multi-disciplinary team 
• helps others stay calm 
• considers and ensures relatives [if present] are being supported. 

 
(ii) Identifies and responds to acutely abnormal physiology 

• interprets abnormal vital signs correctly in context 
• anticipates and prevents deterioration in vital signs 
• recognises patients at risk including those with chronic and co-morbid disease 
• investigates causes of abnormal vital signs. 

 
(iii) Where appropriate, delivers a fluid challenge safely to an acutely ill patient 

• reviews impact of fluid administration on organ system function 
• considers additional electrolyte replacement requirements 

 
(iv) Reassesses ill patients appropriately after initiation of treatment 

• provides clear guidance to colleagues about monitoring 
• supports nursing staff in designing and implementing monitoring or calling criteria 
• ensures communications to relatives, if not present, are carried out by someone 

competent to advise on progress. 
 
(v) Requests senior or more experienced help when appropriate 

• prioritises problems 
• puts the patient first 
• demonstrates to seniors appropriate judgement in handling acute medical situations. 

 
 
(vi) Undertakes a secondary survey to establish differential diagnosis 

• undertakes focused further history taking in difficult circumstances and/or 
when patient unable to co-operate 

• rapidly identifies clinical signs, links them to the history to form a 
differential diagnosis 

• plans appropriate investigations to confirm or refute a diagnosis and considers 
alternative diagnostic scenarios as they emerge 

• recognises the modifying effect of chronic or co-morbid disease and its treatment 
on the presentation of acute illness 

 
(vii) Obtains an arterial blood gas sample safely, interprets results correctly 

• directs corrective measures appropriately. 
 



  
 

(viii) Manages patients with impaired consciousness 
 
(xii) Ensures safe continuing care of patients on handover between shifts, on call staff or with 
‘hospital at night’ team by meticulous attention to detail and reflection on performance 

• supports colleagues in forward planning at handover 
• can and sometimes does organise handover, briefing and task allocation 
• anticipates potential problems for next shift and takes pre-emptive action. 

 
(xvi) Requests and deals with common investigations appropriately 
 
 
 

Brainstorm Mapping Numbers 
 
1, 2, 6, 7, 8, 9, 10, 11, 12, 13, 14, 19, 20 
 



 
 

 
 

 
 

Scenario Planning Worksheet 
 
 
 

Scenario  
Estimated Scenario Time  
Estimated Debriefing Time  
Target Group  

Prerequisite Knowledge 
Learners should possess the following competencies prior to participation in this scenario: 

 

Cognitive Skills Psychomotor Skills 
  

Brief Summary 
 

Learning Objectives 
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Scenario Planning Worksheet 
 
 
 

0ROPOSED #ORRECT 4REATMENT /UTLINE 

(EVENT LIST) Critical 
Event 

Handler 
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Scenario Planning Worksheet 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Monitor Layout 
 

Primary ECG 

Secondary ECG 

Arterial BP 

SPO2 (Pleth) 

PAP 

CO2 
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#HOOSE -ONITOR 3ETUP 
 

Parameters 

CVP AWRR 

NBP CO 

TOF TPERI 

N2O TBLOOD 

O2 ICP 

Pulse AGT 
 
 
 
 

 
 

 3  

0ATIENT $ESCRIPTION 
Choose Image Name  

 Age  
Weight  
Height  
Gender  

Background 
History of Present Complaint 

 

Setting  

Patient Information 
History 
Medications 
Allergies 
PCP 

 

Show this information on the monitor before starting the scenario 
Make this information available during the simulation 
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%QUIPMENT #HECKLIST 

Equipment that should be readily available for the scenario 

Personal 
PPE (goggles, gloves, etc) 
Stethoscope 
Penlight 

Reference Material 
 

Diagnostic 
BP Cuff Medical Records 

Thermometer Physician Orders 
SPO2 Monitor and Probe 
ECG Monitor/Defib/Pacer 
Lab Reports 

Therapy 
Oxygen Source 

Oxygen Delivery Adjunct 
Suction 
IV Start Kit 
Crash Cart 

Medications & IV Fluids 
 
 
 
 
 
 

0REPARATION OF THE 3IMULATOR 
 
 
 
 
 

.UMBER AND 2OLES OF 0ARTICIPANTS 
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3CENARIO %DITOR - (&LOWCHART) 
 
 

Patient: 

Monitor: 
Initial State 
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#REATE 0HYSIOLOGIC 4RENDS 
Trends permit the simulator to physiologically model a number of factors including BP, heart rate, respiration, and other 
factors. Use the below tables to plan physiological trends. 
(Helpful Hint: Use different colors to identify each parameter) 

Trend Name: Time: 

4IME IN -INUTES 
6ALUE 

: : : : : : : 
+ 
+ 
+ 

"ASELINE 
- 
- 
- 

Parameters 
Heart Rate Central Venous Pressure 
Respiration Rate Pulmonary Artery Pressure 
SpO2 Pulmonary Artery Wedge Pressure 

Blood Pressure Cardiac Output 
CO2 Absorbed Oxygen 
Temperature Absorbed Nitrous Oxide 

Absorbed Anesthetic Agent 
 

Trend Name: Time: 

4IME IN -INUTES 
6ALUE 

: : : : : : : 
+ 

+ 
+ 

"ASELINE 
- 
- 
- 

Parameters 

Heart Rate Central Venous Pressure 
Respiration Rate Pulmonary Artery Pressure 
SpO2 Pulmonary Artery Wedge Pressure 
Blood Pressure Cardiac Output 
CO2 Absorbed Oxygen 
Temperature Absorbed Nitrous Oxide 

Absorbed Anesthetic Agent 
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#REATE AN %VENT (ANDLER (Optional) 
Events may be customized to initiate an Action such as playing a vocal sound, changing a physiologic value, or inserting a 
detailed comment in the Debriefing Log. Use the below table to identify events that trigger an action or frame change. 
(Helpful Hint: All critical events should be supported with a detailed comment) 
Handler Name:  Number of Frames:  
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Critical Event:  

Rationale:  

 

Critical Event:  

Rationale:  

 

Critical Event:  

Rationale:  

 

Critical Event:  

Rationale:  

 

Critical Event:  

Rationale:  

 
 
 

Year Reference 

2EFERENCES 
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Scenario

Estimated Scenario Time

Estimated Debriefing Time

Target Group

Prerequisite Knowledge 
Learners should possess the following competencies prior to participation in this scenario:

Cognitive Skills Psychomotor Skills

Brief Summary

Learning Objectives

1
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(EVENT LIST) Critical
Event

Handler

2
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Choose Image Name

Age

Weight

Height

Gender

Background 
History of Present Complaint

Setting

Patient Information
History
Medications
Allergies
PCP

    Show this information on the monitor before starting the scenario

    Make this information available during the simulation

Monitor Layout

Parameters

Primary ECG CVP AWRR

Secondary ECG NBP CO

Arterial BP TOF TPERI

SPO2 (Pleth) N2O TBLOOD

PAP O2 ICP

CO2 Pulse AGT
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Equipment that should be readily available for the scenario

Personal
     PPE (goggles, gloves, etc)

     Stethoscope

     Penlight

     Reference Material

Diagnostic
     BP Cuff      Medical Records

      Thermometer      Physician Orders

     SPO2 Monitor and Probe

     ECG Monitor/Defib/Pacer

     Lab Reports

Therapy
     Oxygen Source

     Oxygen Delivery Adjunct

     Suction

     IV Start Kit

     Crash Cart

Medications & IV Fluids

4



Scenario Planning Worksheet

Patient:

Monitor:

Initial State
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Trends permit the simulator to physiologically model a number of factors including BP, heart rate, respiration, and other 
factors. Use the below tables to plan physiological trends.
(Helpful Hint: Use different colors to identify each parameter)

Trend Name:                                                                                                                  Time:

: : : : : : :
+
+
+

-
-
-

Parameters

           Heart Rate                                                                     Central Venous Pressure

           Respiration Rate                                                             Pulmonary Artery Pressure

           SpO2                                                          Pulmonary Artery Wedge Pressure

           Blood Pressure                                             Cardiac Output

           CO2                                                          Absorbed Oxygen

            Temperature                                             Absorbed Nitrous Oxide

                                                                                               Absorbed Anesthetic Agent

Trend Name:                                                                                                                  Time:

: : : : : : :
+
+
+

-
-
-

Parameters

           Heart Rate                                                                     Central Venous Pressure

           Respiration Rate                                                             Pulmonary Artery Pressure

           SpO2                                                          Pulmonary Artery Wedge Pressure

           Blood Pressure                                             Cardiac Output

           CO2                                                          Absorbed Oxygen

            Temperature                                             Absorbed Nitrous Oxide

                                                                                               Absorbed Anesthetic Agent
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(Optional)
Events may be customized to initiate an Action such as playing a vocal sound, changing a physiologic value, or inserting a 
detailed comment in the Debriefing Log. Use the below table to identify events that trigger an action or frame change.
(Helpful Hint: All critical events should be supported with a detailed comment)

Handler Name: Number of Frames:

=================Actions================= =================Actions=================

=================Actions================= =================Actions=================

=================Actions================= =================Actions=================
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Critical Event:

Rationale:

                               
Year Reference

Critical Event:

Rationale:

Critical Event:

Rationale:

Critical Event:

Rationale:

Critical Event:

Rationale:
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For good communication about patients between all health professionals, use the 
SBAR tool: 

 
 Assess the patient using an ABCDE approach 
 Know the admitting diagnosis 
 Read the most recent progress notes and assessment from the prior shifts 
 Have appropriate documents available e.g. Nursing and Medical Records, EWS 

(early warning score) chart, Drug chart, Observation charts, IV fluids, resuscitation 
status 

 Know the patients vital signs pre and post treatment. 
 On making the phone call state: This is a SBAR call! 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Situation 
My name is .............I am a ..................on ……..ward 

I am calling about………………………(Patient name) 
The reason I am calling is…………………………………….. 

 

 
Background 
The patient was admitted with ……… (Diagnosis) on ……(Date). 
The patients relevant medical history is …………………… 
Their condition has changed in the last ………… Minutes 
Patient is now ………………(give details of current condition) 

Give a brief summary of treatment to date. 
 
 
 
 

 

Assessment 
This is what I think the problem is………………/I am not sure 
what the problem is but the patient is deteriorating/seems to be 
unstable. 
Airway: …………………….. (Clear/partial obstruction) 
Breathing:   Resp rate…… /min.  SpO2 …….% on O2……lt/min 
Circulation: HR…………/min       B/P…………… 

IV Fluid (Fluid Balance)………………ECG  
Disability:   GCS/AVPU………… BM …………mmol 

Drugs/Medications…………………………. 
Exposure:   Temp ……………… 
EWS …………… 

 
 
 

 

Recommendation 
I would like ………….(state what you would like to see done) 
Ask: Do you need me to do anything now? 
Determine timescale of review and call back time. 
If timescale is too long who is an alternative contact? 
Record name and number of contact and the recommendation 
SBAR Call made to …………….. by …….……………. 

If this call requires an urgent response state: 
I NEED YOU TO COME NOW! 

 Don’t forget to Document the call! 

ADULT 

SBAR REPORTING 
Attention all team members! 

 

S 
B 

A 

R 
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