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Neonatal  resuscitation  video  review  (NRVR)  is  an  educational  technique  using  video
recordings of resuscitation situations to learn and reflect on one’s own, and other’s actions.
Initially  described by Carbine et  al.  in 20001 who used NRVR at  the  San Diego Medical
Center, University of California, USA as part of a continuous quality improvement initiative
surrounding  the  care  for  high-risk  deliveries,  NRVR is  now  being  used  for  quality
improvement, and also as part of various research studies, both in high income countries and
low-resource  settings2.  However,  to  date  resuscitation  guidelines  suggest  verbal  team
debriefing and chart review following neonatal resuscitation, currently without use of video
recordings, as a means to reflect on and improve neonatal stabilization and resuscitation.3  

In the current issue of Pediatric Research, Weimar and coworkers report on their interview
study  exploring  nurses’  and  physicians’  perceptions  of  partaking  in  NRVR  at  a  tertiary
neonatal intensive care unit that has used NRVR since 2019. In the study, individual and
group sessions using NRVR were held several times each month. Group sessions were held
only  after  approval  by  the clinician  leading  the resuscitation.  NRVR in  this  setting  used
resuscitation videos in a birds-eye perspective, audio and physiological data (pulse oximetry-
and respiratory function monitor data). 

The  multi-disciplinary  team  of  researchers  included  a  neonatologist,  obstetrician-
gynaecologist, educators and qualitative researchers. Their methodology of using qualitative
research methods is compelling, as very little qualitative methods have yet been employed in
medical team’s research, compared to, for instance, in nursing team’s research. Weimar’s
study  demonstrates  that  individual  semi-structured  interviews  analysed  with  thematic
analysis and with social constructivism as theoretic framework can supplement quantitative
data such as performance scores1,6 to assess objective and subjective effects of NRVR. In
the study, clinicians with a range of clinical experience and exposure to NRVR were asked to
reflect on positive and negative aspects of NRVR. The results demonstrated very positive
effects  of  NRVR  both  on  clinicians’  attitudes,  and  on  technical  and  non-technical  skill
retention. Although some suggestions for improvement were put forward, attitudes towards
NRVR  as  a  learning  method  were  largely  positive.  These  findings  support  those  from
previous, largely observational studies on NRVR.4,5,6 

Despite their very positive findings, Weimar et al. appreciate that there is still a way to go
towards the universal adoption of NRVR. As reasons for this they consider legal barriers,
logistics, and privacy concerns. Further, based on the information given on the frequency of
training session – even without the duration of sessions being stated – and especially of the
local demands on, and technicalities of, processing the video recordings, one can assume
that their way of performing NRVR was considerably  resource intense. Which, given this
being in the context of a research study and with associated funding, seem like a reasonable
option. Their processes largely match our experience from delivery suites Leiden University
Medical Centre (The Netherlands), Carl Gustav-Carus University Medical Centre, Dresden
(Germany), and Akershus University Hospital and  Oslo University Hospital, Oslo (Norway)
where NRVR has been extensively used as part of PhD projects.7,8,9 

A  common finding,  experienced  in  our  centres was that  when the PhD student  finished
her/his thesis, NRVR was discontinued (Dresden and Akershus/Oslo), or was continued with
less  frequent  intervals  (Leiden).  For  us,  however,  and  opposed  to  what  Weimar  et  al.
suggest, legal barriers were not so much of an issue as was the process of preparation of
review sessions, which was time consuming as considerable technical skills, knowledge and



interest  are  required  for  setting  up  the  equipment,  recording,  downloading  and  video-
processing.  Thus,  running  regular,  well-structured  NRVR in  the  context  of  the  individual
operator’s clinical  duties can prove very difficult.  Further consideration needs to be taken
concerning the high workloads on staff caring for infants in the neonatal intensive care unit,
making  gathering  for  review  and  debriefing  difficult.  We speculate  these  being  potential
reasons for why NRVR, more than two decades after the first reports of its use, is still not
widely adopted, even though it has been shown to improve the quality of technical and non-
technical  performances in  neonatal  resuscitations,  and that  staff  largely  express positive
attitudes towards it. It would be interesting for future studies to explore institutional barriers to
implementing NRVR from a resource standpoint. NRVR might compete with other teaching
and learning  activities  in  the  neonatal  intensive  care  unit,  and  as  previously  mentioned,
resources and competence are needed for video recording, processing, preparations and
facilitating well-structured, effective debriefings, or reflections on individual and group NRVR.
We suggest  that  future studies also  include newer  technology to overcome some of  the
barriers posed by the video recording itself, such as integration of physiological monitoring
data, processing and review. The use of artificial intelligence in both real-time and post-hoc
use of delivery room video recordings may hold such promise.10 

Colleagues wanting to integrate NRVR in their clinical  practice will  have to enquire at an
institutional level, ensuring that all  technical,  ethical,  and privacy requirements concerning
filming, image storing and -review are met, as denoted by local governance systems. As an
example, in Akershus and Oslo University Hospital (Norway), the requirement from the local
data protection  officers was that  the video recordings would  be erased after  review and
debriefing.  The clinicians  were allowed to keep transcripts  (text)  of  the videos.  In  cases
where videos were deemed to hold value for future education,  these were transcribed in
detail,  and then deleted.  These transcripts have been very valuable for  review and,  with
appropriate  ethical  board  approval,  would  be  available  to  use  for  research  purposes.
However,  whilst  transcribing  the  videos  to  text  overcomes  issues  around  storage  of
personalised videos, this can be very time consuming. In Leiden (Leiden University Medical
Center, the Netherlands) the video recordings where only the baby and hands of caregivers
are filmed have become part of the medical record and thus are available to parents for
review. Reviewing the videos with parents has proven to be valuable. (ref 7 den Boer et al.)
Videos where the whole room is filmed and the recording of audio has been added are only
available for video reflection sessions as part of a quality improvement project. These videos
are erased after the review an debriefing. Other institutions will have different levels of data
safety requirement. It would therefore be desirable to have a super-regional consensus on
what the ethically acceptable minimum form of personalised data acquisition and storage
would  be.  Ideally,  such  consensus  should  come  from  appropriate  patient  data  safety
advocating  agencies  or  institutions.  The  European  Board  of  Neonatal  and  Childhood
Research  (EBNCHR)  could  act  as  a  sounding  board  for  neonatologists  wanting  to
institutionalise NRVR as an educational and research tool to improve patient safety. 

In aggregate, Weimar et al. add another important milestone to the feasibility, benefits and
staff acceptance of NRVR. We believe it is now time for NRVR to be widely integrated into
clinical  routine  as  a  means  for  service  improvement  and  it  seems  timely  for  guideline
developers to now consider including video recordings as standard tool for debriefs following
neonatal resuscitation. Nonetheless, setting aside issues around implementing NRVR at an
organizational  or  institutional  level,  more  data  is  needed  on  what  knowledge,  skills  and
training are required for optimal use of videos and physiological data. Also, aspects of cost



effectiveness,  including  requirements  for  allocated  time  both  for  staff  organizing  and
participating in NRVR, need further exploration. Like Weimar et al., qualitative methods could
be used to a greater extent to assess facilitators views and offer a tool for improvement of
team training. 
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