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Abstract: As the interpretation of viscoelastic coagulation test results remains challenging, we cre-
ated Visual Clot, an animated blood clot aiming to facilitate raw rotational thromboelastometry
(ROTEM) parameters. This study investigated anesthesia personnel’s cognitive processing in man-
aging simulated bleeding scenarios using eye-tracking technology. This multicenter, international,
computer-based study across five large, central European hospitals included 35 participants with
minimal to no prior experience interpreting viscoelastic test results. Using eye-tracking technology
and an iPad tagged with quick response codes, we defined the time to treatment decision and the
time on screen surface in seconds of correctly solved scenarios as our outcomes. The median time
to treatment decision was 52 s for Visual Clot and 205 s for ROTEM (p < 0.0001). The probability
of solving the scenario correctly was more than 8 times higher when using Visual Clot than when
using ROTEM (Hazard ratio [HR] 8.54, 95% CI from 6.5 to 11.21; p < 0.0001). Out of 194 correctly
answered scenarios of participants with the eye-tracker, 154 (79.4%) were solved with Visual Clot and
40 (20.6%) with ROTEM. Participants spent on average 30 s less looking at the screen surface with
Visual Clot compared to ROTEM (Coefficient −30.74 s, 95% CI from −39.27 to −22.27; p < 0.0001).
For a comparison of the two modalities in terms of information transfer, we calculated the percentage
of time on the screen surface of the overall time to treatment decision, which with Visual Clot was
14 percentage points shorter than with ROTEM (Coefficient −14.55, 95% CI from −20.05 to −9.12;
p < 0.0001). Visual Clot seems to improve perception and detection of coagulopathies and leads to
earlier initiation of the appropriate treatment. In a high-pressure working environment such as the
operating and the resuscitation room, correct and timely decisions regarding bleeding management
may have a relevant impact on patients’ outcomes.

Keywords: Visual Clot; blood coagulation; viscoelastic test; rotational thromboelastometry; point-of-care;
eye-tracking; visual perception; avatar

1. Introduction

Dynamic changes in a patient’s hemostasis during surgery often require quick and
accurate diagnosis and individualized treatment [1]. Viscoelastic tests provide more rapid
insight into the complex coagulation system than conventional laboratory tests [2–4]. Hence,
such global hemostasis assays are implemented across multiple disciplines, including
trauma, obstetrics, transplant and cardiac surgery [5–9]. The benefits of viscoelastic testing
include a reduction in transfusion requirements, shorter hospital stay, fewer perioperative
complications and lower treatment costs, which has led to a recommendation grade 1C in
the European guidelines for managing trauma [1,10]. Despite these advantages and the
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widespread use of viscoelastic hemostatic tests, correct analysis of rotational thromboelas-
tometry (ROTEM) remains challenging. To reduce the complexity of interpreting numerous
hemostasis-relevant parameters and to display this information in a situation awareness-
oriented manner, our team developed Visual Clot, an animated, real-time three-dimensional
graphic representation of ROTEM parameters [11–13]. In previous computer-based studies
comparing the use of Visual Clot with ROTEM, we found facilitated interpretation of hemo-
static test results regardless of users’ expertise in viscoelastic resuscitation [14]. With Visual
Clot, both experienced and inexperienced physicians improved their performance, selecting
a more accurate pharmacological treatment faster, with higher diagnostic confidence and
reduced perceived workload [12,14]. Furthermore, the anesthesia personnel considered
Visual Clot as intuitive and easy to learn and declared it simplified decision making in
situations of acute bleeding [15].

Eye-tracking devices provide valuable insights into the underlying thinking pathways
among clinicians [16–18]. They provide information on spatial and temporal measurements,
gaze coordinates, dwell time on areas of interest, as well as fixations and saccades [19].
Thus, eye-tracking may lead to a deeper understanding of the underlying analytical pat-
terns that contribute to decision-making. As information transfer in this setting depends
on visual attention, it may be used as a surrogate parameter for situation awareness and
allows conclusions to be drawn [20,21]. Using eye-tracking technology, this study assessed
the performance of anesthesia personnel in managing simulated, computer-based bleed-
ing scenarios using either conventional ROTEM temograms or corresponding Visual Clot
animations as viscoelastic test result representations. Examining the time on the screen
surface and the time to treatment decision, we assessed the duration of cognitive process-
ing and thus the complexity of the two mentioned viscoelastic display modalities. We
hypothesized that Visual Clot enhances information perception and processing, advancing
the development of user-centered, situation awareness-oriented visualization technologies.

2. Materials and Methods

This study analyzed further results and eye-tracking data from a recently published,
prospective, multicenter, international, computer-based study examining the use of stan-
dard ROTEM and corresponding Visual Clot animations in simulated bleeding cases [12].
We collected the data between September 2020 and October 2020 from five tertiary care cen-
ters (the University Hospital Zurich and the Cantonal Hospital Winterthur in Switzerland,
the University Hospital Frankfurt and the University Hospital Wuerzburg in Germany
and the Hospital Clinic de Barcelona in Spain). The cantonal ethics committee in Zurich,
Switzerland (Business Management System for Ethics Committees Number 2020-00906)
and the centers in Germany and Spain assessed the study protocol and issued a declaration
of no objection. Participation in this study was voluntary without monetary compensation.
Each participant signed an informed consent form before commencing the study.

2.1. Description of the Visual Clot Technology

We developed Visual Clot by applying user-centered design principles to simplify
the interpretation of viscoelastic tests and to support care providers in making better and
more efficient decisions [13]. Based on reducing the overall complexity of the presenta-
tion by highlighting relevant information, the ROTEM data is continuously transformed
and presented as an animated blood clot. The cut-off values used by the algorithm are
based on the coagulation algorithm implemented in Zurich and are available in Table S1
(Supplementary File) [22]. Visual Clot depicts the three main components of hemostasis—
fibrin, plasmatic factors and platelets—as either sufficient or deficient. In accordance with
the preset cutoff values, the information in Visual Clot is simplified and divided into three
categories: Too low, normal or too high. In addition, hyperfibrinolysis and the presence of
a heparin effect can be displayed in an animated fashion. The Visual Clot training video,
available in Video S1 (Supplementary File), explains each animated viscoelastic feature in
further detail.
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2.2. Study Design

This analysis is based on a recently published study, which included 35 participants
with little to no experience in interpreting viscoelastic test results. At first, we equipped
all participants, except for those in Barcelona due to logistical reasons and those wearing
prescription glasses, with an eye-tracking device, calibrated it, and started recording. We
used a Pupil Invisible mobile eye-tracking device (Pupil Labs, GmbH, Berlin, Germany) to
capture visual fixations and saccades of participants observing Visual Clot and ROTEM
scenarios. The eye-tracker recorded the position of the foveal vision on the screen 200 times
per second (200 Hz) and with 0.5 degrees of visual angle accuracy [20]. Then, we defined
specific areas of interest for the correctly solved ROTEM and Visual Clot scenarios, which
were evaluated with the Pupil Labs proprietary software Pupil Player Version 5.5. We pro-
vide an example of the screen of both modalities with drawn areas of interest in Figure S3
(Supplementary File). Participants interpreted nine different bleeding cases, presented
in randomized order, once as ROTEM and once as corresponding Visual Clot, resulting
in 18 scenarios. After each scenario, the required pharmacotherapy had to be selected
from a predefined multiple-choice questionnaire (Harvest Your Data, presented in the app
iSurvey) on an iPad (Apple Inc., Cupertino, CA, USA) [23]. Figure 1 shows an exemplary
bleeding case of combined plasmatic factors and fibrin deficiency and hyperfibrinolysis in
both viscoelastic modalities. An overview of all cases with the respective correct answers
according to the locally established and validated Zurich coagulation algorithm is available
in Figure S4 (Supplementary File) [22].
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Figure 1. Combined plasmatic factors and fibrin deficiency, hyperfibrinolysis shown as Visual Clot
and ROTEM. (A): Visual Clot with fibrin deficiency displayed as dashed lines, deficiency of plasmatic
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factors displayed as dashed lines and hyperfibrinolysis. (B): corresponding ROTEM with EXTEM,
INTEM, FIBTEM and APTEM. CT = Clotting Time; CFT = Clot Formation Time; MCF = Maximum
Clot Firmness; ML = Maximum Lysis.

2.3. Outcomes and Statistical Analyses

We defined the primary outcome of this study as the time to treatment decision
in seconds, using an app-based timestamp to measure the time from the start of each
scenario until the answers in the multiple-choice questionnaire were chosen. As the
secondary outcome of this study, we examined the time on the screen surface of correctly
solved scenarios.

For descriptive statistics, we show means with standard deviations and medians with
interquartile ranges for continuous data and numbers and percentages for categorical data.
With regard to the time to treatment, which is our initial outcome variable, Kaplan–Meier
plots are used to show the probabilities for a correct decision in terms of the required
pharmacotherapy and compare the two different modalities in an unadjusted way using
the log-rank test. Despite not being ideal as this analysis ignores the dependencies between
the repeated values from the same participant, it provides a first impression of the situation.
We used mixed Cox regression models with a random effect for each participant to compare
the two groups while adjusting for relevant covariates such as center, age, gender, job
experience and the case due to repeated measurements.

In the second part of this report, we used only the times when the correct phar-
macotherapy was chosen and analyzed the time on the screen surface. In addition, we
calculated the percentage of the total time to treatment decision (between 0 and 100) spent
looking at the screen surface (in contrast to reflection). The smaller this proportion is, the
more time the participants are given to process the information and select the correct phar-
macotherapy, which is desired from a clinical point of view. Using a mixed linear regression
model, we compared these percentages between the two modalities and again adjusted
the model for center, age, gender, job experience and the case. Further, we calculated a
model for time on screen surface that only compares the time in seconds between the two
modalities, not taking into account the total time needed to come to a decision nor the time
participants did not look at the monitor (e.g., while reflecting).

For all statistical analyses, we used R Version 4.0.5 (R Foundation for Statistical Com-
puting, Vienna, Austria) and considered a p-value < 0.05 to indicate statistical significance.

3. Results
3.1. Study and Participant Characteristics

We included 35 participants from five study centers. With 18 scenarios per participant
(nine each for ROTEM and Visual Clot displaying the same bleeding case), we evaluated
315 scenarios per modality, collecting 630 results in total. Of the 351 (55.7%) correctly solved
scenarios (69 (21.9%) using ROTEM, 282 (89.5%) using Visual Clot), usable eye-tracking
data was available from 194 (55.3%) scenarios. In Barcelona, we were not able to collect
eye-tracking data for logistical reasons. For six other participants, no eye-tracking data
could be collected due to technical difficulties, such as wearing corrective glasses. Figure 2
presents a flowchart of all participants and analyzed scenarios. Table 1 shows the study
and participant characteristics in detail.



Diagnostics 2022, 12, 1269 5 of 12

Diagnostics 2022, 12, 1269 6 of 13 
 

 

 Second-year resident 2 (6) 

 Third-year resident 1 (3) 

Previously used ROTEM, n (%) 35 (100) 

 Yes 9 (26) 

 No 26 (74) 

Previously used Visual Clot, n (%) 35 (100) 

 Yes 1 (3) 

 No 34 (97) 

 

Figure 2. Flowchart presenting the total participant (n = 35) and scenario numbers (n = 630). Time to 

treatment decision is based on correctly answered scenarios (n = 351) of all participants. Time on 

screen surface is based on correctly answered scenarios (n = 351) of all participants. Time on screen 

surface is based on correctly answered scenarios (n = 194) of participants wearing the eye-tracking 

device (n = 22). ROTEM = rotational thromboelastometry. 

3.2. Time to Treatment Decision 

Regarding our primary outcome, there is very strong evidence for a shorter time to 

treatment decision for Visual Clot across all cases. The median time to treatment decision 

was 52 s for Visual Clot and 205 s for ROTEM, p < 0.0001. Figure 3 shows Kaplan–Meier 

curves for the time to treatment decision for both modalities. 

Using mixed Cox models taking into account the dependencies of repeated 

measurements of the same participant, the probability of solving the scenario correctly 

was more than 8 times higher when using Visual Clot than when using ROTEM (Hazard 

ratio (HR) 8.54, 95% CI from 6.5 to 11.21; p < 0.0001). 

In the detailed analysis, the various cases show different levels of difficulty based on 

the probability of successful completion. For instance, there was very strong evidence for 

Figure 2. Flowchart presenting the total participant (n = 35) and scenario numbers (n = 630). Time
to treatment decision is based on correctly answered scenarios (n = 351) of all participants. Time on
screen surface is based on correctly answered scenarios (n = 351) of all participants. Time on screen
surface is based on correctly answered scenarios (n = 194) of participants wearing the eye-tracking
device (n = 22). ROTEM = rotational thromboelastometry.

Table 1. Study and participant characteristics in detail. We present the data as numbers (%) or median
(IQR) interquartile range (range). ROTEM = rotational thromboelastometry.

Characteristic Number

Participants, n (%) 35 (100)
University Hospital Zurich 7 (20)
Cantonal Hospital Winterthur 7 (20)
University Hospital Frankfurt 7 (20)
University Hospital Wuerzburg 7 (20)
Hospital Clinic de Barcelona 7 (20

Participants with successful eye-tracking recording, n (%) 22 (63)
University Hospital Zurich 6 (17)
Cantonal Hospital Winterthur 5 (14)
University Hospital Frankfurt 7 (20)
University Hospital Wuerzburg 4 (11)
Hospital Clinic de Barcelona 0 (0)

Gender, n (%) 35 (100)
Female 17 (49)
Male 18 (51)

Age (years), median (IQR, range) 28 (25–32, 24–36)
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Table 1. Cont.

Characteristic Number

Job Experience, n (%) 35 (100)
Fifth-year medical student 3 (8)
Sixth-year medical student 10 (29)
First-year resident 19 (54)
Second-year resident 2 (6)
Third-year resident 1 (3)

Previously used ROTEM, n (%) 35 (100)
Yes 9 (26)
No 26 (74)

Previously used Visual Clot, n (%) 35 (100)
Yes 1 (3)
No 34 (97)

3.2. Time to Treatment Decision

Regarding our primary outcome, there is very strong evidence for a shorter time to
treatment decision for Visual Clot across all cases. The median time to treatment decision
was 52 s for Visual Clot and 205 s for ROTEM, p < 0.0001. Figure 3 shows Kaplan–Meier
curves for the time to treatment decision for both modalities.
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Figure 3. Kaplan–Meier curves for the time to treatment decision regarding ROTEM and Visual
Clot (p < 0.0001). The y axis describes the probability of not yet solving a problem. The faster this
probability decreases, the faster the scenario can be solved. ROTEM = rotational thromboelastometry;
VC = Visual Clot.
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Using mixed Cox models taking into account the dependencies of repeated measure-
ments of the same participant, the probability of solving the scenario correctly was more
than 8 times higher when using Visual Clot than when using ROTEM (Hazard ratio (HR)
8.54, 95% CI from 6.5 to 11.21; p < 0.0001).

In the detailed analysis, the various cases show different levels of difficulty based on
the probability of successful completion. For instance, there was very strong evidence for an
increased level of difficulty in bleeding cases with factor deficiency (HR 0.46, 95% CI from
0.3 to 0.72; p = 0.00058), hyperfibrinolysis (HR 0.37, 95% CI from 0.23 to 0.58; p < 0.0001)
and factor plus fibrin deficiency and hyperfibrinolysis (HR 0.33, 95% CI from 0.21 to 0.52;
p < 0.0001) compared to normal viscoelastic findings.

In regard to participants’ age, gender and the study center, we found no relevant
evidence for an impact on the time to treatment decision. There was weak to moderate
evidence for a shorter time to treatment decision with increasing professional experience
(third year of residency compared to a fifth-year student: HR 2.64, 95% CI from 0.99 to 7.06,
p = 0.05). We found no evidence for such an effect in the other experience categories.

3.3. Time on Screen Surface

Analyzing the eye-tracking data for all correctly solved scenarios, we found that
when using Visual Clot, the anesthesia personnel correctly answered 154 out of 194 (79.4%)
scenarios compared to 40 out of 194 (20.6%) scenarios when using standard ROTEM
readings. Regarding the time on screen surface across both hemostatic display modalities,
we found a median screen time of 26.5 s, which corresponded to 52.7% of the median time
to treatment decision (i.e., 51.0 s).

There was a very high level of evidence that using Visual Clot resulted in a reduced
time on screen surface (Coefficient −30.74 s, 95% CI from −39.27 to −22.27; p < 0.0001). In
addition to the significantly shorter time on the screen surface, with a likewise significantly
shorter time to treatment decision, it is particularly the percentage of the former that is
relevant so that the conclusion can be drawn about how large the proportion of information
perception and processing is in the total time to decision. In a mixed linear regression model
adjusting for center, age, gender, job experience and case, the modality had a significant
effect on the time on the surface by over 14 percentage points less for Visual Clot than
ROTEM (Coefficient −14.55, 95% CI from −20.05 to −9.12; p < 0.0001). As an example,
this means that if a participant spent 50% of their time on treatment decision looking at
the screen using ROTEM, they only used 36% with Visual Clot. Hence, using Visual Clot
shortened not only the time on the screen surface but also the percentage of the total time
to treatment decision. In addition to the modality, particular cases also impacted the time
spent on the screen surface. There is weak to moderate evidence for a prolonged time spent
on screen surface for the bleeding case with factor, fibrin and platelet deficiency (difference
for percentage spent on screen surface = 8.8, 95% CI from 0.42 to 17.25; p = 0.05) and the
case with factor plus fibrin deficiency, hyperfibrinolysis (difference for percentage spent on
screen surface = 11.18, 95% CI from 2 to 20.08; p = 0.02), which present the highest amount
of pathological changes compared to the case with normal findings. There was no evidence
of the influence of age and gender on the results.

Not only did the time to treatment decision decrease with more job experience, but also
the percentage of time on the screen surface. There was a nonsignificant difference of 7 per-
centage points between the first (difference for percentage spent on screen surface = −3.02,
95% CI from −10.84 to 4.89; p = 0.52) and second (difference for percentage spent on screen
surface = −10.9, 95% CI from −21.64 to −0.04; p = 0.12) year of residency. In Figure 4, we
provide an analysis of the time on screen surface as boxplots.
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Figure 4. Boxplots representing the time spent on screen surface for either correctly solved ROTEM
(n = 40) or Visual Clot (n = 154) scenarios. The box depicts the first and third quartiles, with the
line indicating the median. The whiskers represent the 5th and 95th percentile, and the dots any
results above or below the range. The asterisks indicate the level of significance from the mixed
linear regression model, where it was taken into account that times from the same individual are not
independent (p < 0.0001). ROTEM = rotational thromboelastometry.

4. Discussion
4.1. Principal Findings

This study evaluated data from 35 participants collected while interpreting viscoelastic
test results of simulated bleeding cases, either using the animated Visual Clot or standard
ROTEM temograms. We investigated the time to treatment decision and the time on screen
surface for the correctly solved scenarios using eye-tracking data. The main findings
comprise a significantly shorter time to treatment decision as well as both absolute and
proportional shorter time on screen surface when using Visual Clot.

In the previous study, we found that participants were more likely to make the correct
diagnosis, felt more confident in their therapeutic decision and reported less perceived
workload with Visual Clot compared to ROTEM [14]. In this present study, we demon-
strated that a viscoelastic test result presented with Visual Clot helped participants choose
the correct pharmacotherapy significantly faster than with ROTEM (median 52 s versus
205 s, p < 0.0001). The measured data substantiates the perception of participants who
stated that the interpretation of complex viscoelastic test results was faster with Visual
Clot [15]. We consider this especially relevant in cases of severe hemorrhage, as not only
the correct but also prompt treatment may strongly influence the patients’ outcome [24].

Since additional cognitive challenges in a high-pressure working environment such
as the operating room or the emergency department lead to a decline in performance,
efforts should be made to present medical information as simply as possible to reduce
stress [25]. The shorter time to decide the respective treatment when using Visual Clot
underlines the intuitiveness and ease of interpreting the animated viscoelastic test results,
as previously shown by qualitative feedback provided by both viscoelastic-experienced
and-inexperienced users [12,14,15].
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Further, this study showed for the first time how professional experience influenced
the performance of interpreting viscoelastic test results when using Visual Clot [14]. We
found that increasing professional experience significantly decreased the time to treatment
decision, suggesting that users with more work experience are generally more adept
in perceiving and processing information quickly, even though they may be novices in
viscoelastic resuscitation.

We sub-analyzed the eye-tracking data for all correctly managed scenarios as we
found only them clinically relevant. Incorrectly solved scenarios often show a very short or
excessively long time on the screen surface, indicating either complete incomprehension or
long reflection, respectively. Almost 80% of the included scenarios were solved with Visual
Clot, demonstrating again the significantly better performance [14].

Participants’ gaze rested on the screen surface for about half of the overall time to treat-
ment decision without distinguishing between the two methods. We postulate that the other
half was used for reflecting and answering the questions about the required pharmacotherapy.

Using mixed linear regression models, we demonstrated that the type of viscoelastic
presentation significantly influenced the participants’ decision-making, as they looked
at the screen surface for 30 s less with Visual Clot compared to ROTEM (p < 0.0001). In
order to compare the two viscoelastic methods with regard to information transfer, we
also calculated the proportion of the time on screen surface in the total time to treatment
decision, which is significantly smaller by 14 percent (p < 0.0001) with Visual Clot. This
indicates that information perception has been improved by the Visual Clot visualization
technology compared to ROTEM. From a clinical point of view, it is desirable that the
presentation of data is as simple as possible to perceive, allowing more time and cognitive
capacity for treatment decisions.

This result suggests that with Visual Clot, the pathological values are detected faster
and more easily and supports our efforts to present medical information in a simple and
more intuitive form with the help of animations. Our study group has demonstrated with
the Visual-Patient-avatar, a designated situation awareness tool for a patient’s vital signs,
that animated visual presentations help the user perceive the information presented faster,
in a more accessible and complete way [26–28].

4.2. Future Perspectives

The next step to evaluate the potential implementation in daily clinical practice is
through a simulation study, where anesthesia personnel are required to solve critical
bleeding scenarios by either using Visual Clot or ROTEM. This will allow further analysis of
how the visual display aids clinicians in high-pressure situations. We currently understand
Visual Clot as a supplement to numerical ROTEM data and temograms designed to obtain
situation awareness rapidly, as it does not depict trends over time. A split-screen display of
both modalities may offer the highest benefits in an actual clinical application. This would
combine the higher diagnostic certainty as well as the presentation of the clot development
whilst helping more inexperienced clinicians better interpret ROTEM.

4.3. Limitations and Strengths

There are several limitations to this study. As the data were collected as part of
a previous study, we did not perform sample size calculations regarding our primary
endpoint. Higher participant rates may influence our findings. Further, the participants
were all from tertiary care hospitals in Central Europe and selected according to their clinical
availability. Results may vary elsewhere in the world and in smaller medical facilities.
However, we believe as all participants had little to no experience in interpreting viscoelastic
test results that our results are transferable to smaller health care settings with lower
exposure to viscoelastic resuscitation. Another inherent limitation is the interpretation of
the eye-tracking data. Although a positive correlation between visual fixation and correct
perception has been validated in the past, other influences on the perception may not be
captured, such as peripheral vision and working memory [16,29]. Strengths of this study
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include a multicenter, international design, a balanced participant selection and the concept
of within-subject comparisons, which minimizes interparticipant variabilities and thus may
eliminate alternative explanations for our findings [30].

5. Conclusions

This computer-based simulation study underlines the potential of presenting medical
information in a user-centered and situation awareness-oriented manner. The eye-tracking
data revealed a faster perception of viscoelastic test results when using Visual Clot com-
pared to using standard ROTEM tracings. In a clinical context, using Visual Clot may
lead to improved perception, faster detection of underlying pathologies and earlier ini-
tiation of treatment. In a high-pressure working environment such as the operating and
the resuscitation room, correct and timely decisions regarding bleeding management may
have a relevant impact on patients’ outcomes. The results of this study emphasize the
importance of further developing this technology. Therefore, we will evaluate the Visual
Clot technology in a planned high-fidelity simulation study, aiming to further improve
patient outcomes through possible future implementation in clinical practice.
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www.mdpi.com/article/10.3390/diagnostics12051269/s1, Table S1: Visual Clot algorithm; Video S1:
Visual Clot education video. Figure S1: Screen of both modalities with drawn areas of interest. Figure
S2: Zurich coagulation algorithm.

Author Contributions: Study design, S.S., T.R.R., J.B., D.R.S., C.B.N. and D.W.T.; Acquisition of data,
S.S., T.R.R., C.B.N., D.R.S. and D.W.T.; Data analysis, S.A., C.C., J.B., D.R.S. and D.W.T.; Manuscript
draft or critical revision, S.A., C.C., J.B., S.S., T.R.R., C.B.N., D.R.S. and D.W.T. All authors agree to be
accountable for all aspects of the work, including the accuracy and integrity of the work. All authors
have read and agreed to the published version of the manuscript.

Funding: This study was funded by the Institute of Anesthesiology at the University Hospital Zurich,
Zurich, Switzerland.

Institutional Review Board Statement: The Cantonal Ethics Committee of the Canton of Zurich
in Switzerland reviewed the study protocol and issued a declaration of no objection (Business
Management System for Ethics Committees Number Req-2020-00906).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The datasets used and/or analyzed during the current study are
available from the corresponding author on reasonable request.

Acknowledgments: The authors are thankful to the study participants for their time and effort.

Conflicts of Interest: Spahn’s academic department is receiving grant support from the Swiss Na-
tional Science Foundation, Berne, Switzerland, the Swiss Society of Anesthesiology and Perioperative
Medicine (SSAPM), Berne, Switzerland, the Swiss Foundation for Anesthesia Research, Zurich,
Switzerland, Vifor SA, Villars-sur-Glâne, Switzerland and Vifor (International) AG, St. Gallen,
Switzerland. Spahn is co-chair of the ABC-Trauma Faculty, sponsored by unrestricted educational
grants from Novo Nordisk Health Care AG, Zurich, Switzerland, CSL Behring GmbH, Marburg,
Germany, LFB Biomédicaments, Courtaboeuf Cedex, France and Octapharma AG, Lachen, Switzer-
land. Spahn received honoraria/travel support for consulting or lecturing from: Danube University
of Krems, Austria, European Society of Anesthesiology and Intensive Care, Brussels, BE, Korean
Society for Patient Blood Management, Seoul, Korea, Korean Society of Anesthesiologists, Seoul,
Korea, Network for the Advancement of Patient Blood Management, Haemostasis and Thrombosis,
Paris, France, Alexion Pharmaceuticals Inc., Boston, MA, Bayer AG, Zürich, Switzerland, B. Braun
Melsungen AG, Melsungen, Germany, CSL Behring GmbH, Hattersheim am Main, Germany and
Berne, Switzerland, Celgene International II Sàrl, Couvet, Switzerland, Daiichi Sankyo AG, Thalwil,
Switzerland, Haemonetics, Braintree, MA, USA, Instrumentation Laboratory (Werfen), Bedford, MA,
USA, LFB Biomédicaments, Courtaboeuf Cedex, France, Merck Sharp & Dohme, Kenilworth, New Jer-
sey, USA, Novo Nordisk Health Care AG, Zurich, Switzerland, PAION Deutschland GmbH, Aachen,
Germany, Pharmacosmos A/S, Holbaek, Denmark, Pfizer AG, Zürich, Switzerland, Pierre Fabre

https://www.mdpi.com/article/10.3390/diagnostics12051269/s1
https://www.mdpi.com/article/10.3390/diagnostics12051269/s1


Diagnostics 2022, 12, 1269 11 of 12

Pharma, Alschwil, Switzerland, Portola Schweiz GmbH, Aarau, Switzerland, Roche Diagnostics
International Ltd., Reinach, Switzerland, Sarstedt AG & Co., Sevelen, Switzerland and Nümbrecht,
Germany, Shire Switzerland GmbH, Zug, Switzerland, Tem International GmbH, Munich, Germany,
Vifor Pharma, Munich, Germany, Neuilly sur Seine, France and Villars-sur-Glâne, Switzerland, Vifor
(International) AG, St. Gallen, Switzerland, Zuellig Pharma Holdings, Singapore, Singapore. Tscholl
and Nöthiger are designated inventors of Visual-Patient-avatar technology, for which the University
of Zurich holds various patents and trademarks. There are cooperation and licensing agreements
with Philips Medizin Systeme Böblingen GmbH, Böblingen, Germany; Koninklijke Philips NV, Am-
sterdam, The Netherlands; Philips Research/Philips Electronics Nederland BV, Eindhoven, The
Netherlands, Philips North America, Cambridge, MA, USA. Under these agreements, Tscholl receives
grant support, and Tscholl and Nöthiger receive travel support and royalties. Tscholl and Nöthiger
and Spahn are designated inventors of Visual Clot technology, for which the University of Zurich
holds various patents and trademarks. The University of Zurich signed a letter of intent for a coop-
eration and licensing agreement with Instrumentation Laboratory Company/Werfen Corporation,
Bedford, MA, USA, and Barcelona, Spain. Under resulting agreements, Tscholl and Nöthiger and
Spahn may receive royalties. Tscholl and Nöthiger received travel support for consulting Instrumen-
tation Laboratory, Bedford, MA, USA. Tscholl receives honoraria and travel support from the Swiss
Foundation for Anesthesia Research, Zurich, Switzerland.

Abbreviations

CI Confidence interval
HR Hazard Ratio
ROTEM Rotational Thrombelastometry

References
1. Spahn, D.R.; Bouillon, B.; Cerny, V.; Duranteau, J.; Filipescu, D.; Hunt, B.J.; Komadina, R.; Maegele, M.; Nardi, G.; Riddez, L.; et al.

The European guideline on management of major bleeding and coagulopathy following trauma: Fifth edition. Crit. Care 2019,
23, 98. [CrossRef] [PubMed]

2. Wikkelsø, A.; Wetterslev, J.; Møller, A.M.; Afshari, A. Thromboelastography (TEG) or thromboelastometry (ROTEM) to monitor
haemostatic treatment versus usual care in adults or children with bleeding. Cochrane Database Syst. Rev. 2016, 2016, Cd007871.
[CrossRef] [PubMed]

3. Hartert, H. Blutgerinnungsstudien mit der Thrombelastographie, einem neuen Untersuchungsverfahren. Klin. Wochenschr. 1948,
26, 577–583. [CrossRef]

4. Davenport, R.; Manson, J.; De’Ath, H.; Platton, S.; Coates, A.; Allard, S.; Hart, D.; Pearse, R.; Pasi, K.J.; MacCallum, P.; et al.
Functional definition and characterization of acute traumatic coagulopathy. Crit. Care Med. 2011, 39, 2652–2658. [CrossRef]
[PubMed]

5. Serraino, G.F.; Murphy, G.J. Routine use of viscoelastic blood tests for diagnosis and treatment of coagulopathic bleeding in
cardiac surgery: Updated systematic review and meta-analysis. BJA Br. J. Anaesth. 2017, 118, 823–833. [CrossRef] [PubMed]

6. Stein, P.; Kaserer, A.; Spahn, G.H.; Spahn, D.R. Point-of-Care Coagulation Monitoring in Trauma Patients. Semin. Thromb. Hemost.
2017, 43, 367–374. [CrossRef]

7. McNamara, H.; Kenyon, C.; Smith, R.; Mallaiah, S.; Barclay, P. Four years’ experience of a ROTEM(®) -guided algorithm for
treatment of coagulopathy in obstetric haemorrhage. Anaesthesia 2019, 74, 984–991. [CrossRef]

8. Hawkins, R.B.; Raymond, S.L.; Hartjes, T.; Efron, P.A.; Larson, S.D.; Andreoni, K.A.; Thomas, E.M. Review: The Perioperative Use
of Thromboelastography for Liver Transplant Patients. Transplant. Proc. 2018, 50, 3552–3558. [CrossRef]

9. Gregory, J.A.; Huitron, S.S.; George, A.A.; Simon, C.D. Optimizing Transfusion Ratios in Massive Transfusion Protocols:
An Argument Against the 1:1:1 Dogma and Approach to Trauma Resuscitation. Lab. Med. 2015, 46, e46–e52. [CrossRef]

10. Whiting, P.; Al, M.; Westwood, M.; Ramos, I.C.; Ryder, S.; Armstrong, N.; Misso, K.; Ross, J.; Severens, J.; Kleijnen, J. Viscoelastic
point-of-care testing to assist with the diagnosis, management and monitoring of haemostasis: A systematic review and cost-
effectiveness analysis. Health Technol. Assess. 2015, 19, 1–228. [CrossRef]

11. Srivastava, A.; Kelleher, A. Point-of-care coagulation testing. Contin. Educ. Anaesth. Crit. Care Pain 2012, 13, 12–16. [CrossRef]
12. Rössler, J.; Meybohm, P.; Spahn, D.R.; Zacharowski, K.; Braun, J.; Nöthiger, C.B.; Tscholl, D.W. Improving decision making

through presentation of viscoelastic tests as a 3D animated blood clot: The Visual Clot. Anaesthesia 2020, 75, 1059–1069. [CrossRef]
[PubMed]

13. Endsley, M.R. Designing for Situation Awareness: An Approach to User-Centered Design, 2nd ed.; CRC Press: Boca Raton, FL, USA,
2012; p. 396.

14. Said, S.; Roche, T.R.; Braun, J.; Ganter, M.T.; Meybohm, P.; Herrmann, J.; Zacharowski, K.; Raimann, F.J.; Piekarski, F.; Rivas, E.;
et al. Effects of an Animated Blood Clot Technology (Visual Clot) on the Decision-Making of Users Inexperienced in Viscoelastic
Testing: Multicenter Trial. J. Med. Internet Res. 2021, 23, e27124. [CrossRef]

http://doi.org/10.1186/s13054-019-2347-3
http://www.ncbi.nlm.nih.gov/pubmed/30917843
http://doi.org/10.1002/14651858.CD007871.pub3
http://www.ncbi.nlm.nih.gov/pubmed/27552162
http://doi.org/10.1007/BF01697545
http://doi.org/10.1097/CCM.0b013e3182281af5
http://www.ncbi.nlm.nih.gov/pubmed/21765358
http://doi.org/10.1093/bja/aex100
http://www.ncbi.nlm.nih.gov/pubmed/28475665
http://doi.org/10.1055/s-0037-1598062
http://doi.org/10.1111/anae.14628
http://doi.org/10.1016/j.transproceed.2018.07.032
http://doi.org/10.1309/LMJQNOQCFG4GKQRJ
http://doi.org/10.3310/hta19580
http://doi.org/10.1093/bjaceaccp/mks049
http://doi.org/10.1111/anae.14985
http://www.ncbi.nlm.nih.gov/pubmed/32030729
http://doi.org/10.2196/27124


Diagnostics 2022, 12, 1269 12 of 12

15. Roche, T.R.; Said, S.; Rössler, J.; Gozdzik, M.; Meybohm, P.; Zacharowski, K.; Spahn, D.R.; Nöthiger, C.B.; Tscholl, D.W. Physicians’
Perceptions of a Situation Awareness-Oriented Visualization Technology for Viscoelastic Blood Coagulation Management (Visual
Clot): Mixed Methods Study. JMIR Serious Games 2020, 8, e19036. [CrossRef] [PubMed]

16. Just, M.A.; Carpenter, P.A. A theory of reading: From eye fixations to comprehension. Psychol. Rev. 1980, 87, 329–354. [CrossRef]
[PubMed]

17. Rayner, K.; Pollatsek, A. Eye movements and scene perception. Can. J. Psychol. 1992, 46, 342–376. [CrossRef] [PubMed]
18. Harezlak, K.; Kasprowski, P. Application of eye tracking in medicine: A survey, research issues and challenges. Comput. Med.

Imaging Graph. 2018, 65, 176–190. [CrossRef]
19. Holmqvist, K.; Andersson, R. Eye-Tracking: A Comprehensive Guide to Methods, Paradigms and Measures; Oxford University: Oxford,

UK, 2017.
20. Endsley, M.R. Measurement of Situation Awareness in Dynamic Systems. Hum. Factors 1995, 37, 65–84. [CrossRef]
21. De Winter, J.C.F.; Eisma, Y.B.; Cabrall, C.D.D.; Hancock, P.A.; Stanton, N.A. Situation awareness based on eye movements in

relation to the task environment. Cogn. Technol. Work. 2019, 21, 99–111. [CrossRef]
22. Stein, P.; Kaserer, A.; Sprengel, K.; Wanner, G.A.; Seifert, B.; Theusinger, O.M.; Spahn, D.R. Change of transfusion and treatment

paradigm in major trauma patients. Anaesthesia 2017, 72, 1317–1326. [CrossRef]
23. Tscholl, D.W.; Weiss, M.; Spahn, D.R.; Noethiger, C.B. How to Conduct Multimethod Field Studies in the Operating Room:

The iPad Combined With a Survey App as a Valid and Reliable Data Collection Tool. JMIR Res. Protoc. 2016, 5, e4. [CrossRef]
[PubMed]

24. Meneses, E.; Boneva, D.; McKenney, M.; Elkbuli, A. Massive transfusion protocol in adult trauma population. Am. J. Emerg. Med.
2020, 38, 2661–2666. [CrossRef] [PubMed]

25. Grier, R.A.; Warm, J.S.; Dember, W.N.; Matthews, G.; Galinsky, T.L.; Parasuraman, R. The vigilance decrement reflects limitations
in effortful attention, not mindlessness. Hum. Factors 2003, 45, 349–359. [CrossRef] [PubMed]

26. Tscholl, D.W.; Handschin, L.; Neubauer, P.; Weiss, M.; Seifert, B.; Spahn, D.R.; Noethiger, C.B. Using an animated patient avatar to
improve perception of vital sign information by anaesthesia professionals. Br. J. Anaesth. 2018, 121, 662–671. [CrossRef]

27. Tscholl, D.W.; Weiss, M.; Handschin, L.; Spahn, D.R.; Nöthiger, C.B. User perceptions of avatar-based patient monitoring: A mixed
qualitative and quantitative study. BMC Anesthesiol. 2018, 18, 188. [CrossRef]

28. Tscholl, D.W.; Rössler, J.; Handschin, L.; Seifert, B.; Spahn, D.R.; Nöthiger, C.B. The Mechanisms Responsible for Improved
Information Transfer in Avatar-Based Patient Monitoring: Multicenter Comparative Eye-Tracking Study. J. Med. Internet Res.
2020, 22, e15070. [CrossRef]

29. Ljubenovic, A.; Said, S.; Braun, J.; Grande, B.; Kolbe, M.; Spahn, D.R.; Nöthiger, C.B.; Tscholl, D.W.; Roche, T.R. Anesthesia
providers’ visual attention in simulated anesthesia emergencies using conventional number-based and avatar-based patient
monitoring: A prospective, eye-tracking study. JMIR Serious Games 2022, 10, e35642. [CrossRef]

30. Engelken, E.J.; Stevens, K.W.; McQueen, W.J.; Enderle, J.D. Eye tracking performance variability in a homogeneous population.
Biomed. Sci. Instrum. 1995, 31, 229–233.

http://doi.org/10.2196/19036
http://www.ncbi.nlm.nih.gov/pubmed/33172834
http://doi.org/10.1037/0033-295X.87.4.329
http://www.ncbi.nlm.nih.gov/pubmed/7413885
http://doi.org/10.1037/h0084328
http://www.ncbi.nlm.nih.gov/pubmed/1486551
http://doi.org/10.1016/j.compmedimag.2017.04.006
http://doi.org/10.1518/001872095779049499
http://doi.org/10.1007/s10111-018-0527-6
http://doi.org/10.1111/anae.13920
http://doi.org/10.2196/resprot.4713
http://www.ncbi.nlm.nih.gov/pubmed/26732090
http://doi.org/10.1016/j.ajem.2020.07.041
http://www.ncbi.nlm.nih.gov/pubmed/33071074
http://doi.org/10.1518/hfes.45.3.349.27253
http://www.ncbi.nlm.nih.gov/pubmed/14702988
http://doi.org/10.1016/j.bja.2018.04.024
http://doi.org/10.1186/s12871-018-0650-1
http://doi.org/10.2196/15070
http://doi.org/10.2196/35642

	Introduction 
	Materials and Methods 
	Description of the Visual Clot Technology 
	Study Design 
	Outcomes and Statistical Analyses 

	Results 
	Study and Participant Characteristics 
	Time to Treatment Decision 
	Time on Screen Surface 

	Discussion 
	Principal Findings 
	Future Perspectives 
	Limitations and Strengths 

	Conclusions 
	References

