
Domain 4 Enabling 
Competency #1

Health care professionals who 
recognize routine situations and 
settings in which safety problems 
may arise



How Hazardous Is Healthcare?
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Situational Awareness

having your antennae out at all 
times
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Situational Awareness: 
a Cognitive Psychology Construct

• Concept from the mid 1970’s 
• Rooted in research addressing military air 

performance
• What are all the psychological variables 

that affect crew performance during 
aviation?

• Interplay between perception and action



Enhanced from a black-and-white original in Helbing (1997; Figure 1). 
After Whitfield and Jackson (1982). This version Copyright © 2003, Derek J. Smith.
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Enhanced from a black-and-white original in Dennehy and Deighton (1997; Figure 1). This version Copyright © 2003, Derek J. Smith.

The Interactionist Model of Situational Awareness





Stop-the-line Policy: Authority to 
Intervene to Restore Patient Safety
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Pilots were least likely to deny the effects of fatigue on 
performance (26% v 70% of consultant surgeons and 47% of 
consultant anaesthetists). Most pilots (97%) and intensive care 
staff (94%) rejected steep hierarchies (in which senior team 
members are not open to input from junior members), but only 
55% of consultant surgeons rejected such hierarchies. High 
levels of teamwork with consultant surgeons were reported by 
73% of surgical residents, 64% of consultant surgeons, 39% of 
anaesthesia consultants, 28% of surgical nurses, 25% of 
anaesthetic nurses, and 10% of anaesthetic residents. Only a 
third of staff reported that errors are handled appropriately at
their hospital. A third of intensive care staff did not 
acknowledge that they make errors. Over half of intensive care 
staff reported that they find it difficult to discuss mistakes.



Reflect on your own experience

Is there a strong authority gradient where 
you work? ie: do you feel you comfortable 
questioning a decision made by someone 
more senior to you?

Could you “stop the line?”

If you were in charge, how would you do 
things differently?



Minimizing the possibility of error

• diligent information-gathering: eg: 
medication reconciliation 

• cross-checking of information using 
checklists: eg: transfer checklist

• investigating mismatches between the 
current situation and the expected state



The Transfer Checklist
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Investigate mismatches between the 
current situation and the expected 
state: what is your threshold?

• Defibrillator malfunctions   Yes  � No  �
• Ophthalmoscope broken    Yes  � No  �
• Patient develops a surgical site infection  

Yes  � No  �
• Dose of digoxin missed      Yes  � No  �
• Does of ibuprophen missed Yes  � No  �


