Domain 4 Enabling
Competency #1

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



Total lives lost per year
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Situational Awareness

having your antennae out at all
times




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
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Enhanced from a black-and-white original in Helbing (1997; Figure 1).

After Whitfield and Jackson (1982). This version Copyright © 2003, Derek J. Smith.



The Interactionist Model of Situational Awareness
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Stop-the-line Policy: Authority to
Intervene to Restore Patient Safety
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Pilots were least likely to deny the effects ofgaé on
performance (26% 70% of consultant surgeons and 47% of
consultant anaesthetists). Most pilots (97%) atehsive care
staff (94%) rejected steep hierarchies (in whiagn@eteam
members are not open to input from junior membéns) only
55% of consultant surgeons rejected such hierachigh
levels of teamwork with consultant surgeons wepsred by
/3% of surgical residents, 64% of consultant sunged89% of
anaesthesia consultants, 28% of surgical nurses,a25%
anaesthetic nurses, and 10% of anaesthetic residamlisa

third of staff re

ported that errors are handledrappately at

their hospital. A third of intensive care staff aidt

acknowledge t

nat they make errors. Over half afnsive care

staff reported t

nat they find it difficult to disesi mistakes.



Reflect on your own experience

Is there a strong authority gradient where
you work? ie: do you feel you comfortable

guestioning a decision made by someone
more senior to you?

Could you “stop the line?”

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



Minimizing the possibility of error

 diligent information-gathering: eqg:
medication reconciliation

e cross-checking of information using
checklists: eqg: transfer checklist

 Investigating mismatches between the
current situation and the expected state



The Transfer Checklist

Transfer Checklist

+ DO NOTSKIP ANYITEMS

+  FOLLOWTHE EXACT ORDER OF THE CHECKLIST

+  READ BACK SHADED AREAS

+ [FYOU AREINTERRUPTED START OVER AT THE BEGINNING OF THE SECTION

Section 1 -COMPLETE FOR ALL TRANSFERS .. ERtoounit, uni to uni, unit to other department

Mame

MFM - medkal recond # required to doubla check patient identification

Age

Weight

Allergies e.g.type, past reactions, treatmenit needed during reaction

Admitting diagnosis

Pertinert history of prezent iiness

Co-morbid conditions e.g. sidkle cell, congenital anomalies, syndromes

Yital signzsfphysical findings on examination - include pain asesamentéssores

02 zatz02 delivery e.g. concentration, method of delivery, patient tolerance

Intake & output eg. HPO stauz, IV sfacoess, infusions, urinary otput, staoks, vomiting

Medications aiministered of perding e.q. medications 2 home or ontransfeming unt; time last administerad,
time next due, resporse to medicgions

Labz/disgnostics completed of pending e.q. abnommal resuls, tests not wet completed, resuks pending

Trestments or therapies completed or pending e.g. date, patient response

Izalstion required on unit - based on patient symptoms & curmert Eolation policies

Monitoringflevel of obzeryation required on unit e.q. cortinuous electronic manioring, corstart obsanaion

Tranzpott requirements .. who will aceomparny patient, montoring during trarsfer

Transfer orders in place & reviewed

Section 2 - COMPLETE IN ADDITION TO SECTION 1
FOR UNIT TO UNIT TRANSFERS

Past medicalfsurgical history including home medicationsirestments

Conzults completed andfor to be completed

Special needs or equipment e.g. whaalchair, splints, glazzes

Language barriers e.g. interpreter neadedfamanged

Pzychozocial needs or follow-Lp recuired
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Investigate mismatches between the
current situation and the expected
state: what is your threshold?

o Defibrillator malfunctions Yes  No
 Ophthalmoscope broken Yes No

* Patient develops a surgical site infection
Yes NO

 Dose of digoxinmissed Yes No
 Does of ibuprophen missed Yes  No



