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30.1	 �Introduction

Non-Technical Skills (NTS) can be defined as a 
constellation of cognitive and social skills, exhib-
ited by individuals and teams, needed to reduce 
error and improve human performance in com-
plex systems. NTS have been described as generic 
‘life-skills’ that can be applied across all techni-
cal domains [1]; they are deemed to be ‘non-
technical’, in that they have traditionally resided 
outside most formal technical education curri-
cula. While the importance of human factors in 
the performance of technical tasks has been 
appreciated for over 80  years [2, 3], NTS as a 
formal training system is derived from aviation 
Crew Resource Management (originally called 
Cockpit Resource Management). CRM was first 
adopted by United Airlines in 1981 [4] after a 

series of high-profile air crashes in the late 1970s, 
in which human elements such as poor communi-
cation, teamwork and situation awareness were 
identified as key contributing factors [5–7]. CRM 
is now fully integrated into all commercial pilot 
training worldwide; in a constant state of evolu-
tion, it is currently in its sixth generation [8].

In healthcare, it was not until the 1990s that 
the significance of human factors in patient safety 
became more widely publicised [9], coinciding 
with the rise in medical simulation [10]. In 1999, 
an emergency medicine team training project, 
MedTeams, was launched [11]. The following 
year two landmark reports were published within 
weeks of each other: To Err is Human in the USA 
[12] and An Organisation with a Memory in the 
UK [13]. These inspired a burgeoning of research 
into applied human factors in healthcare. Flin 
pioneered a behavioural marker system known as 
Anaesthetists’ Non-Technical Skills (ANTS: 
[14]), followed by Non-Technical Skills for 
Surgeons (NOTTS: [15]). The disciplines of 
anaesthesia, critical care and surgery remain at 
the forefront of NTS training in medicine. Several 
other multidisciplinary clinical NTS frameworks, 
including the Oxford NOTECHs system [16] and 
TeamSTEPPS™ [17], have also been imple-
mented and studied in real and simulated clinical 
environments.

As NTS evaluation and/or training systems 
become increasingly incorporated within under-
graduate and postgraduate technical curricula, 
and specific techniques are developed (especially 
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in communication skills) supported by a growing 
body of research, a paradox arises: many non-
technical skills no longer qualify as being ‘non-
technical’. Moreover the term ‘non-technical’ 
appears to subordinate these skills to their techni-
cal counterparts, when in reality the two skill sets 
are both essential and inseparable, especially dur-
ing the management of medical crises. In time 
new terms may be required (e.g. ‘paratechnical’ 
skills, Clinical Resource Management) to define 
and describe this group of skills, and to consoli-
date their true place in the clinician’s 
armamentarium.

30.1.1  �Practical Overview of NTS 
Training Topics in Healthcare

The standard NTS training topics are summarised 
in Table 30.1 and detailed in the rest of this chap-
ter. It is important to recognise that these skills 
are intertwined not only with the more traditional 
skills they support, but also with each other. 
Proficiency in one non-technical skill is, to no 
small extent, dependent on proficiency in the oth-
ers. Newer generations of aviation CRM have 
introduced new topics, e.g. the acquisition of 
expertise and managing automation. It is foresee-
able therefore that these topics will be incorpo-
rated into future clinical NTS training 
programmes.

30.2	 �Performance Shaping 
Factors

Most work environments operate on the assump-
tion that adequate training, experience and moti-
vation are enough to ensure successful 
performance. These prerequisites are necessary 

but not sufficient, especially in a complex adap-
tive system such as healthcare. There are many 
factors that can influence human performance—
over long periods of time, from day to day, or in 
a given moment. Performance Shaping Factors 
(PSFs) can be classified according to a clinical 
adaptation of Reason’s ‘Three Buckets’ model 
[18] where the traditional categories of ‘task’ 
(factors inherent to the nature of the task), ‘self’ 
(internal and personal factors) and ‘context’ 
(environmental factors) are each sub-divided into 
‘task/patient’, ‘individual/team’ and ‘workplace/
organisation’ factors, respectively (Fig. 30.1).

The ability to identify and evaluate PSFs in 
everyday practice may be a useful skill for front-
line clinicians. The Three Buckets model can be 
applied both prospectively and retrospectively. In 
2008, the UK National Patient Safety Agency 
launched a Foresight Training Resource Pack 
[19], based on a simplified version of the Three 
Buckets model, to help nurses and midwives bet-
ter foresee clinical risks. This package is cur-
rently used in a number of NHS Trusts. As a 
retrospective incident analysis tool, Contributory 
Factors Analysis, also known as the ‘London 
Protocol’ [20], is based on a similar principle, as 
is the HEAPS incident analysis tool used in 
Queensland Health [21] and other health net-
works in Australia. A quick Three-Bucket sum-
mary can be used to highlight PSFs relevant to 
cases presented at, e.g. Grand Rounds or M&M 
meetings.

30.3	 �Planning and Preparation 
Skills

Popular culture is full of references stressing the 
importance of planning and preparation before 
performing complex tasks: ‘Be Prepared’, ‘Plan 
the Dive and Dive the Plan’, ‘Luck favours the 
prepared’, ‘P to the seventh power’ (‘Prior 
Preparation and Planning Prevents P—Poor 
Performance’), etc. In teaching hospital set-
tings, medical and nursing trainees are often 
asked to perform tasks for which they are ill-
prepared. In these efforts they are not only ham-
pered by the opportunistic nature of teaching in 

Table 30.1  Typical NTS training topics

•  Performance shaping factors
•  Planning, preparation and prioritisation
•  Situation awareness and perception of risk
•  Decision-making
•  Communication
•  Teamwork and leadership
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clinical settings, but also by the culture of ‘see 
one, do one, teach one’, a tradition that is coun-
ter-intuitive to human-factors thinking and 
seemingly peculiar (among high-risk endeav-
ours) to medical and nursing education. 
‘SODOTO’ training has both critics [22] and 
defenders [23]. Simulation Based Education 
(SBE) can be used to demonstrate the conse-
quences of poor preparation and planning in a 
safe setting [24].

While there are a number of system tools that 
can help and guide staff (orientation days, check-
lists, pre-prepared procedural kits, etc.), the ques-
tion arises as to whether there is a set of definable 
human competencies/aptitudes that optimise 
planning and preparing for tasks, and whether 
this can be taught. The answer to the first part of 
this question appears to be ‘yes’, in that evalua-
tion of planning, preparation and prioritisation 
skills are key elements of the ANTS behavioural 
marker system. These help researchers identify 

‘good’ and ‘poor’ task management behaviours 
in simulated settings, with the highest inter-rater 
reliability of the four main ANTS categories [25]. 
However, the ANTS system is not designed to 
address how to train practitioners to plan and pre-
pare better.

30.4	 �Situation Awareness 
and Perception of Risk

Situation awareness (SA) is defined as ‘the per-
ception of elements in the environment, the com-
prehension of their meaning in terms of task 
goals, and the projection of their status in the near 
future’ [26]. Perception is essentially being aware 
of and/or gathering available information rele-
vant to a situation. In a clinical context this cor-
relates with taking a clinical history, examining a 
patient, reviewing the results of investigations 
and tests, receiving a handover, conducting a 
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briefing, etc. Comprehension is the ability to 
form a mental model that makes sense of the 
available information. In clinical practice, this 
would be similar to forming a diagnosis, or a dif-
ferential of diagnoses. Projection is the ability to 
use an operating mental model of a situation to 
foresee potential future states, or as clinicians 
would say, to make a prognosis. A simple exam-
ple is given in Fig. 30.2.

In traditional medical training, these levels of 
awareness are built upon each other. For exam-
ple, trainees are (rightly) encouraged to take a 
history and examine a patient (Level I SA) before 
venturing a diagnosis (Level II SA). The SBAR/
ISBAR communication tool (see below) is a way 
of serially organising information to facilitate 
situation awareness between individuals. In real 
life however, perception, comprehension and 
projection may not occur in that order. In many 
emergency situations it is possible, indeed poten-
tially crucial, to prognose the need to resuscitate 
(Level III) before one has made a complete 
examination (Level I) or a definitive diagnosis 
(Level II). This concept of parallel rather than 
serial cognitive processing of SA is the hallmark 
of Naturalistic or Recognition-Primed Decision-
Making, and a feature of expert cognition [27], 
described figuratively as ‘seeing the past, present 
and future at the same time’ [28].

In anaesthetic practice, [29] described a 
model of ‘distributed situation awareness’, 
emphasising that during an operation the 
patient’s condition is constantly being modified 

by the interventions of the anaesthetist and the 
surgeon in real time. Thus, in this model, ideal 
SA is the result of a dynamic and iterative pro-
cess of regularly scanning the environment, 
matching one’s mental model with incoming 
information, modifying the anaesthetist’s plan 
and actions accordingly, and cycling through this 
process repeatedly until the patient is safely in 
the recovery unit.

30.4.1  �‘Perception of Risk’

When thinking about potential adverse future 
states, a number of terms—hazard, threat and 
risk—are often used interchangeably, when they 
would perhaps be better used to connote overlap-
ping but distinct concepts. A hazard is anything 
that could potentially go wrong or cause harm, 
without any qualification of its likelihood or 
severity. For example, when asked to list the pos-
sible complications of central venous catheter 
insertion, a medical student will often recite a list 
of early and late complications, subcategorised 
according to anatomical location, structure type, 
etc. The student has no direct experience of cen-
tral line insertion and therefore limited ability to 
rank this list of hazards according to their likeli-
hood of occurring in routine practice, or what the 
real impact of each complication would be.

A threat is the subjective perception of a haz-
ard. It is important to recognise, independently of 
whatever data exists for a given situation, that a 

Fig. 30.2  Situation 
Awareness (SA) in a 
clinical context. 
(Courtesy of ErroMed, 
reproduced with 
permission)
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number of factors influence the perception of 
danger, including gender [30], healthcare role 
and length of experience [31], primacy (the dis-
proportionately ‘formative’ impact of early expe-
riences or first impressions: [32]), recency (the 
disproportionate impact of most recent experi-
ences: [33]), whether a person has volunteered to 
accept the hazard or had the hazard imposed 
upon them [34], whether the hazard is familiar or 
hitherto unknown [35], whether the effects are 
immediate or delayed [36], etc. If, for example, 
the medical student above, now a resident, were 
unlucky enough to cause a chylothorax with an 
early central line insertion, the complication 
would tend to figure prominently in that resi-
dent’s future assessments for a considerable time 
afterwards, even though in objective terms such a 
complication is very rare.

Subjective factors influence threat assess-
ments, which in turn can influence clinical 
decision-making. For example, a Canadian 
study of the prescribing practices of family phy-
sicians treating patients with atrial fibrillation 
showed that a substantial proportion stopped 
prescribing warfarin altogether after one of their 
patients suffered a haemorrhagic stroke, whereas 
physicians who did not routinely prescribe anti-
coagulants tended not to change their practice 
even when one or more of their patients suffered 
an thromboembolic stroke [37]. In this case, the 
negative consequences of electing to intervene 
(i.e. prescribing) had a greater impact on per-
ception of risk than the negative consequences 
of electing not to intervene (i.e. not 
prescribing).

A risk is a calculated evaluation of the likeli-
hood and impact of a hazard, based on objective 
assessments and measurements rather than sub-
jective interpretation. For example, the same 
medical student, now a consultant intensivist, 
might be able to cite a personal log of their last 
1000 central line insertions, quote literature 
reviews on the topic, and assert that the top three 
risks in their practice are, e.g. infection, pneumo-
thorax and accidental arterial cannulation. This is 
what Klein [28] would call seeing the ‘choke 
points’—another feature of expertise—the ability 
to identify quickly where the material dangers 

are in a situation, what actions are more likely to 
lead to failure, and what actions better ensure 
success (‘leverage points’).

In light of this, the term ‘perception of risk’ 
should be approached with a little caution. In the 
absence of hard data, most of what clinicians call 
‘risk assessments’ in day-to-day practice would 
in large part actually be ‘threat assessments’. 
Despite the subjective and potentially distorting 
nature of threat assessments, this is not necessar-
ily a bad thing. Reliable data for a given risk situ-
ation often may not exist, let alone be to hand. 
Moreover, expert clinicians are often called upon 
to make decisions in urgent and complex situa-
tions, and their ‘threat assessments’ are usually 
better than a novice’s ‘risk assessments’. To 
understand why and when this might be true (and 
when it might not be) requires a deeper analysis.

30.5	 �Expert Decision-Making

Efficient and accurate decision-making is critical 
to patient safety—and it is important that the 
people responsible for making decisions that 
impact patient safety are as experienced and as 
expert as possible. Research on expert decision-
making in complex, dynamic domains, often 
referred to as Naturalistic Decision Making 
(NDM: [27, 38]), has demonstrated that the most 
important step in making a decision in these 
domains is to accurately assess the situation—
identify the problem, formulate a diagnosis, eval-
uate the risks. Mosier and Fischer [39] refer to 
this as the front end of the decision-making pro-
cess. Once the situation is known, the retrieval of 
a workable course of action, the back end of the 
process, is facilitated.

Expertise impacts the decision process in sev-
eral specific ways. First, expert decision makers 
exhibit high levels of competence and knowledge 
within the domain, and have experienced a wide 
variety of situations, instances, and cases they can 
draw upon (e.g. [40]). This means that a current 
case will often have features that match an event 
from the expert’s repertoire, facilitating quick and 
accurate situation assessment. Second, experts 
see and process information differently than nov-
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ices do. They can quickly identify critical cues—
that is, the subset of information most critical to 
accurate situation assessment—and attend to or 
categorise them. This impacts their ability to 
develop situation awareness and to create an accu-
rate mental model of the situation [41]. Experts 
are sensitive to changing values of information 
and can adapt their mental models to accommo-
date them [42]. They may use an iterative process, 
using feedback from the environment to adjust 
their actions and incorporate changes resulting 
from incremental decisions. In healthcare, for 
example, physicians often monitor results of a 
treatment to refine their diagnoses [43]. They also 
employ strategies to cope with dynamic situa-
tions—anticipating developments, prioritising 
tasks, and making contingency plans—and 
employ knowledge-based control to address con-
flicts or contradictions [39, 44]. The NDM frame-
work relies heavily on expertise and on intuitive 
rather than analytical processing, and capitalises 
on decision makers’ abilities to pattern match, to 
mentally simulate a course of action, and to use 
sense-making strategies to improve their under-
standing of a given situation.

30.5.1  �Metacognition

Experts not only monitor the situation but also 
how they are thinking and whether it is appropri-
ate for the situation at hand. They critique and 
correct their diagnosis until they arrive at a satis-
factory mental model of the situation, or further 
processing is too costly [45, 46]. They are able to 
shift strategies when faced with high uncertainty 
or unmet expectancies, taking an incremental 
approach or engaging in more analytical pro-
cesses [47, 48]. For example, expert surgeons 
perform many routine tasks automatically, but 
‘slow down’ and engage in effortful processing in 
preparation for nonroutine events or in response 
to unexpected events [49].

30.5.2  �Affect

Expertise also attunes the decision maker to 
affect that is in response to critical elements of 

the task context and that may have significance 
for their decisions. The affective reaction to a 
situation—particularly comfort or discomfort—
may represent a knowledge-based informational 
cue for decision-making. For example, when a 
situation is not recognised as familiar, affective 
responses such as unease or discomfort (‘some-
thing’s not right’) can motivate the expert to 
engage in more information gathering, or more 
substantive sense-making processes. Dominguez 
[50], for instance, reported that physicians fre-
quently refer to their comfort level while decid-
ing on whether or not to continue with 
laparoscopic surgery. This function of affect is 
similar to the role of ‘hunches’ in split-second 
decision-making.

30.5.3  �Communication 
and Decision-Making

All individuals involved in ensuring a patient’s 
safety must function collaboratively as a team. 
Because healthcare is a dynamic task environ-
ment, team members need to respond adaptively 
to changing conditions. Communication plays a 
pivotal role in this process [51], especially in 
healthcare as team members often perform 
sequentially and rely on information from the pre-
vious shift to guide their decisions and actions. 
Team members let others in on their reasoning 
and inform them about their intentions and expec-
tations [52]. Critically, expert teams ensure com-
mon ground and shared mental models by 
providing feedback [53], and work to mitigate 
decision-making and other errors through team-
centred communication [54, 55].

30.5.4  �Stress and Decision-Making

Stress related to the working conditions is defined 
by the World Health Organization as the response 
people may have when presented with work 
demands and pressures that are not matched to 
their knowledge and abilities, and which chal-
lenge their ability to cope. It occurs in a wide 
range of circumstances and may have a profound 
impact on decision-making which, in the medical 
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context, could negatively affect clinical out-
comes. Stress-related reductions in cognitive per-
formance (e.g. accuracy, reaction time, attention, 
memory) resulted in poorer patient safety out-
comes such as hospital acquired infections or 
medication errors [56].

It is therefore essential to address the causes 
of stress, which can be found both at the individ-
ual and at the organisational level. In the first 
case, it must be highlighted that medical practice 
has a solid rational basis made explicit through 
the clinical reasoning but, given the relationships 
doctors necessarily build with patients and other 
professionals, it also entails a strong emotional 
dimension that must be acknowledged [57]. 
Healthcare professionals experience emotions 
differently, quantitatively and qualitatively, and 
should be aware of their ‘emotional intelligence’ 
and trained on their ability to cope and react in 
case of stressful situations without stigmatisa-
tions [58, 59].

In the second case, from a system perspective, 
stressful conditions in the work environment 
must be identified and possibly mitigated—if not 
removed—in terms of both contents (working 
hours, monotony, participation and control) and 
contexts (job insecurity, teamwork, organisa-
tional culture, work-life balance). Doctors are 
requested to take charge of greater responsibili-
ties and demands, but resources are often limited 
resulting in risks of overload and burnout. 
Adequate staffing levels, human-capital invest-
ments, respect of working times and cultural 
changes in the medical organisations with a radi-
cal shift from competitiveness to collaboration 
and teamwork are therefore needed to reduce 
stress and its consequences [60].

30.6	 �Communication

‘Effective communication’ is recognised as a 
core non-technical skill [17], a means to provide 
knowledge, institute relationships, establish pre-
dictable behaviour patterns, and as a vital compo-
nent for leadership and team coordination [61, 
62]. It is crucial for delivering high-quality 
healthcare and has been acknowledged together 

with effective teamwork as an essential compo-
nent for patient safety [61, 63]. ‘Communication 
failures’ have long been recognised as a leading 
cause of unintentional patient harm [64]. More 
recently a report of 2587 sentinel medical adverse 
events, reviewed by the US Joint Commission 
over a 3-year period, cited ‘communication’ as a 
contributing factor in over 68% of cases [65].

However, ‘communication’ is a very broad 
term; pinning down a practical definition is diffi-
cult. In the wider academic literature, communi-
cation has been classified according to at least 
seven distinct philosophical approaches [66], of 
which at least two are relevant to non-technical 
skills training in healthcare: the information 
engineering (‘cybernetic’) approach and the 
social construction (‘sociocultural’) approach 
[67, 68]. The first defines communication as the 
linear transmission of ‘signal packages’ from a 
‘transmitter’ to a ‘receiver’ through a medium. 
The latter emphasises how team communication 
can create the dynamic context in which people 
work, implying that communication, rather than 
a neutral mean, is the primary social process 
through which a meaningful shared world is built 
[67]. There is also the field of ‘semiotics’—the 
study of signals and the nature of ‘meaning’ itself 
across different populations, demographics and 
cultures. These varied perspectives underscore 
the sociotechnical nature of all healthcare 
communication.

For the purposes of developing workable 
patient safety tools (and mindful of this very nar-
row context), communication can be defined as 
the transfer of meaning from one person to 
another [69]. In teams comprising health profes-
sionals with different backgrounds, roles, train-
ing and perspectives on care, the main purpose of 
communication is to facilitate among team 
members a shared mental model of a situation: 
the context, the goals, the tasks, the methods to 
be used, who will do what, etc. (i.e. ‘team situa-
tion awareness’). Thus, it is important to recog-
nise that ‘meaning’ is different to ‘information’ 
or ‘knowledge’, and effective communication 
therefore depends to some extent on the existing 
level of situation awareness of individual team 
members. For example, stating clearly that ‘the 
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patient’s blood pressure is 80/50’ is not per se 
effective communication of its meaning if the 
person hearing it does not know that this finding 
usually represents critical hypotension in an 
adult.

While effective teamwork requires much more 
than communication (see below), specific fail-
ures in communication can hinder the process of 
building a shared understanding of the situation 
between team members, leading to poor perfor-
mance and errors [70]. It follows that effective 
communication in healthcare teams can only be 
the result of dynamic iterative ‘two-way’ pro-
cesses that lead to an ‘equilibrium of understand-
ing’ among team members [69], and which can 
and must change with the input of new people 
and new information. Refining these processes 
can be seen as the basis for developing better 
‘communication skills’.

30.6.1  �Specific/Directed/
Acknowledged 
Communication

For ensuring effective team communication two 
aspects have been highlighted as fundamental 
[71]: the sharing of unique information held by 
team members in face-to-face environments and 
openness of information in virtual environments 
[72, 73]. To this one can add the implementation 
of closed-loop communication procedures that 
acknowledge the receipt of information and clar-
ify any inconsistencies in information interpreta-
tion [74].

The concept of ‘specific/directed/acknowl-
edged’ communication comes from simulation 
training [10]. ‘Specific’ refers to speaking clearly 
and the use of salient unambiguous descriptions, 
ideally using a ‘controlled vocabulary’ of terms 
with unique meanings as agreed by a discrete 
population of practitioners. An obvious example 
is the ‘military speak’ used in formal mission 
communications between soldiers, both in 
Hollywood movies and real life; however it 
should also be apparent that much of the diagnos-
tic and therapeutic jargon used by clinicians, 
based mostly on Latin and Greek terminology, is 

already a form of controlled vocabulary. 
Specificity is also reflected in a number of other 
practical ways [69]:

•	 Using the word ‘right’ only to mean chirality 
(as in ‘left’ or ‘right’) and avoiding its use to 
mean ‘Ok’ or ‘correct’ (as in ‘the left leg is the 
right leg for this operation, right?’)

•	 Using numbers rather than vague terms where 
applicable (‘the systolic is 200’ rather than 
‘the blood pressure’s high’, ‘I should be there 
in 10–20 min’ versus ‘I’ll be down soon’).

•	 Using the ‘five rights’ convention for prescrib-
ing and administering medications: checking 
the correct drug in the correct dose via the 
correct route at the correct time for the correct 
patient [75]; a convention routinely taught to 
nurses but not so consistently to doctors.

•	 Recognising and avoiding non-standard and 
ambiguous clinical abbreviations and acro-
nyms [76].

‘Directed’ means that information or instruc-
tions are explicitly directed to a nominated per-
son. For example, ‘Fran, please pass me the 
Yankauer sucker’ instead of ‘Somebody give me 
something for the bleeding’. Of course, the abil-
ity to direct information requires team members 
to know others’ names in the first place. One of 
the consistent elements of the WHO Surgical 
Safety Checklist is that team members introduce 
themselves by name and role [77]. A survey of 
OR teams showed that participants believed that 
knowing team member’s name and rank was 
important not only to team bonding but also to 
patient safety [78]. While intuitively attractive, 
more studies are required to determine whether 
directed vs. undirected communication has a 
reproducible impact on clinical safety.

‘Acknowledged’ communication seeks to con-
firm that what was said was not only heard, but 
also that what was heard matches what was said. 
In closed-loop communication, also known as 
‘read-back’ [79], the sender initiates communica-
tion, the receiver confirms that the communica-
tion has been heard and repeats the content, 
finally the sender verifies the accuracy of that 
content including an explicit accuracy check with 
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the recipient [62]. Closed communication loops 
improve the reliability of communication by hav-
ing the receiver of communication restate what 
was said by the sender to confirm understanding. 
[67]. Organisations requiring this type of closed-
loop communication can help smooth the com-
munication process and ensure critical 
information is correctly conveyed and under-
stood. This seems to be most useful, e.g. during 
surgery to confirm sponge count, during high-
risk patient handovers to ensure comprehensive 
information exchange and during medication 
ordering [67].

30.6.2  �Briefings and Handovers

Briefings are discrete meetings to provide mem-
bers of a team with specific information and/or 
instructions. Handovers (also called handoffs in 
the USA) are briefings that occur at a changeover 
between personnel who share similar roles. 
Briefings set the scene for team interaction, 
ensuring that care providers have a shared mental 
model of what is going to happen during a pro-
cess, and raising team situation awareness to 
identify any risk points and plan for contingen-
cies. When done effectively, briefings can estab-
lish predictability, reduce interruptions prevent 
delays and build social relationships and capital 
for future interactions [80]. Briefings are designed 
to prepare teams to counter threats and minimise 
error potential. Formal and informal protocols, 
checklists, scenario planning, and open team dis-
cussion are commonly used [81].

Handover problems have been implicated in a 
number of adverse event studies [82, 83]. 
Perioperative briefings have been proven effec-
tive in improving surgical teams climate and their 
efficiency of their work [84]. Interprofessional 
checklist briefings have been shown to reduce the 
number of communication failures and to pro-
mote proactive and collaborative team communi-
cation [85]. Nevertheless, there remain 
definitional and methodological problems with 
using the existing literature to support any con-
clusions of what best practice should be [86]. 
This appears to be reflected in a recent retrospec-

tive study of over 300,000 adult patients under-
going major surgery, where the risk of 
complications, hospital readmissions and/or 
death was 44% in cases where there was a com-
plete handover of anaesthetic care from one prac-
titioner to another during the case, compared 
with 29% when no handover occurred [87]. There 
is clearly still a lot to learn about how to preserve 
continuity of care safely from one caregiver to 
another; meanwhile, specific techniques have 
earned substantial worldwide popularity.

30.6.3  �SBAR

A structured communication technique called 
Situation, Background, Assessment, and 
Recommendation (SBAR) has been developed 
by the U.S. Navy nuclear submarine industry for 
high-risk situations and for its versatility has 
been adapted in healthcare setting [88]. The com-
munication process involving SBAR is as fol-
lows: the Situation is conveyed by the initiating 
individual and establishes the topic of discussion; 
the Background involves any information needed 
to make an informed decision for the patient such 
as the list of current medication, or recent vital 
signs; in Assessment, the individual initiating the 
SBAR report the patient’s situation and status; 
finally, the Recommendation is what the individ-
ual initiating the SBAR offers in terms of what 
they think should take place or be done [67].

A lower number of incident reports related to 
communication errors has been linked to SBAR 
tool in specific context such as effective in 
improving perception of communication between 
professionals and of the safety climate [89]. A 
recent review found moderate evidence for 
improved patient safety through SBAR 
implementation, especially when used to struc-
ture communication over the phone.

One study reported problems with the tradi-
tional SBAR tool during its implementation at a 
number of West Australian hospitals [90], most 
notably that (a) it was not intuitively obvious that 
personnel introduce themselves as part of the 
Situation phase, (b) sometimes certain members 
disputed the recommendations, and (c) some-
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times not all parties clearly understood the rec-
ommendations. The researchers proposed 
‘iSoBAR’ (where ‘I’ stands for Introductions, 
‘O’ stands for Observations and replaces ‘A’ for 
Assessment, which in turn becomes Agreed Plan, 
and ‘R’ becomes Readback to confirm the agreed 
plan of action). At the time of publication, this 
variant was still in use in West Australia [91]. A 
simpler variant, ISBAR (where ‘I’ stands for 
‘Identify’) has been adopted by healthcare 
authorities in other Australian States [92]; indeed 
in Australia implementation of some version of 
SBAR has been adopted as part of a national 
standard of clinical handover [93]. However, 
high-quality research on this widely used com-
munication tool, in whichever variant, is still 
wanting [94].

30.6.4  �Escalation of Concern: Graded 
Assertiveness

In most clinical situations, where there is a clear 
and agreed pathway for action and appropriate 
leadership, safety is best maintained by cooper-
ating with the plan and deferring to one’s superi-
ors. However plans do not always proceed as 
expected; if errors or mishaps occur, or an immi-
nent threat to safety arises, it is sometimes nec-
essary for healthcare providers to assert 
themselves in a clear and timely fashion to sup-
port patient safety [67]. As there are many hier-
archical structures in healthcare with many 
authority gradients between individuals, speak-
ing up to senior colleagues does not come natu-
rally to many people, especially junior personnel, 
even in the face of an overt safety issue. 
Organisations that employ clinicians with a duty 
of care to patients must therefore seek to 
empower staff by providing them with training 
in assertion techniques.

An example of assertive language is the two-
challenge rule, where a concern is stated at least 
two times to better ensure it has been heard. The 
CUS tool (Concerned, Uncomfortable, Safety 
issue) also part of the TeamSTEPPS framework 
escalates communication from an expression of 

concern through a command to stop. The escala-
tion of concern consists of, ‘I’m concerned’, ‘I’m 
uncomfortable’, ‘this is unsafe’, meaning ‘This is 
a potential serious problem. Stop and listen to 
me’. [148]. Frankel and Leonard [95] suggest 
that the true ‘test’ of teams and leaders occurs 
when the ‘line is stopped’ after someone raises a 
concern, which then turns out to have been a false 
alarm.

Another tool, derived from the aviation-based 
PACE algorithm [96], is Graded Assertiveness. 
The tool comprises four levels of assertion—
Observation, Suggestion, Challenge and 
Emergency—and has been adapted for use in 
clinical environments [69]. An example of the 
tool is given in Fig. 30.3.

30.7	 �Teamwork and Leadership 
Skills

A team can be defined as ‘a distinguishable set of 
two or more individuals who interact dynami-
cally, adaptively, and interdependently; who 
share common goals or purposes; and who have 
specific roles or functions to perform’ [97]. 
Successful teams are the product of time, effort 
and trust. As teams are also defined as social enti-
ties [98] that at times perform highly technical 
functions, there may be value in regarding health-
care teams as microcosms of a wider sociotechni-
cal system, particularly in regard to improving 
patient safety [99].

Be it in a community health service or a large 
hospital, teams come in many forms: teams 
overlapping with other teams, teams nested 
within teams, teams dispersed in time and geo-
graphical space. It is therefore not surprising 
that there is a large variation among doctors in 
their conceptualisations of what and where 
teams are [100]. It may not be obvious to an 
individual practitioner where the team is, or 
even if one exists, for the task they are trying to 
perform. Moreover, there is a growing (albeit 
belated) recognition that patients and their fami-
lies should be considered as part of the health-
care team [101].
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30.7.1  �The ‘Anatomy’ of Teams

While apparently ‘leaderless’ teams do exist, 
especially in nature, in the human world most 
successful teams have leaders and followers. The 
concept of leadership is complex, and is explored 
later in this chapter. In broad terms a leader is 
someone chosen (by the team itself or by others) 
to exercise authority and influence over the team. 
While good ‘followership’ requires a cooperative 
attitude, it too is not as straightforward a concept 
as it may seem. For example, followers need to 
know when and how to be assertive, even to their 
leader, when there is an overt threat to patient 
safety ([69]; see Sect. 30.6.4 above). Leaders and 
followers exhibit different characteristics in dif-
ferent types of teams.

30.7.2  �Unidisciplinary Teams

A unidisciplinary team is one where most of the 
members, if not all, essentially share the same 
skill set—an army of soldiers, for example. 
Unidisciplinary teams tend to be hierarchical, 
with ranks according to seniority or experience, 

and leaders of unidisciplinary teams have usually 
risen through these ranks, and thus share a com-
mon training background with their team mem-
bers. Ranks may be explicit (‘sergeant’, 
‘lieutenant’, ‘general’) or implicit (the ‘grand 
dame’ of a department, the ‘elder statesmen’ of a 
college or the ‘green’ registrar).

Unidisciplinary teams are very common in 
healthcare, e.g. clinical departments within a hos-
pital (‘Neurology’, ‘Physiotherapy’, ‘Anaesthesia’, 
etc.). Unidisciplinary team structures are task/ser-
vice focused and therefore are great for training 
and producing results (e.g. provision of a service) 
of a reproducible standard. It is also more likely 
that one member of the team can be substituted for 
another. When members of a unidisciplinary team 
communicate, there is usually a pre-existing level 
of shared understanding; as a result, a lot of mean-
ing in conversations, briefings and handovers can 
be conveyed implicitly (through assumptions, 
‘shorthand’ jargon/acronyms and non-verbal com-
munication) rather than explicitly.

Unfortunately, unidisciplinary teams tend to 
form ‘silos’—isolated hierarchies of expertise 
that communicate poorly with each other—a 
problem well known to healthcare [102].

Situation
A trainee anaesthetist is working with a consultant, who has been up all night on call.

The consultant has just intubated a patient. The trainee suspects an oesophageal intubation.

Level 4 : Emergency
Give order using standardised language and formal title, with consequence of failure to comply

"Dr Smith, *you must listen*. The patient is hypoxic.
Check the tube now or I will take over/call for help/hit the emergency button"

Level 1: Observation
Make a neutral factual observation about the situation

"The patient's chest doesn't appear to be moving."

Level 2 : Suggestion
Offer a face-saving alternative

"Perhaps I could ventilate manually while you listen to the chest."

Level 3 : Challenge
Question the plan and/or the assumptions

"Excuse me Sir, I don't see any sign of gas exchange, the O2 sats are starting to fall.
Are you sure the endotracheal tube is in the right place?"

Fig. 30.3  Graded Assertiveness. (Courtesy of ErroMed Pty. Ltd. (Reproduced with permission))
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30.7.3  �Multidisciplinary Teams

In multidisciplinary teams people with diverse 
backgrounds and skills are brought together for a 
particular purpose. Leaders of such teams will 
usually not share the same background or experi-
ence with many of their team members. Members 
tend to have discrete technical roles rather than 
hold rank.

An operating theatre team is an example of a 
multidisciplinary team (containing unidisci-
plinary sub-teams—anaesthesia, surgery, nurs-
ing, wardsmen, etc.—as well as the patient). In 
healthcare the output of these teams is tailored 
to individual patients, and heavily influenced by 
the input of all individuals in the team who each 
play a discrete role. Frequently it is difficult (if 
not impossible) to substitute one team member 
for another, or to do without a member who has 
a specific technical role. Unless such teams have 
worked closely together for a while, there is 
often little shared understanding between team 
members; consequently, implicit communica-
tion is unreliable, especially early in the life of 
the team.

Multidisciplinary teams counteract the nega-
tive effects of silos and have been shown to 
improve patient outcomes in a range of in-
hospital settings [103]. However, cohesive multi-
disciplinary teams are much harder to establish 
and maintain [104]. Successful multidisciplinary 
team leaders tend to employ situational leader-
ship and transferable command and control (see 
below).

30.7.4  �Committees

A committee is a group of interested but diverse 
individuals (‘stakeholders’) assembled in a struc-
tured forum governed by agreed rules and 
motions through which collective decisions can 
be made. The group is presided over by a chair-
person with limited nominal authority. A com-
mittee has the anatomical appearance of a team 
but its individual members are under no obliga-
tion per se to function like one, unless the com-

mittee has been convened to perform a specific 
function (e.g. a ‘steering committee’ or a ‘task 
force’), and even that is no guarantee that it will 
function well. There is surprisingly little research 
on how healthcare committees function. ‘The 
psychology of committees is a special case of the 
psychology of mobs’ [105].

30.7.5  �Improving Team Performance

Developing a behavioural marker system for 
team performance in high-risk clinical environ-
ments such as the operating theatre has been an 
ongoing global endeavour for at least three 
decades ([10, 14, 106, 107], [108]). The follow-
ing is a summary of the more commonly used 
markers.

30.7.6  �Calling for Help Early: Team 
Assembly

Declaring the need to form a team is a fundamen-
tal team competency. Calling for help early is the 
first step in the ‘chain of survival’ for improving 
outcomes from cardiac arrest ([109, 110]). Other 
examples of team assembly include a trainee 
knowing when to call their on-call superior, or a 
practitioner calling a colleague for advice, or to 
assist them if they are feeling unwell or 
overwhelmed.

30.7.7  �Team Structure: Clear Leader, 
Roles and Goals

In traditional command-and-control systems, a 
clear team structure and process is important. 
Trauma and resuscitation teams are more effec-
tive where there is a clearly defined team leader 
(see below) with other team members assum-
ing functional roles [111, 112]. Neonatal car-
diothoracic teams that rehearsed a ‘pit-crew’ 
style handover process with designated roles 
resulted in a faster handover with fewer techni-
cal errors [113].
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30.7.8  �Team-Oriented 
Communication

Effective teams employ a number of team-
oriented communication techniques such as 
briefings and handovers, specific/directed/
acknowledged communication, tools for enquiry/
advocacy/escalation of concern, etc. (see Sect. 
30.6 above). It is important for the leader to cre-
ate an atmosphere that fosters open exchange 
between team members [10] and encourages 
cooperative and assertive communication styles 
that are focused on the task at hand and ‘what is 
right’, rather than submissive and aggressive 
styles that are focused on power and ‘who is 
right’ [10, 69].

30.7.9  �Decision-Making

Decisions in teams are usually made by the 
leader, either autocratically or in consultation 
with other team members, depending on the 
urgency and clarity of the situation, and skills and 
experience of the team involved (see Sect. 30.7.15 
below).

The emergence of shared decision-making 
between clinicians and patients in a range of 
healthcare domains [114–116] is further valida-
tion of incorporating patients and their families 
as part of the wider clinical team. This is a vari-
ant of consultative leadership where the physi-
cian informs and guides the patient along a 
process of making decisions about their own 
care, which are then executed by the rest of the 
team.

30.7.10  �Managing Workload 
and Time

A team approach allows distribution of physical 
and cognitive workload across the human 
resources at hand [10]. For example, trauma 
teams work faster when members perform pre-
allocated roles [117], and the time to complete 
the primary survey has a direct bearing on patient 
outcomes [118, 119].

30.7.11  �Team Situation Awareness

Getting all members of a team to share a mental 
model of what needs to be done by whom and 
how is fundamental to effective team function. In 
using the term ‘shared mental model’ one can 
reinterpret Endsley’s SA model of shared percep-
tions, shared comprehension and shared projec-
tion to infer the need for a ‘team situation 
awareness’ that evolves with time and new infor-
mation just as individual SA does [120]. Creating 
a shared mental model has been shown to improve 
overall team performance in simulated settings, 
both in aviation [121] and in medical trauma 
[122]. Establishing and maintaining a dynamic 
and appropriate team SA may be considered an 
important communication role of the team leader 
(see below).

30.7.12  �Team Familiarity, Group 
Climate and Interpersonal 
Conflict

People who work together regularly perform bet-
ter together. Teams where members are already 
familiar with each other tend to use their (shared) 
cognitive resources more effectively, which in 
turn improves their performance [123]. 
Cumulative team experience and team familiarity 
significantly reduce surgical operative time [124]. 
Moreover, teams that are made up of friends usu-
ally perform better than teams of ad hoc acquain-
tances, especially in larger groups and with 
high-output/high-turnover tasks [125].

In a complex dynamic workplace, differences 
of opinion and indeed conflict are inevitable. With 
appropriate resolution practices in place, conflict 
can be marshalled as a positive way to sharpen 
clinical decision-making [126]. More usually 
however, conflict that involves intimidation, bul-
lying or verbal abuse over time has been cited as a 
cause of occupational stress, which in turn 
increases absenteeism and staff turnover [127, 
131]. This effect appears to be more likely among 
female workers who have children [127], a domi-
nant demographic of healthcare workers, espe-
cially in nursing and allied health. It seems 
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intuitive that interpersonal conflict within health-
care teams would be a threat to patient safety; 
indeed surveys and structured interviews confirm 
that healthcare workers strongly hold this percep-
tion [128, 129]. Interpersonal conflict is a key fea-
ture of whistle-blower cases of serious and serial 
patient harm [130]; however the conspicuous con-
flict in these cases is mostly a consequence of 
poor individual or team performance (and conflict 
over reporting this) rather than a cause. While 
there are some relevant case reports [132], there is 
to date surprisingly little systematic research link-
ing team conflict to adverse patient outcomes; this 
would suggest an avenue for future study.

30.7.13  �Debriefing

Debriefings are concise exchanges that occur after 
tasks or events, allowing team members to review 
what happened [67]. Debriefings may be psycho-
logical (especially after traumatic events), where 
team members are allowed a safe space to express 
their feelings about what occurred and to receive 
consolation and support; they may be technical 
(e.g. after a mission or procedure), where events 
and team/individual actions are systematically 
reviewed to improve future performance; or they 
may contain elements of both. Persons debriefing 
teams after a difficult clinical procedure, particu-
larly where there was a negative patient outcome, 
should be prepared to conduct both a psychologi-
cal and a technical debrief, or to defer one in 
favour of the other, as circumstances may demand. 
Debriefing may also be used to brainstorm new 
solutions to problems encountered during a pro-
cedure, or to consult experts from other clinical 
domains by the experts to enrich the collective 
wisdom of a care team. In this respect a well-run 
morbidity and mortality meeting can be viewed as 
a form of educational debriefing.

The benefit of providing single-session 
Critical Incident Stress Debriefing [133] or other 
variations of formalised psychological debrief-
ing, which is standard procedure in many health-
care institutions to personnel after traumatic 
adverse events, has been brought into question in 
a number of studies [134–136]. For a healthcare 

manager faced with personnel exposed to a trau-
matic event, the most practical advice can be 
summarised as follows [135]:

•	 The exposed person(s) should, in a timely and 
empathic manner, be offered information 
about the possible reactions they may experi-
ence, what they can do to help themselves if 
these occur, and where to get help if they want 
or need it.

•	 Early support should be made ready and avail-
able, but instigating interventions, if at all, 
should be based on an accurate assessment of 
need. Different people cope with stress in dif-
ferent ways.

•	 Interventions should be customised to the cul-
ture, personality and developmental level of 
the person.

•	 A rapid recovery, or even freedom from dis-
tress, may not be desired outcomes. This will 
depend on the goals and motivations of the 
individual person.

•	 Evaluate any interventions early and be pre-
pared to abandon something that isn’t helping, 
and design a new intervention as needed.

Thus, with certain staff, and in the hands of an 
experienced, vigilant and compassionate 
facilitator, there may be greater therapeutic value 
in an informal but personalised debriefing pro-
cess over time.

In any case it has been argued that putting 
the information gained from debriefing into an 
improvement process is more important than 
the debriefing itself [95]. A timely debriefing at 
the end of a session facilitates appropriate feed-
back [137] Teams should document items that 
did not go well and make suggestions for 
improvement. By documenting problems, 
teams can move towards fixing them and pre-
vent issues later on [67].

30.7.14  �Leadership, Command 
and Control

These are three distinct but overlapping 
concepts.
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•	 Leadership can be defined simply as the art of 
influencing others to achieve common objec-
tives in specific situations. Dixon [138] observed 
that people who are chosen to be leaders tend to 
be ‘task specialists’ or ‘social specialists’ or, 
rarely, both. These two leader types correlate 
with more modern descriptors of ‘transactional’ 
(task-oriented) vs. ‘transformational’ (team/
relationship-oriented) healthcare leaders [139]. 
Ideal leadership combines proficiency in techni-
cal command (see below) with at least two addi-
tional social roles—that of a ‘role model’ 
(someone who ‘shows the way’ by taking initia-
tive and inspiring junior members of the team to 
follow a shared vision) and that of a ‘shepherd’ 
(someone who cares for and protects the team, 
and encourages an environment in which the 
team can be most productive).

•	 It follows that just being a good technician/
tactician without social skills, or an affable 
‘people person’ without technical skills, does 
not per se make for a good clinical leader. 
[140] proposed a research-based framework 
for global evaluation of ED leadership behav-
iours that covers evaluation and planning 
behaviours (mission analysis, specifying 
goals, formulating strategy and reflection), 
action behaviours (patient and systems moni-
toring, providing guidance, error identifica-
tion and coordination) and interpersonal skills 
(conflict resolution, affect management, moti-
vation and communication).

•	 Command is the exercise of authority in the 
course of a task or a mission. Exercising author-
ity usually involves assessing a situation, mak-
ing decisions, giving orders and evaluating 
performance. Thus, command entails more 
than the mere wielding of resources (the defini-
tion of control—see below). For example, a 
consultant anaesthetist who is supervising a 
resident intubating a patient is in command, 
while the resident holding the laryngoscope is 
in control. A lone anaesthetist intubating a 
patient has both command and control.

•	 Command in complex emergencies can be 
divided into strategic (‘why are we doing 
this’), tactical (‘how are we doing this’) and 
operational (‘we’re doing this’). This com-

mand structure is known as ‘Gold-Silver-
Bronze’ in the UK and its application has 
extended from police responses to civil unrest 
[141] to the NHS management of large-scale 
medical incidents [142]. These principles 
apply equally to smaller scale command chal-
lenges, such as the running of a clinical depart-
ment or a busy outpatients clinic.

•	 Control is the actual wielding of resources in 
the course of performing a task or series of 
tasks. For example, the person holding the 
laryngoscope has control of an intubation 
(whether or not they were directed by others to 
do it) but may command others to perform 
supporting manoeuvres (e.g. cricoid pres-
sure), to get equipment or administer drugs.

•	 Understanding how these concepts interact 
influences leadership practice. For example, it 
is often difficult to maintain strategic and tac-
tical oversight of a complex task if one is bur-
dened with being technically ‘hands-on’. 
Cardiac arrest teams whose leaders took an 
active part in resuscitating were often less well 
structured, less dynamic and performed resus-
citation less effectively, leading to the concept 
of team leaders standing back and guiding the 
team remotely, or ‘lighthouse leadership’ 
[143]; this is now a standard part of advanced 
resuscitation team training.

30.7.15  �Leadership Styles 
and Situational Leadership

Leadership styles can also be classified by the 
steepness of the authority gradient between the 
team leader and team members. In an autocratic 
style, the authority gradient is steep, i.e. the 
leader expects orders to be followed without 
question, and team members have little or no 
opportunity to query, challenge, or offer input to 
the leader. In a consultative style, the authority 
gradient is more shallow: the leader more actively 
solicits views and input from the team, and it is 
easier for team members to question or advocate 
suggestions, although the leader makes the final 
decision (‘everyone gets their say but not every-
one gets their way’).
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Which style is better? In one theoretical model, 
the answer depends on the situation. For example, 
in a complex ill-defined scenario involving an 
experienced multidisciplinary team, a consultative 
approach would seem more constructive; on the 
other hand, in a well-defined time-critical emer-
gency with a novice team, invoking an autocratic 
drill would be more efficient. This is the concept 
of situational leadership—that good leaders adapt 
their style according to the available human 
resources and the needs of the situation [144].

Correlations have been found between Myers-
Briggs personality types and leadership styles 
[145]. This suggests that clinicians in charge may 
gravitate naturally to one or other leadership 
style—autocratic or consultative, ‘task-specialist’ 
or ‘social-specialist’—according to their person-
ality. It is important therefore for clinicians to 
recognise their own natural tendencies, and (e.g. 
through simulation) to seek out training in being 
the opposite; naturally deferential types could 
practice being more assertive; naturally auto-
cratic types could practice active listening. In this 
way the leader is better prepared to apply what-
ever appropriate style a situation may demand.

30.7.16  �Transferable Command 
and Control

In helicopter medical retrievals, the pilot is in 
overall tactical command and can modify or 
abort the mission at any time. However, as the 
rescue moves through different phases, different 
team members hold operational command, 
directing other team members (even the pilot) 
during the performance of key tasks. The pilot is 
in charge of getting the team to the site; the 
winchman oversees getting the medical crew to 
ground; the medical officer assesses the patient 
and is in charge of initial resuscitation; the para-
medic ensures the patient is safely secured on the 
stretcher; then it’s the winchman again, in charge 
of getting the patient and crew back into the heli-
copter; then back to the pilot, getting the chopper 
to the receiving hospital; and finally the medical 
officer is in charge of handing the patient over to 
the receiving emergency team. This concept of 
‘taking the con’ is a form of transferable leader-

ship [146] or transferable command and control, 
and can be applied to many multidisciplinary 
situations in healthcare, e.g. running an operating 
theatre, a busy diabetes outpatient clinic, or a 
community mental health service. It requires 
multidisciplinary team leaders to know and trust 
the different skill sets of their team members, and 
to balance autocratic and consultative leadership 
styles (see Sect. 30.7.15—see above).

30.8	 �Teaching Non-technical 
Skills

Training to ensure effective decision-making for 
patient safety should contain components of 
deliberate practice and feedback [147]. It is 
essential to expand the number and range of sce-
narios that decision makers have in their reper-
toires, and to develop the sense of what is 
important. High- and low-fidelity simulations are 
increasingly being used for research and training 
in dynamic domains such as healthcare (e.g. 
operating rooms; [148]). Low-fidelity approaches 
such as the ShadowBox™ method are effective 
ways to expose decision makers to a range of 
possible decision scenarios with coaching from 
experts on cues to monitor, issues to worry about, 
and interpretations of ambiguous situations [149, 
150]. Higher-fidelity training may include con-
textual features, such as the hospital or operating 
environment, and incorporate communication 
and teamwork in realistic simulations.

Over the last decade there has been increasing 
interest in the interprofessional team training—
doctors, nurses and allied staff training together 
as opposed to training within their craft groups—
to overcome the challenges of cultivating effec-
tive multidisciplinary teams and patient-centred 
care, particularly in crisis management scenarios 
[151, 152].

30.9	 �Summary

Supported by a large base of theoretical literature 
on human factors in both medical and non-
medical domains, non-technical skills are fast 
becoming an established and indispensable build-
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ing block of patient safety, and increasingly 
incorporated into many undergraduate and post-
graduate healthcare curricula. A growing body of 
research suggests that good NTS training 
improves healthcare processes and outcomes, 
mostly in simulated environments, but also in 
real-world environments, especially in critical 
care fields such as anaesthesia, surgery and emer-
gency medicine. While there remain substantial 
challenges in developing methodologies to better 
define and refine the role of NTS in improving 
healthcare outcomes, this domain is a rich seam 
for future study.

References

	 1.	Nasir ANB, Ali DF, et al. Technical skills and non-
technical skills: predefinition concept. Presentation 
at the IETEC’11 Conference, Kuala Lumpur, 
Malaysia. 2011. http://ietec.apaqa.org/wp-con-
tent/uploads/IETEC-2011-Proceedings/papers/
Conference%20Papers%20Refereed/Monday/MP2/
MP2.320.pdf. Accessed 20 Oct 2019.

	 2.	Beaty D.  The human factor in aviation accidents. 
New York: Stein & Day; 1969.

	 3.	Vernon HM.  Accidents and their prevention. 
Cambridge: Cambridge University Press; 1936.

	 4.	Helmreich RL, Merritt AC, Wilhelm JA.  The 
evolution of crew resource management train-
ing in commercial aviation. Int J Aviat Psychol. 
1999;9(1):19–32.

	 5.	 Job M. “Did he not clear the runway  – the Pan 
American?” (The 1977 Tenerife air disaster). In:  Air 
disaster, vol. 1. Australia: Aerospace Publications; 
1994. p. 164–80.

	 6.	 Job M. “I don’t like this…” (The 1979 Mt Erebus 
air disaster). In:  Air disaster, vol. 2. Australia: 
Aerospace Publications; 1996a. p. 61–82.

	 7.	 Job M. “Mayday! We’re not going to make it to the 
airport!” (The 1978 Portland air disaster). In:  Air 
disaster, vol. 2. Australia: Aerospace Publications; 
1996b. p. 36–46.

	 8.	Muñoz-Marrón D. Human factors in aviation: CRM 
(Crew Resource Management). Psychologist Pap. 
2018;39(3):191–9.

	 9.	Leape LL.  Error in medicine. JAMA. 
1994;272(23):1851–7.

	 10.	Gaba DM, Fish KJ, Howard SK.  Crisis manage-
ment in anesthesia. Philadelphia, PA: Churchill 
Livingstone; 1993.

	 11.	Risser DT, Rice MM, Salisburt ML, Simon R, 
Jay GD, Berns SD, The MedTeams Research 
Consortium. The potential for improved teamwork 
to reduce medical errors in the emergency depart-
ment. Ann Emerg Med. 1999;34(3):373–83.

	 12.	 Institute of Medicine. To err is human: building a 
better Health system. Washington, DC: National 
Academies Press; 1999.

	 13.	Department of Health [UK]. An organization with 
a memory: report of an expert group on learning 
from adverse events in the NHS. London: Stationery 
Office; 2000.

	 14.	Fletcher G, Flin R, et  al. Anaesthetists’ Non-
Technical Skills (ANTS): evaluation of a behavioural 
marker system. Br J Anaesth. 2004;90(5):580–8.

	 15.	Yule S, Flin R, et al. Development of a rating sys-
tem for surgeons’ non-technical skills. Med Educ. 
2006;40(11):1098–104.

	 16.	Mishra A, Catchpole K, McCulloch P.  The 
Oxford NOTECHS system: reliability and valid-
ity of a tool for measuring teamwork behaviour 
in the operating theatre. Qual Saf Health Care. 
2009;18(2):104–8.

	 17.	King HB, Battles J, Baker DP, Alonso A, Salas E, 
Webster J, Toomey L, Salisbury M. TeamSTEPPS™: 
team strategies and tools to enhance performance and 
patient safety. In: Henriksen K, Battles JB, Keyes 
MA, et al., editors. Advances in patient Safety: new 
directions and alternative approaches, Performance 
and tools, vol. 3; 2008. http://www.ncbi.nlm.nih.
gov/pubmed/21249942.

	 18.	Reason J.  Beyond the organisational accident: the 
need for “error wisdom” on the frontline. BMJ Qual 
Saf. 2004;13:ii28–33.

	 19.	National Patient Safety Agency. Foresight train-
ing resource pack. 2008. https://webarchivena-
tionalarchivesgovuk/20171030133314/http://
wwwnrlsnpsanhsuk/resources/patient-safety-topics/
human-factors-patient-safety-culture/?entryid45=59
840&p=2. Accessed 21 Oct 2019.

	 20.	Taylor-Adams S, Vincent C.  Systems analysis of 
clinical incidents: the London protocol. Clin Risk. 
2004;10:211–20.

	 21.	Queensland Health. Best practice guide to clinical 
incident management. 2014. p. 67. https://clinicalex-
cellence.qld.gov.au/sites/default/files/2018-01/clini-
calincidentguide.pdf. Accessed 21 Oct 2019.

	 22.	Rodriguez-Paz JM, Kennedy M, Salas E, Wu AW, 
Sexton JB, Hunt EA, Provonost PJ.  Beyond “see 
one, do one, teach one”: toward a different training 
paradigm. BMJ Qual Saf. 2009;18:63–8.

	 23.	Kotsis SV, Chung KC. Application of See One, Do 
One, Teach One Concept in Surgical Training. Plast 
Reconstr Surg. 2013;131(5):1194–1201.

	 24.	Weller JM, Nestel D, et  al. Simulation in clinical 
teaching and learning. Med J Aust. 2012;196(9):594.

	 25.	Zwaan L, Len LTS, et  al. The reliability and 
usability of the anesthesiologists’ non-technical 
skills (ANTS) system in simulation research. 
Adv Simul. 2016;1(18) https://doi.org/10.1186/
s41077-016-0013-2.

	 26.	Endsley MR.  Towards a theory of situation 
awareness in dynamic systems. Hum Factors. 
1995;37(1):32–64.

	 27.	Klein G. Naturalistic decision making. Hum Factors. 
2008;50(3):456–60.

30  Non-technical Skills in Healthcare

http://ietec.apaqa.org/wp-content/uploads/IETEC-2011-Proceedings/papers/Conference Papers Refereed/Monday/MP2/MP2.320.pdf
http://ietec.apaqa.org/wp-content/uploads/IETEC-2011-Proceedings/papers/Conference Papers Refereed/Monday/MP2/MP2.320.pdf
http://ietec.apaqa.org/wp-content/uploads/IETEC-2011-Proceedings/papers/Conference Papers Refereed/Monday/MP2/MP2.320.pdf
http://ietec.apaqa.org/wp-content/uploads/IETEC-2011-Proceedings/papers/Conference Papers Refereed/Monday/MP2/MP2.320.pdf
http://www.ncbi.nlm.nih.gov/pubmed/21249942
http://www.ncbi.nlm.nih.gov/pubmed/21249942
https://webarchive.nationalarchives.gov.uk/20171030133314/http://www.nrls.npsa.nhs.uk/resources/patient-safety-topics/human-factors-patient-safety-culture/?entryid45=59840&p=2
https://webarchive.nationalarchives.gov.uk/20171030133314/http://www.nrls.npsa.nhs.uk/resources/patient-safety-topics/human-factors-patient-safety-culture/?entryid45=59840&p=2
https://webarchive.nationalarchives.gov.uk/20171030133314/http://www.nrls.npsa.nhs.uk/resources/patient-safety-topics/human-factors-patient-safety-culture/?entryid45=59840&p=2
https://webarchive.nationalarchives.gov.uk/20171030133314/http://www.nrls.npsa.nhs.uk/resources/patient-safety-topics/human-factors-patient-safety-culture/?entryid45=59840&p=2
https://webarchive.nationalarchives.gov.uk/20171030133314/http://www.nrls.npsa.nhs.uk/resources/patient-safety-topics/human-factors-patient-safety-culture/?entryid45=59840&p=2
https://clinicalexcellence.qld.gov.au/sites/default/files/2018-01/clinicalincidentguide.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/2018-01/clinicalincidentguide.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/2018-01/clinicalincidentguide.pdf
https://doi.org/10.1186/s41077-016-0013-2
https://doi.org/10.1186/s41077-016-0013-2


430

	 28.	Klein GA. Sources of power: how people make deci-
sions. Cambridge, MA: MIT Press; 1998.

	 29.	Fioratou E, Flin R, Glavin R, Patey R. Beyond moni-
toring: distributed situation awareness in anaesthe-
sia. BJA. 2010;105(1):83–90.

	 30.	Flynn J, Slovic P, Mertz CK. Gender, race, and per-
ception of environmental health risks. Risk Anaysisl. 
1994;14(6):1101–8.

	 31.	Braun BI, Harris AD, Richards CL, Belton BM, 
Dembry L-M, Morton DJ, Xiao Y. Does health care 
role and experience influence perception of safety 
culture related to preventing infections? Am J Inf 
Control. 2010;41(7):638–41.

	 32.	Greenwald AG.  The totalitarian ego: fabrica-
tion and revision of personal history. Am Psychol. 
1980;35(7):603–18.

	 33.	Ubel PA, Smith DM, Zikmund-Fisher BJ, Derry HA, 
McClure J, Stark A, Wiese C, Greene S, Jancovic 
A, Fagerlin A. Testing whether decision aids intro-
duce cognitive biases: results of a randomized trial. 
Patient Educ Couns. 2009;80(2):158–63.

	 34.	Renn O.  Concepts of risk: a classification. In: 
Krimsky S, Golding D, editors. Social theories of 
risk. Westport, CT: Praeger; 1992. p. 53–79.

	 35.	Slovic P.  Perception of risk. Science. 
1987;236(4799):280–5.

	 36.	Oh S-H, Paek H-J, Hove T. Cognitive and emotional 
dimensions of perceived risk characteristics, genre-
specific media effects, and risk perceptions: the case 
of H1N1 influenza in South Korea. Asian J Comm. 
2015;25(1):14–32.

	 37.	Choudry NK, Anderson GK, Laupacis A, Ross-
Degnan D, Norman ST, Soumerai SB. Impact of 
adverse events on prescribing warfarin in patients 
with atrial fibrillation: matched pair analysis. BMJ. 
2006;332(7534):141–5.

	 38.	Klein GA. A recognition-primed decision (RPD) 
model of rapid decision making. In: Klein GA, 
Orasanu J, Calderwood R, Zsambok CE, edi-
tors. Decision making in action: models and 
methods. Norwood, NJ: Ablex Publishing; 1993. 
p. 138–47.

	 39.	Mosier KL, Fischer UM.  Judgment and decision 
making by individuals and teams: issues, models 
and applications. In: Harris D, editor. Reviews of 
human factors, vol. 6. Santa Monica, CA: Human 
Factors and Ergonomics Society; 2010. p. 198–256. 
Reprinted in Harris D, Li W, editors. Decision mak-
ing in aviation. Burlington, VT: Ashgate; 2015. 
p. 139–97.

	 40.	Charness N, Tuffiash M.  The role of expertise 
research and human factors in capturing, explaining, 
and producing superior performance. Hum Factors. 
2008;50(3):427–32.

	 41.	Endsley MR. Expertise and situation awareness. In: 
Ericsson KA, Hoffman RR, Kozbelt A, Williams 
AM, editors. The Cambridge handbook on expertise 
and expert performance. Cambridge: Cambridge 
University Press; 2018. p. 714–41.

	 42.	Waag WL, Bell HH. Situation assessment and deci-
sion making in skilled fighter pilots. In Zsambok, CE, 

Klein, G. Naturalistic decision making. Mahwah, 
NJ: Lawrence Erlbaum Associates, Publishers. 
1997:247–54.

	 43.	Orasanu J, Connolly T. The reinvention of decision 
making. In: Klein GA, Orasanu J, Calderwood R, 
Zsambok CE, editors. Decision making in action: 
models and methods. Norwood, NJ: Ablex; 1993. 
p. 3–20.

	 44.	Morineau T, Morandi X, LeMoëllic N, Diabira 
S, Riffaud L, Haegelen C, Hénaux P-L, Jannin 
P.  Decision making during preoperative surgical 
planning. Hum Factors. 2009;51(1):67–77.

	 45.	Cohen M. Knowns, known unknowns, and unknown 
unknowns: synergies between intuitive and delib-
erative approaches to time, uncertainty, and informa-
tion. In: Mosier KL, Fischer UM, editors. Informed 
by knowledge: expert performance in complex situa-
tions. New York: Taylor & Francis; 2011. p. 371–91.

	 46.	Khoo L, Mosier K.  The impact of time pressure 
and experience on information search and decision-
making processes. J Cogn Eng Decis Making. 
2008;2:275–94.

	 47.	Klein G.  The power of intuition. New  York: 
Doubleday; 2003.

	 48.	Moulton CE, Regehr G, Mylopoulos M, MacRae 
HM. Slowing down when you should: a new model of 
expert judgment. Acad Med. 2007;82(10):S109–16.

	 49.	Moulton CE, Regehr G, Lingard L, Merritt C, 
MacRae H. ‘Slowing down when you should’: 
initiators and influences of the transition from 
the routine to the effortful. J Gastrointest Surg. 
2010;14(6):1019–26.

	 50.	Dominguez CO.  Expertise and metacognition in 
laparoscopic surgery: a field study. In:  Proceedings 
of the Human Factors and Ergonomic Society 
45th Annual Meeting, Minneapolis/St. Paul; 2001. 
p. 1298–303.

	 51.	Orasanu J, Fischer U. Team cognition in the cock-
pit: Linguistic control of shared problem solving. 
In:Proceedings of the 14th Annual Conference of the 
Cognitive Science Society. Hillsdale, NJ: Erlbaum. 
1992:189–94.

	 52.	Manser T, Foster S, Flin R, Patey R. Team commu-
nication during patient handover from the operating 
room: more than facts and figures. Hum Factors. 
2013;55(1):138–56.

	 53.	Johannesen L.  Maintaining common ground: an 
analysis of cooperative communication in the 
operating room. In: Nemeth CP, editor. Improving 
healthcare team communication: building on les-
sons from aviation and aerospace. Aldershot, UK: 
Ashgate; 2008. p. 179–203.

	 54.	Fischer U, Orasanu J.  Error-challenging strategies: 
their role in preventing and correcting errors. In:  
Proceedings of the Human Factors and Ergonomics 
Society 44th Annual Meeting, San Diego, CA, vol. 
1; 2000. p. 30–3.

	 55.	Mosier K, Fischer U, Hoffman R, Klein G. Expert 
professional judgments and “Naturalistic Decision 
Making”. In: Ericsson KA, Hoffman RR, Kozbelt 
A, Williams AM, editors. The Cambridge handbook 

S. Prineas et al.



431

on expertise and expert performance. New  York: 
Cambridge University Press; 2018. p. 453–75.

	 56.	Tawfik DS, Profit J, Morgenthaler TI, Tutty MA, 
West CP, Shanfelt TD. Physician Burnout, Well-
being, and Work Unit Safety Grades in Relationship 
to Reported Medical Errors. Mayo Clin Proc. 
2018;93(11):1571–80.

	 57.	Croskerry P, Abbass A, Wu AW. Emotional influences 
in patient safety. J Patient Saf. 2010;6(4):199–205. 
http://www.ncbi.nlm.nih.gov/pubmed/21500605.

	 58.	Heyhoe J, Birks Y, Harrison R, O’Hara JK, Cracknell 
A, Lawton R. The role of emotion in patient safety: 
are we brave enough to scratch beneath the sur-
face? J R Soc Med. 2016;109(2):52–8. https://doi.
org/10.1177/0141076815620614.

	 59.	Kozlowski D, Hutchinson M, Hurley J, Rowley J, 
Sutherland J. The role of emotion in clinical deci-
sion making: an integrative literature review. BMC 
Med Educ. 2017;17(1):255. https://doi.org/10.1186/
s12909-017-1089-7.

	 60.	Walsh G, Hayes B, Freeney Y, McArdle S. Doctor, 
how can we help you? Qualitative interview study to 
identify key interventions to target burnout in hospi-
tal doctors. BMJ Open. 2019;9(9):e030209. https://
doi.org/10.1136/bmjopen-2019-030209.

	 61.	Flin R, Winter J, Sarac C, Raduma M. Human factors in 
patient safety: review of topics and tools. World Health 
Organisiation; 2009. https://wwwwhoint/patientsafety/
research/methods_measures/human_factors/human_
factors_reviewpdf. Accessed 3 Nov 2019.

	 62.	Salas E, Wilson KA, Murphy CE, King H, 
Salisbury M.  Communicating, coordinating, 
and cooperating when lives depend on it: tips 
for teamwork. Jt Comm J Qual Patient Saf. 
2008c;34(6):333–41. https://doi.org/10.1016/
s1553-7250(08)34042-2.

	 63.	Kodate N, Ross AJ, Anderson JE, Flin R.  Non-
technical skills (NTS) for enhancing patient Safety: 
achievements and future directions. In:  Working 
papers 201227. Dublin: Geary Institute, University 
College Dublin; 2012.

	 64.	Leonard M, Graham S, Bonacum D. The human fac-
tor: the critical importance of effective teamwork 
and communication in providing safe care. Qual Saf 
Health Care. 2004;13:i85. https://doi.org/10.1136/
qshc.2004.010033.

	 65.	The Joint Commission. Sentinel event data: root 
causes by event type 2004–2015. 2016. https://hcupdat
efileswordpresscom/2016/02/2016-02-se-root-causes-
by-event-type-2004-2015pdf. Accessed 21 Oct 2019.

	 66.	Craig RT, Muller HL.  Theorizing communication: 
readings across traditions. Passim. Los Angeles: 
Sage Publishers; 2007.

	 67.	Lo LCPSI. Teamwork and communication in health-
care a literature review. Canadian Patient Safety 
Institute; 2011. https://www.patientsafetyinstitute.
ca/en/toolsResources/teamworkCommunication/
Documents/. Accessed 3 Nov 2019.

	 68.	Prineas S, Smith AF, Tan SGM.  To begin…. In: 
Cyna AM, Andrew MI, Tan SGM, Smith AF, edi-

tors. Handbook of communication in anaesthesia 
and intensive care. Oxford: Oxford University Press; 
2011. p. 3–16.

	 69.	Prineas S. Safety-critical communication. In: Cyna 
AM, Andrew MI, Tan SGM, Smith AF, editors. 
Handbook of communication in anaesthesia and 
intensive care. Oxford: Oxford University Press; 
2011. p. 189–200.

	 70.	Stout RJ, Cannon-Bowers JA, Salas E, Milanovich 
DM.  Planning, shared mental models, and coor-
dinated performance: an empirical link is estab-
lished. Hum Factors. 1999;41(1):61–71. https://doi.
org/10.1518/001872099779577273.

	 71.	Salas E, Shuffler ML, Thayer AL, Bedwell WL, 
Lazzara EH.  Understanding and improving team-
work in organizations: a scientifically based practi-
cal guide. Hum Resour Manag. 2015;54(4):599–622. 
https://doi.org/10.1002/hrm.21628.

	 72.	Mesmer-Magnus J.  Information sharing and 
team performance: a meta-analysis. CREWS. 
2009;94:535. https://doi.org/10.1037/a0013773.

	 73.	Mesmer-Magnus JR, DeChurch LA, Jimenez-
Rodriguez M, Wildman J, Shuffler M.  A meta-
analytic investigation of virtuality and information 
sharing in teams. Organ Behav Hum Decis Process. 
2011;115(2):214–25. https://doi.org/10.1016/j.
obhdp.2011.03.002.

	 74.	McIntyre RM, Salas E. Measuring and managing for 
team performance: Emerging principles from com-
plex environments. In R. Guzzo and E. Salas, (Eds.): 
Team effectiveness and decision making in organiza-
tions. San Francisco: Jossey-Bass. 1995:9–45.

	 75.	ASHP.  ASHP guidelines on preventing medi-
cation errors in hospitals. Am J Hosp Pharm. 
1993;50(5):305–14.

	 76.	Davis NM.  Medical abbreviations: 55,000 conve-
niences at the expense of communication and safety. 
16th ed. Warminster, PA: Neil M Davis Publishing; 
2020.

	 77.	World Alliance for Patient Safety. Implementation 
manual, surgical safety checklist. Geneva: World 
Health Organistaion; 2008. https://wwwwhoint/
patientsafety/safesurgery/ss_checklist/en/. Accessed 
19 Nov 2019.

	 78.	Bodor R, Nguyen BJ, Broder K. Were are going to 
name names and call you out! Improving the team 
in the academic operating theatre environment. Ann 
Plast Surg. 2017;78(5 Suppl 4):S222–4.

	 79.	Brown JP.  Closing the communication loop: using 
readback/hearback to support patient safety. Jt 
Comm J Saf Qual. 2004;30(8):460–4.

	 80.	Makary MA, Thompson D, Rowen L, Heitmiller 
ES, Maley WR, Black JH, et  al. Operating room 
briefings: working on the same page. Jt Comm J 
Qual Patient Saf. 2006;32(6):351–5. https://doi.
org/10.1016/S1553-7250(06)32045-4.

	 81.	Allard J, Bleakley A, Hobbs A, Coombes L.  Pre-
surgery briefings and safety climate in the operating 
theatre. BMJ Qual Saf. 2011;20(8):711–7. https://
doi.org/10.1136/bmjqs.2009.032672.

30  Non-technical Skills in Healthcare

http://www.ncbi.nlm.nih.gov/pubmed/21500605
https://doi.org/10.1177/0141076815620614
https://doi.org/10.1177/0141076815620614
https://doi.org/10.1186/s12909-017-1089-7
https://doi.org/10.1186/s12909-017-1089-7
https://doi.org/10.1136/bmjopen-2019-030209
https://doi.org/10.1136/bmjopen-2019-030209
https://www.who.int/patientsafety/research/methods_measures/human_factors/human_factors_review.pdf
https://www.who.int/patientsafety/research/methods_measures/human_factors/human_factors_review.pdf
https://www.who.int/patientsafety/research/methods_measures/human_factors/human_factors_review.pdf
https://doi.org/10.1016/s1553-7250(08)34042-2
https://doi.org/10.1016/s1553-7250(08)34042-2
https://doi.org/10.1136/qshc.2004.010033
https://doi.org/10.1136/qshc.2004.010033
https://hcupdate.files.wordpress.com/2016/02/2016-02-se-root-causes-by-event-type-2004-2015.pdf
https://hcupdate.files.wordpress.com/2016/02/2016-02-se-root-causes-by-event-type-2004-2015.pdf
https://hcupdate.files.wordpress.com/2016/02/2016-02-se-root-causes-by-event-type-2004-2015.pdf
https://www.patientsafetyinstitute.ca/en/toolsResources/teamworkCommunication/Documents/
https://www.patientsafetyinstitute.ca/en/toolsResources/teamworkCommunication/Documents/
https://www.patientsafetyinstitute.ca/en/toolsResources/teamworkCommunication/Documents/
https://doi.org/10.1518/001872099779577273
https://doi.org/10.1518/001872099779577273
https://doi.org/10.1002/hrm.21628
https://doi.org/10.1037/a0013773
https://doi.org/10.1016/j.obhdp.2011.03.002
https://doi.org/10.1016/j.obhdp.2011.03.002
https://www.who.int/patientsafety/safesurgery/ss_checklist/en/
https://www.who.int/patientsafety/safesurgery/ss_checklist/en/
https://doi.org/10.1016/S1553-7250(06)32045-4
https://doi.org/10.1016/S1553-7250(06)32045-4
https://doi.org/10.1136/bmjqs.2009.032672
https://doi.org/10.1136/bmjqs.2009.032672


432

	 82.	Arora V, Johnson J, et  al. Communication failures 
in patient sign-out and suggestions for improvement: 
a critical incident analysis. Qual Saf Health Care. 
2005;14:401–7.

	 83.	Pezzolesi C, Schifano F, Pickles J, Randell W, 
Hussain Z, Muir H, Dhillon S.  Clinical handover 
incident reporting in one UK general hospital. Int J 
Qual Health Care. 2010;22(5):396–401.

	 84.	Makary MA, Mukherjee A, Sexton JB, Syin D, 
Goodrich E, Hartmann E, et  al. Operating room 
briefings and wrong-site surgery. J Am Coll Surg. 
2007;204(2):236–43. https://doi.org/10.1016/j.
jamcollsurg.2006.10.018.

	 85.	Lingard L, Espin S, Rubin B, Whyte S, Colmenares 
M, Baker GR, et  al. Getting teams to talk: devel-
opment and pilot implementation of a checklist to 
promote interprofessional communication in the 
OR.  Qual Saf Health Care. 2005;14(5):340–6. 
https://doi.org/10.1136/qshc.2004.012377.

	 86.	Cohen MD, Hilligoss PB.  The published litera-
ture on handoffs in hospitals: deficiencies identi-
fied in an extensive review. Qual Saf Health Care. 
2010;19(6):493–7.

	 87.	Jones PM, Cherry RA, et  al. Association between 
handover of anesthesia care and adverse postopera-
tive outcomes among patients undergoing major sur-
gery. JAMA. 2018;319(2):143–53.

	 88.	Guttman OT, Lazzara EH, Keebler JR, Webster 
KLW, Gisick LM, Baker AL.  Dissecting commu-
nication barriers in healthcare: a path to enhancing 
communication resiliency, reliability, and patient 
safety. J Patient Saf. 2018; https://doi.org/10.1097/
PTS.0000000000000541.

	 89.	Randmaa M, Mårtensson G, Swenne CL, Engström 
M. SBAR improves communication and safety cli-
mate and decreases incident reports due to commu-
nication errors in an anaesthetic clinic: a prospective 
intervention study. BMJ Open. 2014;4(1):e004268. 
https://doi.org/10.1136/bmjopen-2013-004268.

	 90.	Porteous J, Stewart-Wynne EG, Connolly M, 
Crommelin PF. iSoBAR – a concept and handover 
checklist: the National Clinical Handover Initiative. 
Med J Aust. 2009;190(11):S152–6.

	 91.	Department of Health [West Australia]. Clinical 
handover guideline. 2017. https://ww2health-
wagovau/~/media/Files/Corporate/general%20
documents/Quality/PDF/Clinical-Handover-
Guidelinepdf. Accessed 2 Nov 2019.

	 92.	SA Health, Safety and Quality Unit. ISBAR  - a 
standard mnemonic to improve clinical communi-
cation. 2016. https://www.sahealth.sa.gov.au/wps/
wcm/connect/public+content/sa+health+internet/
c l i n i c a l + r e s o u r c e s / c l i n i c a l + t o p i c s /
communicating+for+safety/isbar+-+identify+situati
on+background+assessment+and+recommendation. 
Accessed 3 Nov 2019.

	 93.	Australian Commission for Quality and Safety 
in Health Care. Safety and quality improvement 
guide - standard 6: clinical handover. 2012. https://
wwwsafetyandqualitygovau/sites/default/files/

migrated/Standard6_Oct_2012_WEBpdf. Accessed 
2 Nov 2019.

	 94.	Müller M, Jürgens J, Redaèlli M, Klingberg K, 
Hautz WE, Stock S.  Impact of the communica-
tion and patient hand-off tool SBAR on patient 
safety: a systematic review. BMJ Open. 2018, 
August 1;8:e022202. https://doi.org/10.1136/
bmjopen-2018-022202.

	 95.	Frankel A, Leonard M. Essential components for a 
patient Safety strategy. Periop Nurs Clin. 2008;3:263. 
https://doi.org/10.1016/j.cpen.2008.08.004.

	 96.	Besco RO. To intervene or not to intervene? The co-
pilot’s “catch 22.” Developing flight crew survival 
skills through the use of “P.  A. C.  E.” Paper pre-
sented at the Twenty-Fifth International Seminar of 
the International Society of Air Safety Investigators, 
Paris, France, 3–7 Oct 3–7 1994.

	 97.	Salas E, Diaz Granados D, Klein C, Burke CS, Stagl 
KC, Goodwin GF, Halpin SM. Does team training 
improve team performance? A meta-analysis. Hum 
Factors. 2008b;50(6):903.

	 98.	Salas E, Cooke NJ, Rosen MA.  On teams, team-
work, and team performance: discoveries and devel-
opments. Hum Factors. 2008a;50(3):540–7.

	 99.	Carayon P.  Sociotechnical systems approach 
to healthcare quality and patient safety. Work. 
2012;41(1):3850–4.

	100.	Rydenfält C, Borell J, Erlingsdottir G. What do doc-
tors mean when they talk about teamwork? Possible 
implications for interprofessional care. J Interprof 
Care. 2019;33(6):714–23.

	101.	Okun S, Schoenbaum SC, Andrews D, Chidambaran 
P, Cholette V, Gruman J, Leal S, Lown BA, 
Mitchell PH, Parry C, Prins W, Ricciardi R, Simon 
MA, Stock R, Strasser DC, Webb E, Wynia MK, 
Henderson D. Patients and health care teams forg-
ing effective partnerships. New  York: Institute 
of Medicine of the National Academies; 2014. 
https://nam.edu/wp-content/uploads/2015/06/
PatientsForgingEffectivePartnerships1.pdf. 
Accessed 9 Nov 2019.

	102.	Hajek AM. Breaking down clinical silos in health-
care. Front Health Serv Manag. 2013;29(4):45–50.

	103.	Epstein NE.  Multidisciplinary in-hospital teams 
improve patient outcomes: a review. Surg Neurol Int. 
2014;5(Suppl 7):S295–303.

	104.	Firth-Cozens J.  Multidisciplinary teamwork: the 
good, the bad and everything in between (Editorial). 
BMJ Qual Saf. 2001;10(2):65–6.

	105.	Green C. The decline and fall of science. London: 
Hamish Hamilton; 1976.

	106.	Helmreich RL, Shaefer H-G. Team performance in 
the operating room. In: Bogner MS, editor. Human 
error in medicine. Mahwah, NJ: Lawrence Erlbaum 
Associates Inc.; 1994. p. 225–54.

	107.	Klampfer B, Flin R, Helmreich RL, Häusler R, 
Sexton B, Fletcher G, Field P, Staender S, Lauche K, 
Dieckmann P, Amacher A. Enhancing performance 
in high-risk environments: recommendations for the 
use of behavioural markers. Workshop presented at 

S. Prineas et al.

https://doi.org/10.1016/j.jamcollsurg.2006.10.018
https://doi.org/10.1016/j.jamcollsurg.2006.10.018
https://doi.org/10.1136/qshc.2004.012377
https://doi.org/10.1097/PTS.0000000000000541
https://doi.org/10.1097/PTS.0000000000000541
https://doi.org/10.1136/bmjopen-2013-004268
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general documents/Quality/PDF/Clinical-Handover-Guideline.pdf
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general documents/Quality/PDF/Clinical-Handover-Guideline.pdf
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general documents/Quality/PDF/Clinical-Handover-Guideline.pdf
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general documents/Quality/PDF/Clinical-Handover-Guideline.pdf
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/clinical+topics/communicating+for+safety/isbar+-+identify+situation+background+assessment+and+recommendation
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/clinical+topics/communicating+for+safety/isbar+-+identify+situation+background+assessment+and+recommendation
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/clinical+topics/communicating+for+safety/isbar+-+identify+situation+background+assessment+and+recommendation
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/clinical+topics/communicating+for+safety/isbar+-+identify+situation+background+assessment+and+recommendation
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/clinical+topics/communicating+for+safety/isbar+-+identify+situation+background+assessment+and+recommendation
https://www.safetyandquality.gov.au/sites/default/files/migrated/Standard6_Oct_2012_WEB.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Standard6_Oct_2012_WEB.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Standard6_Oct_2012_WEB.pdf
https://doi.org/10.1136/bmjopen-2018-022202
https://doi.org/10.1136/bmjopen-2018-022202
https://doi.org/10.1016/j.cpen.2008.08.004
https://nam.edu/wp-content/uploads/2015/06/PatientsForgingEffectivePartnerships1.pdf
https://nam.edu/wp-content/uploads/2015/06/PatientsForgingEffectivePartnerships1.pdf


433

the Swissair Training Centre, Zurich, 5–6 July 2001. 
https://www.raes-hfg.com/reports/notechs-swiss.
pdf. Accessed 18 Nov 2019.

	108.	Rosenman ED, Branzetti JB, Fernandez R. Assessing 
Team Leadership in Emergency Medicine: The 
Milestones and Beyond. J Grad Med Educ. 
2016;8(3): 332–40.

	109.	Nolan J, Soar J, Eikeland H. The chain of survival. 
Resuscitation 2006;71(3):270–1.

	110.	Perkins GD, Lockley AS, de Belder MA, Moore F, 
Weissberg P, Gray H. National initiatives to improve 
outcomes from out-of-hospital cardiac arrest in 
England. Emerg Med J. 2016;33(7):448–51.

	111.	Ford K, Menchine M, Burner E, Arora S, Inaba K, 
Demetriades D, Yersin B. Leadership and teamwork 
in trauma and resuscitation. West J Emerg Med. 
2016;17(5):549–56.

	112.	Holcomb JB, Dumire RD, Crommett JW, Stamateris 
CE, Fagert MA, Cleveland JA, Dorlac GR, 
Dorlac WC, Bonar JP, Hira K, Aoki N, Mattox 
KL. Evaluation of trauma team performance using 
an advanced human patient simulator for resuscita-
tion training. J Trauma. 2002;52(6):1078–85; dis-
cussion 85–6.

	113.	Catchpole KR, de Leval MR, McEwan A, Pigott 
N, Elliott MJ, McQuillan A. Patient handover from 
surgery to intensive care: using Formula 1 pit-stop 
and aviation models to improve safety and quality. 
Pediatr Anaesth. 2005;17(5):470–8.

	114.	Elwyn G, Frosch D, Thomson R, Joseph-Williams 
N, Lloyd A, Kinnersley P, Cording E, Tomson D, 
Dodd C, Rollnick S, Edwards A, Barry M. Shared 
decision making: a model for clinical practice. J Gen 
Intern Med. 2012;27(10):1361–7.

	115.	Grad R, Légaré F, Bell NR, Dickinson JA, Singh 
H, Moore AE, Kasperavicius D, Kretschmer 
KL.  Shared decision making in preventive health 
care: what it is; what it is not. Can Fam Physician. 
2017;63(9):682–4.

	116.	Hoffman TC, Légaré F, Simmons MB, McNamara 
K, McCaffery K, Trevena LJ, Hudson B, Glasziou 
PP. Shared decision making: what do clinicians need 
to know and why should they bother? Med J Aust. 
2014;201(1):35–9.

	117.	Driscoll PA, Vincent CA.  Organising an efficient 
trauma team. Injury. 1992a;23(2):107–10.

	118.	Driscoll PA, Vincent CA. Variation in trauma resus-
citation and its effect on patient outcome. Injury. 
1992b;23(2):111–5.

	119.	Tiel Groenestege-Kreb D, van Maarseveen 
LL. Trauma team. BJA. 2014;113(2):258–65.

	120.	Endsley MR, Jones WM.  A model of inter- and 
intrateam situation awareness: implications for 
design, training and measurement. In: McNeese M, 
Salas E, Endsley M, editors. New trends in coop-
erative activities: understanding system dynam-
ics in complex environments. Human Factors and 
Ergonomics Society: Santa Monica, CA; 2001. 
p. 46–67.

	121.	Mathieu JE, Heffner TS, Goodwin GF, Salas E, 
Cannon-Bowers JA.  The influence of shared men-

tal models on team process and performance. J Appl 
Psychol. 2000;85(2):273–83.

	122.	Westli KH, Johnsen BH, Eid J, Rasten I, Brattebø 
G.  Teamwork skills, shared mental models, 
and performance in simulated trauma teams: 
an independent group design. Scand J Trauma 
Resus Emerg Med. 2010;18(47):47. https://doi.
org/10.1186/1757-7241-18-47.

	123.	Hayes P. The impact of team familiarity on perfor-
mance: ad hoc and pre-formed emergency service 
teams. In: Owen C, editor. Human factors challenges 
in emergency service management. Boca Raton, FL: 
CRC Press; 2017. p. 97–124.

	124.	Maruthappu M, Duclos A, Zhou CD, Lipsitz SR, 
Wright J, Orgill D, Carty MJ. The impact of team 
familiarity and surgical experience on operative 
efficiency: a retrospective analysis. J R Soc Med. 
2016;109(4):147–53.

	125.	Chung S, Lount RB, Park HM, Park ES. Friends 
with performance benefits: a meta-analysis on the 
relationship between friendship and group perfor-
mance. Pers Soc Psych Bull. 2018;44(1):63–79.

	126.	Haraway DL, Haraway WM III.  Analysis of the 
effect of conflict-management and resolution train-
ing on employee stress at a healthcare organization. 
Hosp Top. 2005;83(4):11–7.

	127.	Bridger RS, Day AJ, Morton K.  Occupational 
stress and employee turnover. Ergonomics. 
2013;56(11):1629. https://doi.org/10.1080/0014013
9.2013.836251.

	128.	El-Hosany WA. Interpersonal conflict, job satisfac-
tion, and team effectiveness among nurses at Ismalia 
General Hoispital. J Nurs Ed Prac. 2017;7(3):115–27.

	129.	Cullati S, Bochatay N, Maitre F, Laroche T. When 
team conflicts threaten quality of care: A study of 
healthcare professionals’ experiences and percep-
tions. Mayo Clin Proc. 2019;3(1):43–51.

	130.	Cleary S. Nurse Whistleblowers in Australian 
Hospitals: a Critical Case Study. PhD Thesis sub-
mitted to Deakin Unversity. 2014; available at http://
dro.deakin.edu.au/eserv/DU:30067381/cleary-
nurse-2014A.pdf accessed 071020.

	131.	Gilioli R, Campanini P, Fichera GP, Punzi S, 
Cassito MG.  Emerging aspects of psyochosocial 
risks: violence and harassment at work. Med Lav. 
2006;97(2):160–4.

	132.	Patton CM. Conflict in health care: a literature review. 
Internet J Healthcare Admin. 2014;9(1):1–11.

	133.	Mitchell JT. When disaster strikes: the critical inci-
dent stress debriefing process. J Emerg Med Serv. 
1983;8:36–9.

	134.	Bisson JI, McFarlane AC, Rose S.  Psychological 
debriefing [Special issue: Guidelines for treatment 
of PTSD]. J Traum Stress. 2000;4:555–8.

	135.	Bisson JI, McFarlane AC, Rose S, Ruzek JI, Watson 
PJ.  Psychological debriefing for adults. In: Foa 
EB, Keane TM, Friedman MJ, Cohen JA, editors. 
Effective treatments for PTSD. 2nd ed. New York: 
Guilford Press; 2009. p. 83–105.

	136.	van Emmerich AA, Kamphuis JH, Hulsbosch AM, 
Emmelkamp PM.  Single session debriefing after 

30  Non-technical Skills in Healthcare

https://www.raes-hfg.com/reports/notechs-swiss.pdf
https://www.raes-hfg.com/reports/notechs-swiss.pdf
https://doi.org/10.1186/1757-7241-18-47
https://doi.org/10.1186/1757-7241-18-47
https://doi.org/10.1080/00140139.2013.836251
https://doi.org/10.1080/00140139.2013.836251
http://dro.deakin.edu.au/eserv/DU:30067381/cleary-nurse-2014A.pdf
http://dro.deakin.edu.au/eserv/DU:30067381/cleary-nurse-2014A.pdf
http://dro.deakin.edu.au/eserv/DU:30067381/cleary-nurse-2014A.pdf


434

psychological trauma: a meta-analysis. Lancet. 
2002;360(9335):766–71.

	137.	Salas E, Wilson KA, Burke CS, Priest HA.  Using 
simulation-based training to improve patient 
safety: what does it take? Jt Comm J Qual Patient 
Saf. 2005;31(7):363–71. https://doi.org/10.1016/
S1553-7250(05)31049-X.

	138.	Dixon NS. Leaders of men. In:  On the psychology 
of military incompetence. London: Pimlico Books; 
1976. p. 216–8.

	139.	Sfantou DF, Laliotis A, Patelarou AE, Sifaki-Pistolla 
D, Matalliotakis M, Patelarou E.  Importance of 
leadership style towards quality of care measures in 
healthcare settings: a systematic review. Healthcare 
(Basel). 2017;5(4):73. https://doi.org/10.3390/
healthcare5040073.

	140.	Cooper S, Wakeham A. Leadership of resuscita-
tion teams: “lighthouse leadership”. Resuscitation. 
1999;42:27–45.

	141.	Home Office, United Kingdom. Critical incident 
management. 2018. https://assets.publishing.ser-
vice.gov.uk/government/uploads/system/uploads/
attachment_data/file/736743/critical-incident-man-
agement-v12.0ext.pdf. Accessed 11 Nov 2019.

	142.	Nursing Times. Strategic command arrangements 
for the NHS during a major incident. 2009. https://
wwwnursingtimesnet/archive/strategic-command-
arrangements-for-the-nhs-during-a-major-inci-
dent-14-08-2009/. Accessed 11 Nov 2019.

	143.	Stefanidis D, Sevdalis N, Paige J, Zevin B, Aggarwal 
R, Grantcharov T, Jones DB et al. Simulation 
in Surgery: What’s needed next? Ann Surg. 
2015;261(5):846–53.

	144.	Stoller JK.  The clinician as leader: why, 
how and when. Ann Am Thorac Soc. 
2017;14(11):1622–6.

	145.	Ojala A-K. Leadership styles and traits in the public 
sector. 2013. https://pdfs.semanticscholar.org/fec6/
d955dc878484802da99172f39c44c2668ad8.pdf. 
Accessed 11 Nov 2019.

	146.	Prineas S, Wynne D, Cartmill J, Morris R, Dunn 
S, Mackender D, The ErroMed Group. Teamwork. 
In:  Human factors and patient safety training pro-
gramme [Programme de formation sur les facteurs 
humains en relation avec la sécurité des patients]. 
Quebec: Health and Social Services; 2008. ISBN 
978-2-550-53753-3.

	147.	Ericsson KA.  The differential influence of expe-
rience, practice, and deliberate practice on the 
development of superior individual performance of 
experts. In: Ericsson KA, Hoffman RR, Kozbelt A, 
Williams AM, editors. The Cambridge handbook 
on expertise and expert performance. New  York: 
Cambridge University Press; 2018. p. 745–69.

	148.	Agency for Healthcare Research and Quality. CUS 
Tool - Improving Communication and Teamwork 
in the Surgical Environment Module. (Content 
last reviewed May 2017). Agency for Healthcare 
Research and Quality, Rockville, MD. Available at 
https://www.ahrq.gov/hai/tools/ambulatory-surgery/
sections/implementation/training-tools/cus-tool.
htmlaccessed 7 Oct 2020.

	149.	Klein G, Borders J.  The ShadowBox approach to 
cognitive skills training: an empirical evaluation. J 
Cogn Eng Decis Making. 2016;10:268–80.

	150.	Klein G, Hintze N, Saab D.  Thinking inside the 
box: the ShadowBox method for cognitive skill 
development. In: Chaudet H, Pellegrin L, Bonnardel 
N, editors. Proceedings of the 11th International 
Conference on Naturalistic Decision Making, 
Marseille, France, 21–24 May 2013. Paris, France: 
Arpege Science Publishing; 2013.

	151.	Manser T. Teamwork and patient safety in dynamic 
domains of healthcare: a review of the literature. 
Acta Anaesth Scand. 2009;53(2):143–51.

	152.	Stephens T, Hunningher A, Mills H, Freeth D. An 
interprofessional training course in crises and human 
factors for perioperative teams. J Interprof Care. 
2016;30(5):685–8.

Open Access   This chapter is licensed under the terms of the Creative Commons Attribution 4.0 International License 
(http://creativecommons.org/licenses/by/4.0/), which permits use, sharing, adaptation, distribution and reproduction in 
any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to 
the Creative Commons license and indicate if changes were made.

The images or other third party material in this chapter are included in the chapter's Creative Commons license, 
unless indicated otherwise in a credit line to the material. If material is not included in the chapter's Creative Commons 
license and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to 
obtain permission directly from the copyright holder.

S. Prineas et al.

https://doi.org/10.1016/S1553-7250(05)31049-X
https://doi.org/10.1016/S1553-7250(05)31049-X
https://doi.org/10.3390/healthcare5040073
https://doi.org/10.3390/healthcare5040073
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/736743/critical-incident-management-v12.0ext.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/736743/critical-incident-management-v12.0ext.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/736743/critical-incident-management-v12.0ext.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/736743/critical-incident-management-v12.0ext.pdf
https://www.nursingtimes.net/archive/strategic-command-arrangements-for-the-nhs-during-a-major-incident-14-08-2009/
https://www.nursingtimes.net/archive/strategic-command-arrangements-for-the-nhs-during-a-major-incident-14-08-2009/
https://www.nursingtimes.net/archive/strategic-command-arrangements-for-the-nhs-during-a-major-incident-14-08-2009/
https://www.nursingtimes.net/archive/strategic-command-arrangements-for-the-nhs-during-a-major-incident-14-08-2009/
https://pdfs.semanticscholar.org/fec6/d955dc878484802da99172f39c44c2668ad8.pdf
https://pdfs.semanticscholar.org/fec6/d955dc878484802da99172f39c44c2668ad8.pdf
https://www.ahrq.gov/hai/tools/ambulatory-surgery/sections/implementation/training-tools/cus-tool
https://www.ahrq.gov/hai/tools/ambulatory-surgery/sections/implementation/training-tools/cus-tool
http://creativecommons.org/licenses/by/4.0/

	30: Non-technical Skills in Healthcare
	30.1	 Introduction
	30.1.1 Practical Overview of NTS Training Topics in Healthcare

	30.2	 Performance Shaping Factors
	30.3	 Planning and Preparation Skills
	30.4	 Situation Awareness and Perception of Risk
	30.4.1 ‘Perception of Risk’

	30.5	 Expert Decision-Making
	30.5.1 Metacognition
	30.5.2 Affect
	30.5.3 Communication and Decision-Making
	30.5.4 Stress and Decision-Making

	30.6	 Communication
	30.6.1 Specific/Directed/Acknowledged Communication
	30.6.2 Briefings and Handovers
	30.6.3 SBAR
	30.6.4 Escalation of Concern: Graded Assertiveness

	30.7	 Teamwork and Leadership Skills
	30.7.1 The ‘Anatomy’ of Teams
	30.7.2 Unidisciplinary Teams
	30.7.3 Multidisciplinary Teams
	30.7.4 Committees
	30.7.5 Improving Team Performance
	30.7.6 Calling for Help Early: Team Assembly
	30.7.7 Team Structure: Clear Leader, Roles and Goals
	30.7.8 Team-Oriented Communication
	30.7.9 Decision-Making
	30.7.10 Managing Workload and Time
	30.7.11 Team Situation Awareness
	30.7.12 Team Familiarity, Group Climate and Interpersonal Conflict
	30.7.13 Debriefing
	30.7.14 Leadership, Command and Control
	30.7.15 Leadership Styles and Situational Leadership
	30.7.16 Transferable Command and Control

	30.8	 Teaching Non-technical Skills
	30.9	 Summary
	References




