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You all know what human factors are. If you're not 
sure, complete this e-learning module and watch this 
video to remind yourself. Then complete this testing 
module. We haven't linked to the "famous" human 
factors video...but maybe we should! Here's the 
original Elaine Bromiley video, and here's the new 
video. If you've seen that video too many times 
already, here's an alternative. There's also a basic 
introduction online course available free, and if you 
fancy paying, you can even get a certificate for 
completion!

Now you've reminded yourself of human factors, 
watch this video of a real mistake, and identify the 
human factors and non technical skills that you can 
see. You may find it helpful to use the table below to 
guide your watching.

Wellbeing and fatigue management are all part of 
human factors. We haven't included our wellbeing 
topics here as there's too much to cover if we include

DESIGN IS ALSO A PART OF 
HUMAN FACTORS
Human factors is a hot topic. We've got 
*loads* of resources on this, so we 
thought we’d put some together in an 
iBook! To supplement your RCEM 
learning, look at the #humanfactors 
hashtag on twitter and all the links 
signposted to in the book.
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everything! It's wonderfully covered in the college 
RCEM wellbeing book already. We also haven't written 
anything on effective teams, followership or leadership 
- maybe you could fill that gap for us?

Design is also a part of human factors. We've all seen 
the "intended path" vs the "actual path" in the park - 
and medicine is no different. If a short cut can be taken, 
it will be. The CHFG has resources that are well worth 
a listen. How often do you use a sign like in the picture 
then wonder why no-one noticed the sign?

This collection of human factors resources has been 
highlighted by the RCEMLearning blogs team, and 
painstakingly put into blog format by our amazing 
creative director Nigel @strata5. As well as clinical 
education, the RCEMLearning team are passionate 
about non clinical education, and hope you enjoy this 
collection
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https://www.rcemlearning.co.uk/modules/the-resus-lottery/
https://www.rcemlearning.co.uk/modules/the-resus-lottery/
https://www.rcemlearning.co.uk/modules/the-resus-lottery/
https://www.rcemlearning.co.uk/modules/the-resus-lottery/
https://www.youtube.com/watch?v=JzlvgtPIof4
https://www.youtube.com/watch?v=JzlvgtPIof4
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https://www.patientstories.org.uk/comment/joshuas-story-uncovering-the-morecambe-bay-nhs-scandal-by-james-titcombe-obe/#comment-49058
https://www.futurelearn.com/courses/human-factors-healthcare
https://www.futurelearn.com/courses/human-factors-healthcare
https://www.youtube.com/watch?v=IEIaegVWnmA&t=85s
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https://www.rcem.ac.uk/docs/Sustainable%20Working/0.%20Wellness%20Compendium%20(June%202019).pdf
https://www.rcem.ac.uk/docs/Sustainable%20Working/0.%20Wellness%20Compendium%20(June%202019).pdf
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A new patient for another team comes in, and a new 
Clinician arrives and demands your help and doesn’t 
understand why you can’t be with them. Why don’t 
they understand? Almost certainly, they have no 
situational awareness. How we think and how we 
make decisions is a fascinating and very important 
subject, and this brief blog post only really touches 
the surface of it. We make thousands of decisions 
every day without thinking about them.

Outside of work, do you walk into people whilst 
you’re head down reading RCEMLearning blogs? 
Did you walk into the riots because you didn’t notice 
them? Situational awareness is important in every 
situation.

We will look at the three levels of situational 
awareness: how we prioritise, think and how we 
make some decisions.
 
What is situational awareness?

“The perception of elements in the environment 
within a volume of time and space, the 
comprehension of their meaning, and the projection 
of their status in the near future.” (Endsley 1995)

“One’s ability to remain aware of everything that is 
happening at the same time and to integrate that 
sense of awareness into what one is doing at the 
moment” (Haines & Flateau, 1992).
Level One: Awareness
Level one of situational awareness is looking at the 
elements in the environment — collecting the basic 
data about the patient and situation. This includes 
things like basic observations, blood test results and 
knowing other members of the team are present, but 

SITUATIONAL 
AWARENESS IN THE ED
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Do you know what is going on with you 
and around you? Have you been in a 
situation where there are nine poorly 
patients in the resuscitation room, and 
you are the only Clinician looking after 
them?

PRIORITISATION & SITUATIONAL AWARENESS
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also knowing that a fifth patient is due into your four 
bed resus room.

This will help prevent you becoming biased or 
blinkered in what you see. I see a lot of blinkering in 
the ED. The easiest ED-based example is you have 
a patient with atrial fibrilliation that started an hour 
ago (!! Speedy triage). They need electrical 
cardioversion, and have consented to that. Is that 
the right thing to do? If resus is empty and there’s no 
patients waiting then yes, it is. If resus is already 
doubled up, we’re 5 Nurses short, and have a four 
hour wait maybe not. It’s a case of being aware of 
everything, and balancing the needs of the patient 
with the needs of the department.

Another common ED example is everyone ignoring 
the crash buzzer because they need to get those 
’emergency antibiotics’ in.

To make sure you get all the information you need to 
make an excellent decision, it might be useful to 
‘scan & search’, pay attention, expect the 
unexpected and share the mental model 
considering:
Patient: Right patient, right time. What are the 
patient’s symptoms and observations?

Environment:

Physical: Is it too noisy for me to do this? Can I 
control that? Are there too many distractions?

Human: 

Am I “HALT”? Hungry, Angry, Late or Lonely, Tired. 
What else is happening in the department? Did the 
“team huddle” earlier revealed we are 5 Nurses short 
tonight. Pilots use “I’m Safe” to identify any potential 
decision making problems before crunch point

Task: 

What is my goal? Is it to diagnose the patient, or to 
treat the numbers?

Time: 

Is now the right time to be doing this? How much 
time have I got?

Some of this information will be delivered or 
“pushed” to you, like the patient’s general 
appearance and the noise levels around you. Some 
information you will have to request or “pull”, like the 
observations. If you don’t push and pull all of the 
information, you run the risk of being biased in your 
information gathering approach.

Level Two: Comprehension

For level two awareness you begin to use the 
separate level 1 elements to understand what is 
happening. 

This might be:

Realising the monitor shows asystole because the 
leads have become unstuck.

Realising the respiratory rate has dropped because 
the fascia iliac block caused the pain stimulus to 
disappear, and the morphine has just kicked in.

Understanding the information requires a lot more 
cognitive (brain) function than just knowing the 
information. It is harder to learn this from textbooks 
alone. It needs people to recognise and interpret 
patterns, and see whether their patient fits.

It is during level two situational awareness that we 
might become cognitively biased, and need to 
employ strategies to stop this. Have you noticed that 
you suddenly see lots of cases of prostatitis after 
you’ve just had a teaching session on prostatitis? Or 
that the stroke team diagnose patients with strokes 
that you don’t think have had a stroke? 

These are all biases that we need to be aware of.
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How do you avoid being biased?

• We often use ‘sharing the mental model’ when 
talking about human factors. By this we mean tell 
the team what you think might be happening. If 
you list your differentials, it shows to them you 
have been thinking and helps avoid bias. A time-
out or cognitive stop point can give you more time, 
and enable you to:

– Consider alternatives
– List your differential diagnoses
– Look to see if anything does not fit

• Minimise interruptions

• Make sure your system is set up for you to 
succeed, without the holes of the swiss cheese 
lining up. If you don’t encourage change, things 
will never improve. Marginal gains make big 
differences small steps at a time.

– Encourage accountability
– Change systematic factors
– Encourage improvement

• Training
– Practice high risk moments
– Simulation

• Cognitive Unloading

Cognitive Unloading

So what is cognitive unloading? I think this is one of 
the most useful aids to decision making – freeing up 
non-essential use of your brain power, so you can 
get on with the essentials!

Memory is divided in to three areas: sensory 
memory, working memory and long-term memory. 
Sensory information is only stored very briefly (0.5 to 
2 seconds), and we have very little conscious control 
over it. Our conscious awareness is where 
information is transiently stored and processed. It 
can be thought of as a mental workspace that we 
can use to store important information in the
course of our current activity. We only use a fraction 
of the storage available. It contains all the 
information we have acquired and

stored over our whole lives, including our 
experiences, knowledge, and how to perform tasks. 
Try to remember this series of numbers, then repeat 
it back immediately without looking;

5 1 3 6 8 4

Now try to do the same thing but before repeating it 
back, recite your own phone number, and then hold 
your breath for 20 seconds.

Why do you think it was more difficult the second 
time? Working memory is limited in capacity and 
duration. If distracted, or interrupted, and we switch 
our attention, we may lose the information in this 
memory store as we replace it with the new 
information. Cognitive load refers to the total amount 
of mental effort being used in the working memory, 
or your mental workload The “cognitive load” or “total 
working memory load” is the sum of intrinsic 
cognitive load and the extraneous cognitive load. In 
a medical workplace, to make a diagnosis a 
practitioner needs to process and integrate 
information that is retrieved from multiple sources, 
e.g. the patient, notes, blood results, previous 
experiences etc. If too much information or too many 
tasks are given simultaneously, you may not
be able to retain and process all the information; this 
is known as cognitive overload or maximum 
bandwidth.

There are many ways you can “cognitively unload” 
and in the emergency department, where lots of 
things use up your cognitive power, this is always 
recommended. Things like checklists, prompt cards, 
resource files, guidelines and algorithms help, as 
does sharing the mental model.

Level 3 Projection

The highest level of situational awareness is to 
predict the likely course. Your patients can notice 
this higher level of skill too ‘I’m just waiting for your 
blood tests, but I expect they would be normal and 
you can go home’. 

6

PRIORITISATION & SITUATIONAL AWARENESS



More significant examples might be:

Nursing staff getting the difficult airway trolley out in 
a failed intubation.

The foundation doctor booking an intensive care 
bed.

This highest level of situational awareness is 
important in allowing members of the team to be 
proactive rather than reactive, and it requires 
everyone to ask “what if”. It should be listened too. 
You need to make sure that you project your 
thoughts, but also truly make sure the rest of the 
team has understood and ‘heard’ what you are 
saying. If you think of the Elaine Bromiley case, 
there was projection as the difficult airway kit was 
retrieved, but the message was not heard.

In Summary

Some people find it useful to “listen to their GUT” 
when thinking about situational awareness, and 
make sure you project from level one to level three. 
You might find this checklist useful in helping you to 
cognitively unload.

Gather Information

• Scan & search
• Pay attention, avoid fixation error
• Remain watchful, expect the unexpected
• Share the mental model

Understand the Information

• Pattern recognition, interpretation & evaluation
• Compare to what you know & what you expect
• Critique it, consider the integrity of the information
• Diagnose it, what does it mean?

Think Ahead

• Extrapolate & project beyond the ‘now’
• Ask “what if?” and ‘be ahead of the curve’

How to be a good registrar
Theres a lot of tips out there for surviving as a new 
doctor, or as an old doctor. The transition from SHO 
to SpR is something that many are ready for, and 
many have picked up their own tips for. Some 
people are a little bit more apprehensive, and would 
appreciate some more tips. Here are a few 
suggestions from the @slemfoam team with special 
thanks to @240minDoc.

This is written much better here:

1 – Get a good handover

When you start a shift, make sure you know the 
plans for patients, and follow the plans up. Check for 
results, and when theyre back, prompt the doctor.
Walk round the department so that every member of 
staff, porters, nurses and doctors know who is in-
charge for the shift, and who to get in touch with.
Have a look in all hidden cubicles and corridors and 
find the sick patient that no-one knows about.

2 – Encourage discussions with the juniors

Make sure they know they can, and should, ask you 
about patients. Chase them up if they don’t. Talk 
through your logic, so they can learn for next time. 
Signpost them to appropriate learning resources and 
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protocols – and make sure they know about 
@slemfoam!

3 – Review patients

You get told to always see patients that are 
discussed with you, and its difficult to. See the first 
patient every junior discusses with you, and then you 
get a better gut feeling of the juniors capability. If 
something doesn’t sound right, the junior asks you 
to, you’re not sure or it just doesn’t make sense, be 
more likely to see the patient. Be extra careful with 
children – even if you’re just asked to review an x-
ray, check the right body part has been imaged

4 – Encourage Breaks

Even when you don’t feel the department can handle 
it, remind your juniors to have breaks. Remember 
HALT – you’re more likely to make mistakes when 
you are hungry, angry, late or tired. This applies to 
you as well as your team!

5 – Solve problems

If someone tells you about a problem, solve it there 
and then, and don’t try and brush it under the carpet. 
If you hear about an angry patient, or a patient that 
doesn’t want to leave, go and see them – you can 
often nip problems in the bud.

6 – Know who you can ask for help

The medics, surgeons, orthopods etc., are there to 
help. If they refuse a referral go and see the patient, 
then speak to them. You can then identify whether 
your junior needs some help with referrals or 
whether the specialty registrar needs some 
guidance.

7 – Err on the side of caution

If you’re not sure whether a patient should go home 
or should come in, always admit the patient. Theres 
no prizes for sending people home, but a lot to be 
lost by sending them home too soon. If your junior 
thinks you’re being overcautious, and you’re still not 
sure – admit the patient anyway – they’ve asked for 
your advice because they’re not really 100% sure.

8 – Maintain your portfolio

This is a pain, but really needs doing. Get an app on 
your phone to log all your FOAM, and procedures. 
Make sure you know what assessments need doing 
by the end of the year – I get google to pop up with 
the list once a week to remind me. It doesn’t work, 
but anything is worth a try.

Theres lots to try and get done. Think about having a 
learning month, an assessment month, and an 
ultrasound month – and rotating them all around.

9 – Party

Organise the departmental parties. Theres nothing 
like a party to break down barriers. Make sure you’re 
not too friendly with the juniors – once crossed, the 
line between friend and senior can be difficult to 
cross again – and respect is difficult to re-earn.
Its also a good time to make friends with the rota 
coordinator…

10 – Lead By Example

Pick up the patient nobody wants to see at 07:30 
after a busy night – it gives you kudos with juniors & 
nursing staff. If they see you with your game face on 
they will follow.

Further Reading

1. Distraction in the ED
2. Prioritisation in the ED
3. Teaching Situational Awareness

If this has been interesting, you might like to listen to 
this short podcast on ED prioritisation. This blog 
guide to your first Consultant job looks at situational 
awareness beyond the department!
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I have lately been thinking about how this relates to 
medical practice, in particular my specialty, 
emergency medicine. The idea came from a 
colleague of mine, @wgbrook when he mentioned 
that we can deviate from our normal practice with the 
justification that it is within the limits of acceptable 
risk. If this continues to occur, those within the 
organisation will consider their new behaviour as 
standard practice. However to people outside of the 
organisation, this behaviour is abnormal.

For example, when I was a consultant in a large MTC 
(Major Trauma Centre), I remember on occasions 
being in resus with several intubated patients and it 
felt like I was one of those street performers who 
would spin multiple plates on sticks, running to 
different sticks to keep the plates spinning. I vividly 
remember a resus nurse asking me when a patient 
was on their way to ICU, Neel how much 
noradrenaline do you want for him? My answer: Oh 
god, I forgot he was on it!. With everything that was 
happening around me, I had subconsciously forgotten 
how sick that patient was. Now if I had two, instead of 
eight, patients in resus it would have been easier to 
keep a closer eye on them. Had being overwhelmed 
with tasks become “the norm” for me?

I remember as a registrar in 2010 it was unusual to 
have more than 80 patients in the ED on a Monday 
afternoon. Now it is becoming more frequent to have 
100 or more patients in the ED at that time. The more 
it occurs, the more it will be seen to be the new 
normal.

KEEP THE PLATES 
SPINNING 
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The idea of normalisation of deviance is 
the brainchild of an American sociologist, 
Diane Vaughan, who thought that 
essentially people become used to 
accepting deviant behaviour as normal 
practice, the more it occurs.

THINKING



The ED was not designed to have that many patients in the department. But as this happens we start to, very 
slightly, deviate from SOPs (Standard Operating Procedures) and departmental guidelines to try and manage 
the ED as safely as we can given the overcrowding. No adverse events occur.

Perhaps it starts with justifying to yourself not to review a patient that you would normally review because after 
all its in the limits of acceptable risk right?. You perceive your decision to be more justified when no harm 
comes to them. Other collegues will follow suit and a new normal way of working and managing the ED has 
been created.

Time will go on and more collegues will deviate from normal practice until something does go wrong. Ive heard 
about one hospital that put Corridor 1, Corridor 2 etc on their ED computer system as they were frequently 
using the corridors to place patients on trollies when the majors area was full. The practice of putting patients in 
corridors would then be perceived as being normal and justified.

Forget about how consultants can be affected by this. Think of how it can happen in your own line of work. 
Examples I can think of include:

1. Sending the patient home because the CT report or blood results are taking too long to come back and 
forgetting to check them.

2. Prescribing the wrong medication.
3. Not documenting blood results in the notes.

There are many more examples in healthcare where deviation from normal practice will not usually cause 
harm. Why do we do it then? A number of reasons probably, including:

• I’m breaking the rules for the good of my patient- Justification for rule deviation due to the perception that the 
standard is counterproductive.

• I’m afraid to speak up- People don’t speak up when they see others deviating from standard practice. The 
more this happens the more likely the deviations will be normalised.

• I didn’t know that was the protocol- People may not know what the protocols are or have been taught 
something which was a deviation from normal practice.

What are the answers? If I’m honest, I don’t know. Perhaps educating people so that they are aware of 
departmental protocols and guidelines, or making whistleblowing easier, or having a top down approach might 
be the answer.

When it comes to deviations from SOPs, industries are sometimes a step ahead and the likes of Six Sigma [Ed. 
this was always my favourite SixSigma explanation…] would have one person employed to analyse these 
deviations in an organisation and bring them back in order. When talking about operating procedures that are 
not standardised, deviations which do not cause harm to patients may reap benefits by, for example, being a 
more efficient way about doing things, but this can be risky, especially because if we are doing things as 
seniors on the shop floor, we should be leading by example and therefore other colleagues may consider our 
actions the norm and replicate them in perhaps less suitable circumstances.

I don’t have all the answers. We are entering a time where there is ever increasing pressures on those working 
in the NHS, especially “at the coal face” in acute specialities like ED, ICU and Acute Medicine. The temptation 
to break rules is ever present. Is it right to have a black and white approach of saying “all deviations from 
normal practice are bad?”. On the other hand should we be saying that “without carefully well thought out 
deviations from our standard way of working, change in practice for the patient’s benefit would not occur as 
readily.” I would love to hear your thoughts, in the meantime, I will leave you with this quote:
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Thinking – situational 
awareness part 2
We make lots of decisions in our clinical practice, 
and it can be difficult to know how to make those 
decisions. We’ve talked before in the situational 
awareness blog about the way we make our 
decisions can be contributed to by bias. We need to 
be aware of this potential so that we can prevent it 
happening.

Decision Making Structure

It can be useful to have a structure to our decision 
making whilst also being aware of how we think. 
When making decisions, especially under a 
pressurized system, using a structure can be really 

useful to make sure you avoid bias, and consider 
everything.

“FOR 
DEC” can be a useful tool – like many human factors 
tools, this stems from aviation.

F – for FACTS = “what is the problem?”

It seems silly, but sometimes we are trying to solve 
the wrong problem. Often, the problem is not “what 
is making the patient unwell” but “what can we do to 
make them better”. Or the cynics might say, not 
“what’s wrong” but “which specialty do they need 
admitting under”.

O – for OPTIONS “what different options do we 
have?”

Even in a time pressured situation, it is useful to 
consider our options and make sure we have 
thought about all of them. Your different levels of 
situational awareness will have given you a list of 
options already. Talk to your team, and share the 
mental model whilst doing this. Some people like to 
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list all of the options and some people like to find the best solution. These are the convergent and divergent 
thinking styles we mentioned above.

R – for RISKS and benefits

Sometimes there will be lots of risks, and no benefits. Sometimes there will be benefits to all of your options. 
EM Updates talks about balancing the risks to create the “preferred risk” – really useful to consider, especially 
in the unusual cases.

D – for DECISION

The old wives tale says that any decision is better than no decision. Tell the team what decision you have 
made!

E – for EXECUTION – “who will do what and when”
This is an excellent time to practice your closed loop communication, and tell named members of staff what 
needs to be done. It’s important to use specific names – we’ve all heard the story of somebody, anybody and 
nobody!

C – for CHECK – “did it work”?

Check this in a reasonable time scale.

FORDEC can be a useful way to structure our decision making. Most of the time, we make decisions without 
using a decision making tool, and we are unaware of our decision making process. Yet sometimes, we are 
aware of how we make decisions.

There are theories about how we make our decisions, and the most popular one is the “thinking fast and 
thinking slow” theory.

Thinking fast and thinking slow

Type One thinking – or thinking fast – is pattern recognition. 
This is often related to unconscious competence, and experts 
who do this frequently can’t explain their thought process. 

Type one thinking is an automatic, or subconscious process. 
It’s fast and effortless but it’s also inflexible. The easiest 
example of this is driving home – you’re doing well…
subconsciously driving, then bing…there’s a diversion, so 
you flip to type two.

Type Two – or thinking slowly – is balancing everything, and 
summerising all the facts. Arguably, this is the safer option – 
but it takes a lot longer. If mistakes are made though, they 

are assessed and reviewed by type two thinking! This is a conscious processes, and you know if you’re 
thinking in type two because you can feel all of your brain making that decision, and thinking hard. It’s slow and 
effortful, using working memory.

The wonder of whatever type of system we use, is that we “self check” and flit between system 1 and 2, 
thinking fast and thinking slow, to make sure that we’re thinking properly.
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Convergent or Divergent Thinking

There are generally two ways we make decisions – thinking fast or thinking slow or convergent or divergent 
thinking. Those who think divergently out number convergers 3 or 4 to 1 in arts subjects like history, english 
literature and modern languages, with equal divergers and convergers in biology, geography, economics. 
Convergers outnumber divergers: 3 or 4 to 1 in physical sciences – mathematics, physics, chemistry, classics, 
so I suspect medicine probably has a fairly equal number of convergers and divergers.
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Divergent Thinking is the ability to find as many possible answers as possible to a particular problem. Thinkers 
like ambiguity, and a range of possibilities and options. They’re creative and experimental.
Convergent thinking is the ability to find the optimum single answer to a problem – the tidy “correct” answer, 
clear logical progressions, with logic. If you cook 
convergently, you follow the recipe exactly.
These are really similar to thinking fast and thinking slow 
– type one or type two thinking.
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Bias

There are lots of different biases in existence, and it 
is easy to become biased, especially if you are 
“thinking fast”. There’s a lovely example here that is 
aimed at primary care – but could easily be relevant 
to us.

If you can think of a mistake you’ve made, there’s 
probably a descriptive bias for it. There isn’t really an 
easy way you can stop yourself from being biased – 

have a look at this series of posts for more details on 
bias. Take a pause, run through everything again, 
and try and use a bit of system two thinking. Biases 
are of course more likely because we are constantly 
pushing our legal boundaries – maybe as a start, 
think about whether you’re pushing the boundaries 
too much. If you are…error is more likely.

The picture above looks familiar to many of us. But 
what if we replace the amber zone with “looking after 
10 patients instead of 4”. Or “making hasty 
decisions”. It’s all too easy for us to then slip in to the 
danger zone.

Prioritisation

Sometimes you have lots of things to think about, 
and have to prioritise which to think about first. 
Experience will help you here – there’s a few tips in 
our time management blog. Have a look at the 
article, and then mentally rehearse how you would 
prioritise the management of a post-partum 

haemorrhage? Or a cardiac arrest. Occasionally 
your priorities are not the same as the patient’s 
priorities which are not always the same as priorities 
of other members of the team. Share the mental 
model with everyone.

Distractions

Distractions and interruptions are a really important 
part of your thinking process. We’ve written about 
how to deal with them in the EMJ supplement. We 
could reprint them here, but that would be 
counterproductive – have a read and add your 
comments below.

We hope that’s been a useful introduction to some of 
the ways in which we think, and how to think better. 
This blog tickles the surface of a really interesting 
and complex subject – please add your suggestions, 
and links below on the twitter comments!

Further Suggested Reading

1. RCEM Learning Blog – Situational Awareness
2. RCEM Learning Blog – Time Management
3. EMJ Supplement – Dealing with distractions
4. St Emlyns – good decisions
5. EM Cases – Decision Making
6. Emergencypedia

Decision Making in Paeds
EM physicians need to be decision makers, quick 
thinkers and risk balancers. This is what we are 
good at. In fact, many will tell you that the purpose of 
the PEM rotation is to learn to spot the sick child. 
And that is very true. But if that is all we take away 
from this rotation, we are letting ourselves down.
Lots of unwell children are obviously sick, many of 
them obviously aren’t (yes, mum with the toddler 
eating a packet of crisps in the waiting room who 
was triaged as “decreased oral intake”, I’m looking at 
you), but then there are the ones that sit on that grey 
area in the middle. You have all heard of them – the 
ones which “hold their own”, “cope well”, until they 
suddenly don’t any more. Children are renowned for 
doing this. This is why ‘spotting the sick child’ in 
some ways is a misnomer. It’s a convenient phrase 
as, “recognising using history and examination the 
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potentially unwell child at a stage of their illness 
before decompensation occurs,” doesn’t quite have 
the same ring to it.

So what do we do? Keep them all in and treat them 
all or send them all home and accept a “margin of 
error”? Of course, none of these options are 
acceptable for a multitude of reasons.
Yet, daily, PEM physicians manage to strike a 
balance between the two through decision making 
processes which are important skills to learn. 
However they cannot be taught through a classroom 
or formula or guide. One size will not fit all and 
ultimately all are underpinned by experiences, often 
both positive and negative.

In a recent article the two excellent co-authors of this 
blog analysed what goes into these decisions:

1. The nature of 
paediatric 
physiology

2. The variability of 
communication

3. The heuristics used 
by clinicians and 
how they are 
affected by 
cognitive biases

4. The impact of 
external factors: 
parents/carers and/
or the clinical 
environment

Complex huh? Fantastic! Having a growth mindset 
myself, I love a challenge, and I encourage you to 
look at it the same way.

Let’s start with paediatric physiology. How many 
times have you heard the term, “You shouldn’t send 
home a child with a tachycardia”? Many departments 
will (rightly) observe to see a trend, or, if 
accompanied by a fever, give anti-pyretics to see if it 
settles. We can argue right and wrong till the cows 
come home here as the evidence is scanty, but one 
thing is certain, when my baby wants a feed, fever or 
not, if I deny her that milk for five minutes, her heart 
rate will be triggering a senior review on any 
paediatric observation scoring system (e.g. PEWs/

POPS). So what am I saying? You need to take the 
whole picture into consideration.
The principle here is that it is not a binary 
tachycardia or not, it is the context of that 
tachycardia. “You shouldn’t send a child home with a 
tachycardia,” implies you can send a child home 
without one. This corollary is nonsense of course. So 
not all children should be sent home if they have a 
tachycardia, nor should you observe or treat them 
all. The decision to do so is aided by documenting 
your reasoning and reading it back to yourself, i.e if 
the child is giggling away and covered in chocolate 
but has a mild fever, mild tachycardia, cough, snotty 
red ears and a red throat, then the giggling and 
chocolate bit need to go down in the notes. This is 
not defensive medicine but gives a good description 
of the patient you examined in case they did later, 
say, fall off their precipice and re-present in a sicker 
state. As Edward says, “a picture is worth a 

thousand words”.

Guidelines tend to 
be simplistic and 
will under-
represent the 
intangible elements 
of our decision 
making. Numbers 
based decision 
making implies that 
there is a line to 
cross from normal 
to abnormal. The 
reality is that all of 
the elements are 

valid the numbers, the symptoms, the signs and the 
global gut feel.

In the same way that normality of things like heart 
rate is not binary, nor is the clinical assessment. Our 
evaluation of the likelihood of a significant diagnosis 
is a spectrum. Significant head injury is a good 
example. If a child has a minor bump and no 
worrying signs or symptoms, it is obvious to us that 
they do not have a brain injury. If they have a 
concerning mechanism and a reduced conscious 
level, it is reasonable to assume that they do have a 
brain injury. In many ways, it is those patients in the 
middle that are the most challenging. What happens 
when there is a plausibly significant mechanism, an 
alert child and a bit of headache or vomiting? In such 
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cases, the decision making is both more complex 
and likely to be a longer process than in the first two 
cases.

And this is where communication comes in (which is 
the second point in the Roland-Snelson article). One 
of my favourite lines to tell parents is, “I can only 
comment/decide on the child I am seeing in front of 
me now (happily eating that chocolate ice-cream). If 
they change and he or she develop these symptoms 
{list core symptoms relevant to the presentation}, 
please bring them back”. Learning to safety-net 
appropriately is essential in any part of our practise – 
however, in paeds, communication needs to take us 
that bit further. We need to break the barriers down 

for a child and their parents to trust us to examine 
them, and then figure out how to adapt what we 
know (e.g. a cranial nerve examination) to the 
patient in front of us (e.g. a four day old infant).
As Damian and Edward explain in their piece: 
Innovate, Extrapolate and Economise.

Moving on to heuristic thinking, i.e. mental shortcuts 
used to make decisions and judgments quickly 
without having to spend a lot of time researching and 
analysing information. There’s lots of literature on 
this and how many physicians use it to aid decision 
making. We’ve skimmed over this before but you 
may not have noticed – remember when we 
discussed that patient in the waiting room stuffing his 
face with the crisps while his mum was worried that 
his oral intake has decreased? I (and probably you) 
had already decided his discharge destination using 
this technique.

But while this type of thinking is efficient (something 
EM physicians love), it is also full of traps. Because 
this type of thinking opens us up to cognitive biases. 
St.Emlyn’s excellent Natalie May has a whole blog 
on this, which I encourage you to read here. 
Remember to always use clinical decision aids and 
tools to help you structure the way you think and 
decide – most paeds EDs will be rife with guidelines, 
you just need to know where to look.

Lastly, we move on to external factors – parents, 
carers and/or the clinical environment. External 
factors could be changing the decision you make, 
and you need to be aware of that so that it does not 
limit you. As I said before, every EM clinician knows 
about risk, but the level of risk you are happy to take 
may not be the same as the parents and you may 
decide to lower the level of risk after discussion with 
them. Although every clinical case should be the 
same, none ever is, and flexibility to find what is right 
for the child in front of you should be your top 
priority. Again, communication here is paramount.

Moreover the clinical environment may be effecting 
you and the way you think, try to find ways not to let 
it. For example you cognitive load is increased when 
you have a parent looking at you when you go to 
waiting room/are at desk – that parent is worried 
about their child, find ways to go about it. Think 
about when you need to HALT
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I repeat, decision making in paediatrics is 
complex. But most of the time, people are right, 
even when they don’t invest so much grey 
matter.

As Damian says,

“The low incidence of serious disease in 
children protects the unwary”.

Just because you’re right, doesn’t mean your 
methods or reasons are. Be smart and decide 
well.

Damian and Edward are excellent PEM 
physicians with blogs of their own which are 
really worth following. Edward runs the site 
gppaedstips.blogspot.com (which is not just for 
GPs) and Damian hosts a series of blogs on 
his website rolobotrambles.com. Both of them 
have an eminent social media presence and 
should definitely be followed on twitter to keep 
up to date with all things PEM.

References:

1.Roland D, Snelson E. So why didn’t you think 
this baby was ill? Decision-making in acute 
paediatrics. Archives of Disease in Childhood – 
Education and Practice Published Online First: 
01 March 2018. doi: 10.1136/
archdischild-2017-313199.
2.St. Emlyn’s – When is a Door not a Door? 
Bias, Heuristics and Metacognition

If you loved these blogs, have a listen to our 
making good judgements segment here and 
here about decision rules vs gestalt. Then listen 

to how these decisions change in children, and in the hallway.

And lastly for a reminder of how thinking is important in diagnosis, have a listen to this podcast with Dr Ian 
Beardsell @docib

19

THINKING

https://twitter.com/Damian_Roland
https://twitter.com/Damian_Roland
https://twitter.com/sailordoctor
https://twitter.com/sailordoctor
http://gppaedstips.blogspot.com/
http://gppaedstips.blogspot.com/
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
https://ep.bmj.com/content/early/2018/02/28/archdischild-2017-313199
http://stemlynsblog.org/when-is-a-door-not-a-door/
http://stemlynsblog.org/when-is-a-door-not-a-door/
http://stemlynsblog.org/when-is-a-door-not-a-door/
http://stemlynsblog.org/when-is-a-door-not-a-door/
https://www.rcemlearning.co.uk/foamed/making-good-judgements/
https://www.rcemlearning.co.uk/foamed/making-good-judgements/
https://www.rcemlearning.co.uk/foamed/july-2017/
https://www.rcemlearning.co.uk/foamed/july-2017/
https://www.rcemlearning.co.uk/foamed/august-2018/-%20decision%20in%20kids
https://www.rcemlearning.co.uk/foamed/august-2018/-%20decision%20in%20kids
https://www.rcemlearning.co.uk/foamed/september-2018/%20-%20hallway%20decision%20making
https://www.rcemlearning.co.uk/foamed/september-2018/%20-%20hallway%20decision%20making
https://www.rcemlearning.co.uk/foamed/july-2019-podcast/#1561979839014-d82ec969-8be8
https://www.rcemlearning.co.uk/foamed/july-2019-podcast/#1561979839014-d82ec969-8be8
https://twitter.com/docib?ref_src=twsrc%5Egoogle%7Ctwcamp%5Eserp%7Ctwgr%5Eauthor
https://twitter.com/docib?ref_src=twsrc%5Egoogle%7Ctwcamp%5Eserp%7Ctwgr%5Eauthor


COMMUNICATION 
& HANDOVER
Contains: 

• Making a good referral / Author: Thomas Wiles / Editor: Charlotte Davies



Can I…ummm…refer…umm…a 52, no a 55, no, a 
69-year-old lady presenting with chest pain. Well, 
she said it was chest pain, but it’s actually a wierd 
tightness, with a bit of epigastric pain. It started last 
Tuesday when she was watering the garden. She 
bent down, and the pain started. So she had a cup of 
tea. Umm. And it still didn’t go. She’s got no medical 
problems but takes GTN spray occasionally, and 
aspirin. I wasn’t sure what was going on, so thought 

it was safest to refer to you. But she doesn’t want to 
come in because she’s got two cats Poppy and Seed 
who need feeding tonight.

Sound familiar? We’d like not to refer patients like 
this, but unfortunately we all do! Making a referral is 
a fundamental skill that we are required to have in 
order to provide safe care to patients in our ED’s. 
Despite this, I was never formally taught how to do 
this during any ED induction programmes during my 
training. I can recall making unclear and poorly 
communicated referrals as a result. 

Having overheard many referrals made by others in 
our ED I know that I was not alone in feeling 
underprepared as a trainee, and that this is an art 
that we all need to develop as ED doctors.

STEEP LEARNING 
CURVE
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In the first few weeks of your first ED placement, 
there is a steep learning curve as you work out 
which patients need to be referred, which specialty 
to refer them to, how the referral pathways work in 
your ED and how to articulate your referrals in order 
to make the process run smoothly. In this blog, I 
shall try to describe some lessons that I have learnt 
from trial and error over the last fifteen years. It is 
based on personal experience and is by no means 
definitive. I encourage you to check out all the 
references listed at the end.

The first thing to consider is why we make referrals 
from the ED. Here are the main circumstances in 
which I think that we make referrals:

1. A specialty has a skill that we don’t have (e.g a 
surgical procedure or an imaging investigation)

2. A specialty has knowledge or experience that 
we don’t have (e.g. the ongoing care of an 
acute condition after initial management/
resuscitation in the ED)

3. A specialty has access to a resource we don’t 
have (e.g a bed space on a ward for a patient to 
receive a few days of intravenous therapy)

There may also be rare occasions in which we ask a 
specialty doctor to perform a skill that we can do in 
the ED if the acuity of other sick patients mean that 
we cannot provide an EM doctor to perform the 
technique. This might occur in the early hours of the 
morning when there may be just one EM HST or 
middle grade working with more junior colleagues.
It should be rare for you to have to ring a specialty 
colleague to ask for advice on patient management. 
All advice should initially be provided by your senior 
colleagues in the ED (they will have a wealth of 
knowledge and it is unlikely that the advice you 
require cannot be provided by them). However, if 
they do not know the answer to your question they 
may suggest that you speak to another specialty.
The other issue to be aware of is that the person 
receiving the phone call is likely to already have a 
large amount of work to do, and the last thing they 
may want when they speak to you is to have another 
referral to see. This is no excuse for them being rude 
or obstructive but we should be aware that we are 

not the only specialty in which demands upon us are 
extensive.

So here are some tips which I think will help you 
make excellent referrals:

1. Always be polite. This should go without saying 
and should be maintained even if we believe 
the person we are referring to is being 
unhelpful.

2. Give the patient’s name to them before you 
present the clinical features. I believe that once 
they have written the patients name down on 
their “to see” list, psychologically they have 
already started to take some ownership of that 
patient’s care, and this seems to smooth the 
process somewhat.

3. Summarise the history and examination 
findings succinctly and leave in only the 
features that are relevant. It may be worth 
preparing what you are going to say by writing 
up your clinical notes before you make the 
referral.

4. If you ask a senior EM colleague for advice and 
they tell you to refer the patient on to a specialty 
but you do not fully understand why you have 
been asked to make that referral, politely ask 
your colleague to explain to you exactly what 
you need from that receiving specialty. If you 
are referring a patient who has been reviewed 
by one of your consultants or seniors, explain 
this to the person receiving the referral.

5. Be explicit about what you expect of the person 
that you are referring to. If you only require 
advice say so, if you want them to see the 
patient make that clear to them.

6. Acknowledge that the person to whom you are 
referring may have lots of other things to do. I 
often start my referrals by saying something like 
“I’m afraid that I have another referral for you to 
see”.
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7. Consider if there are things that you can do that will benefit the patient on behalf of the specialty you are 
referring to. This may include investigations. You could offer to organise for them to have been performed 
before they see the patient.

8. There are some occasions when you will be asking a colleague to verify or perform a procedure or 
investigation that you have requested via your hospital’s electronic system (e.g. a CT or endoscopy). 
Under these circumstances, it is better to say that you have requested the investigation/procedure rather 
than ‘ordered’ it.

9. Make sure that you don’t make any promises to the patient in expectation of what the receiving specialty 
may do (unless you are absolutely sure of what will occur). This will reduce the possibility of complaints 
later if expectations are not met.

10. !Do not allow the person receiving the referral to tell you to do something (e.g. send the patient home) if 
you are not comfortable with it. Find a senior colleague and discuss what you have been advised.

11. !Do not get into any arguments with a specialty colleague. If they decline to see the patient you are 
referring to them and you cannot persuade them otherwise, politely end the conversation and discuss with 
your senior EM colleague (ideally a consultant). It may be that the person you are referring to is correct, if 
not, any further discussions with them should be made by your boss.

12. Follow up your patients later and keep track of their clinical course. Electronic notes have made this 
process much easier and allows us to check whether our impression and decision making was correct in 
the hours, days and weeks after our patient contact in the ED.

For further reading please look at the following resources:

1. St Emlyns: Making a referral with Iain Beardsell
2. Life in the Fastlane: Referring Patients from the Emergency Department
3. Academic Life in Emergency Medicine: MEdIC: The Case of the Difficult Consult Expert and Community 

Response

Handover Notes

If you’re wondering why we think making referrals is part of a communication and handover section, it’s mostly 
because the principles of handover and referrals are similar. Listen to the next handover you get given – and 
then imagine being a receiving specialty doctor, listening to 30 handovers like that a day! And then, you can 
listen to these great podcasts about handover, the power of words, and the power of apology.

Our nocebo overview is a great listen, and our words matters blog has a similar subject. We also have some 
specific resources on apologising, and handover. And of course, rudeness is not to be tolerated.

Part of communication is “sharing your mental model” and talking out loud so people understand how you 
reached your conclusion. The need for this is exemplified in this short video. The IM reasoning podcast tries to 
explore how we think in nice bitesized segments. It’s also using closed loop communication – to make sure 
what was said was heard.
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RECOGNISE YOUR 
STRESSORS

Nuts – Training – Stress – Step 1 – 2 – 3

1. “Nuts”

Recognise your stressors. What stresses you out? 
Things normally fit into four broad categories: 
“NUTS”. Novelty, Unpredictability, Threat to Ego and 
Sense of Control Loss. Once you’ve identified your 
stressors, can you reduce them?

2. Stress Innoculation Exposure Training

Educate yourself on how to deal with stress, practice 
stressful situations, prepare yourself, and then apply 
it.

3. “STRESS”

Self Aware – Acknowledge you are stressed. Let 
your team know. You may need to look for the 
“BEST” signs of stress – Behavioural fight and flight, 
Emotional anger and irritability, Somatic sweating, 
Thinking and tunnel vision. We know that Stress can 
be good for us the mix of skill and challenge helps us 
to be “in the flow”. But too much stress and our 
cognitive processing deteriorates.

Take Ten – No-one dies because you spent ten 
seconds taking a breath in. Use this time to gather 
your thoughts. This might be a mental pause, or a 
physical pause where you take yourself out of the 
situation.

Relaxation Techniques – this could be physiological 
or cognitive relaxation. Do some square (or tactical) 
breathing – breathe in through your nose for four 
seconds, hold for four, exhale for four, hold for four. 
This is a more focussed strategy than “take a deep 
breath” and seems to work more effectively. 25

In simulation scenarios, people often say 
that they felt “stressed”. So, how do we 
manage this “acute stress”? Counselling 
and psychotherapy aren’t what’s needed 
for most people and the acute stress 
response may even be beneficial. Here are 
the suggestions we give in our simulation 
debrief – I’d love to hear any more
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Cognitively relax by reminding yourself that stress is good. Say hello to stress! We all know that optimal arousal 
(not too low, not too high) can lead to optimal performance – stand up straight (utilising positive body language) 
and embrace it!

Evaluate Stressors – and remove them if possible. It might be that you are HALT (hungry, angry, late or tired) and 
most of these are easily remedied. You might need to message someone you’ve argued with and tell them you 
love them to stop it playing on your mind and contributing to your stress. You might need to eat.
Support – ask for help from senior and junior colleagues including different specialties and different professions.
Self Care – build your resilience.

4. Debrief and Consider

Always debrief after an incident, whether you found it stressful or not. Think about why you found it stressful or why 
you didn’t. Leave it behind when you leave work – remember to checkout!

Checking out is all part of your emotional hygiene – something that should be as regular as washing your hands!

5. Build your Resilience

Resilience isn’t how much it takes to break you, it’s how quickly you bounce back after being broken. 

Palm trees are very resilient – the wind blows them nearly horizontal, but they spring back up again. In medicine 
our wind is constantly blowing us over – we do need to stop the wind, as well as springing up afterwards. Being 
resilient doesn’t solve everything wrong with the world – but whilst we wait for efforts for the wind to stop blowing, 
we need to make sure we’ve found shelter.

There’s lots of different components to being resilient, and you need to look at all of them. You need to reach 
“ikigai” and balance out what you are good at with what you love, pay, and what the world needs.
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Here are some practical tips to help you address all 
those areas:

a) Lifestyle

– Practice straightforward communication with 
people, and saying what you mean.
– Practice “kindfullness”
– Relax and enjoy things. If you couldn’t do it without 
your professional registration, it’s not relaxing.
– Make time for your friends and family.
– Book a holiday so you can always move, like 
Tarzan, from one holiday to the next.
– If you need personal or relationship counselling, as 
suggested in this journalfeed, get it.

b) Physical Health – REST

– Regular breaks – on shift and off shift
– Eat Well
– Sleep well
– Train / Exercise

c) Give yourself a break

– Reward achievement – congratulate yourself on 
the things you’ve done well.
– Book a holiday – make sure you can swing from 
one holiday to another.
– Resolve conflicts in your professional and personal 
life.
– Out-source anything that you can. Get a cleaner. 
Accept help from your friends. Get a gardener. 
Stanford hospital pays overtime not only in monetary 
terms, but in out-sourcing terms. If you work 
overtime, you get meals provided or your washing 
done.
– Don’t sweat the small stuff. It’s annoying when 
things don’t go to plan, but is it helpful for you to try 
and make it better?

d) Look after your own mental health

– Be positive and look for the silver lining. This 
website has some great happy links!
– Use humour
– Give things a lack of permanence “my boss didn’t 
like that piece of work” is better than “my boss never 
likes my work”.

– Identify your “addiction”. This might be drugs and 
alcohol, or you might be a:
* care-aholic – worrying about others instead of 
yourself
* busy-aholic – always involved in something, but 
may not engage meaningfully with this
* work-aholic – high risk for developing burnout or 
rust-out
* rush-aholic – speeding around, not noticing natural 

beauty. Risk of burnout or rust- out

e) Appraisal and Support

– Talk about appraisal and make sure it happens. 
The EMJ 2015 supplement has some great tips for 
this here.
– Tell your friends what’s happening
– Use all your resources
– Share your experiences
If you feel you or a colleague may be suffering from 
compassion fatigue, or burnout – identify it, and seek 
help from collegues and professional services. If it’s 
not quite burnout yet, it might be “rust-out” – 
wonderfully described in “Challenging Stress, 
Burnout and Rust-Out“.

References

Check out the original post here for references

We thought acute stress was more of a human 
factor than a wellbeing factor, so included it in this 
iBook. Were we right? Have a listen to how 
deliberate practice can help – part one and two. For 
a great overview of some other stressful 
environments, visit risky business.
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CHECKLISTS ARE 
APPEARING 
EVERYWHERE! 

To learn more about checklists, read The Checklist 
Manifesto or just read the book review or synopsis. 
Needless to say, not everyone thinks the checklist is 
awesome. We’ll keep using them for now – 
especially for intubation.

Cardiac Arrest in the Pregnant Patient

Cardiac arrest in pregnancy is a potential 
presentation to the emergency department. If it 
happens, you are likely to be cognitively overloaded. 
We’ve talked through what you need to do, then 
shared a checklist that lists what you need to do, in 
the order you need to do it. We’ve supported our 
blog with some awesome pictures by Sarah Payne 
and Jonathan Hurley, reincarnated from a previous 
RCEMLearning blog. In real life, it is hoped many of 
these actions will happen simultaneously. But for it to 
work, you need to read it, and mentally rehearse it 
before you need it for real, as well as seeing what 
happens in your hospital.
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We’d like to think our checklist on 
emergency c-section which is featured in 
this chapter is great, but for other good 
examples look at some of the prompt 
cards from Brighton or Resus Me.
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This process is normally called a “peri-mortem c-
section”, but more recently the name has changed to 
resuscitative hysterostomy.

Call for Help

This is mandatory, even if you’re in the ED. You’re 
going to need a lot of hands…now…and this is the 
quickest way to get them.
At our hospital, a maternal cardiac arrest bleep goes 
to the whole obstetric team, the midwife coordinator, 
the obstetric anaesthetist, the neonatal team and the 
medics, ensuring you are likely to get an obstetric 
member of the team to do the peri-mortem c-section 
and the neonatal team for the neonatal resus. If any of 
the team e.g neonates in a postnatal woman are not 
required they can always leave.

Consider putting out an early major haemorrhage or 
code red call for some quick blood. Remember 
physiological signs of bleeding may not be present, 
and the physical presence of bleeding may not be 
evident – it may be concealed.

If you’re not the Consultant, consider calling them – If 
it’s the middle of the night don’t wait for them – but 
they’d probably like to know and might need to provide 
some support to you and the team afterwards.

Advanced Life Support
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Delivering advanced life support is going to be one 
of the initial components. There’s no changes to the 
algorithm. Give the drugs. Give the shocks. You’ll 
need to allocate a team leader – who is unlikely to 
be you, as if you’re reading this, you’re likely to be 
busy doing the c- section. The team leader doesn’t 
have have to be a doctor – it could be the 
paramedics who bring the patient in, an ALS trained 

Nurse, resus officer etc. In my department I would 
allocate an ACP if they were there.

Modifications to ALS for Pregnancy

Reduced venous return due to aortal compression 
from the fetus is not a cause of cardiac arrest, but 
won’t help any resuscitation efforts, so it is worth 
reducing its effects. This can be minimised by 
uterine displacement – pulling the uterus is 
considered better than pushing it. A left lateral tilt is 
no longer considered appropriate in cardiac arrest – 
as then chest compressions aren’t effective. If the 
patient is peri-arrest, rather than in cardiac arrest, tilt 
the patient 15 degrees towards their left – a wedge 
or blanket will be needed.
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Then consider:

* Early intubation (preferably NOT with an LMA 
because risk of aspiration is much higher in 
pregnant patients). There is some narrowing of the 
airway in pregnancy, so you may need a slightly 
smaller tube.

* Slightly higher chest compressions – this is only one 
space higher – you don’t want to end up with 
clavicular compressions!
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Prepare for C-section

This is applicable for patients more than 20 weeks 
(or suspected) gestation in cardiac arrest only – any 
earlier than that and the fetus is unlikely to a) survive 
and b) have significant effects on the maternal 
circulation. If you think they are very pregnant, but 
don’t have any confirmation, decide what you think is 
most appropriate. You’ll be more likely to be cross 
with yourself for not doing it, than for doing it. The 
sooner the better. There’s no maximum duration of 
down time now – if it’s been 4 minutes or more with 
CPR, get the c-section done. If the patient isn’t in 
cardiac arrest, but is just very poorly, get an 
obstetrician to help you ASAP.

Find the equipment – in our cupboard it’s in a box in 
the resus cupboard. Where is it in yours? In reality, 
all you really need is a scalpel, and preferably some 
clamps.

Perform C-section

This you tube video is well worth watching. It 
summarises everything we’re going to say or have 
said.

You don’t have time for a gown/ hat/ mask or to 
wash your hands surgically – but gloves and an 
apron will be very useful. Clean the skin then incise 
from the umbilicus to the pubic bone vertically. If 
you’re used to doing horizontal (or pfannensteil) 
incisions, go for it. Try to avoid the urinary bladder 
which is close to the lower segment of the uterus. 
The bladder will probably be full, but don’t waste 
time with a catheter. You might need some swabs to 
help you grip, and to control any bleeding – count 
them in if possible. Those nice big surgical swabs 
will be easiest – but if you can’t find them, any sterile 
swabs will do.
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After your incision, you should be able to spot the 
uterus, and deliver the fetus. Exposing, or delivering, 
the uterus is only done where there is bleeding from 
the broad ligament and in an arrest situation there 
shouldnt be much bleeding – if there is you would 
definitely need an obstetric consultant to assist.
After the baby has been delivered, don’t forget the 
placenta! If the placenta won’t come out easily, leave 
it in situ and wait for obstetric assistance- it may be a 
placenta acreta, and pulling it out will make things 
worse!

Continue to resuscitate your patient and resuscitate 
the neonate too if applicable.

Correct Further Reversible Causes

Thromboembolism is the leading causes of death in 
pregnant women, and there is a reluctance to give 
thrombolysis. Case report numbers are small – but 
thrombolysis if indicated, should be given, even after 
a peri-mortem c-section. Have a look at the 
MBRRAC report where they clearly state “Neither 
pregnancy, caesarean section delivery or the 
immediate postpartum state are absolute
contraindications to thrombolysis”. Massive bleeding 
may result – but there are case reports of good 
outcomes.

Debrief

We don’t do this very often, so you’re almost 
certainly going to need to organise a debrief. In the 
business of the event its easily forgotten – don’t 
forget. It can be useful to think about what you’re 
going to say before you’re suddenly leading a 
debrief. 
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Maybe:

“Thank you for attending this hot debrief. Thank you 
all for the work you’ve done.

– Was there anything you felt we did particularly well 
as a team? Clinical care, team work, communication, 
leadership, other

– Was there anything you thought we could improve 
on?

– Do you have any concerns?

I think a cold debrief is needed. Please write your 
email details on this sheet of paper, and we will be in 
touch to arrange a hot debrief.”

Here’s a summary checklist – why not print it out, 
and stick it on top of your department’s emergency 
c-section kit, and then run a simulated peri-mortem 
c-section? There’s a case written for you already! 

And if you’re feeling ready for a challenge, log in and 
take our SAQ on cardiac arrest in pregnancy!

Picture credits:

Sarah Payne, Jonathan Hurley
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Whilst you're waiting, check out St Emlyns, the 
London Leadership Academy, NHS Leadership 
Academy and the Faculty of Medical Leadership. 
We've got an interesting podcast on being "the fat 
controller", nicely supplemented by an EMJ article. 
Our time management blog in this chapter will also 
have some relevant tips.

Time Management

Avoid Procrastination

Procrastination is one of the most common and 
deadliest of diseases and its toll on success and 
happiness is heavy – Wayne Gretzky, Canadian 
Athlete

We procrastinate a lot. Whether it’s going to the toilet 
*again* in the hope the heart sink patient’s card is no 
longer at the top, or waiting for Dr Epic to return to 
ask a quick question, it still counts as procrastinating.

Using your phone to look for #FOAMEd is also 
procrastination! There’s no real solution to this, 
except to acknowledge we are procrastinating, and 
ask ourselves if our procrastination is likely to 
change anything.

!

37

With the introduction of leadership 
specific training, we hope to have more 
leadership resources. Your local 
leadership group will be able to tell you 
more what resources are good.

LEADERSHIP

WHILST YOU'RE 
WAITING 

http://www.stemlynsblog.org/category/administration/leadership/
http://www.stemlynsblog.org/category/administration/leadership/
https://www.londonleadershipacademy.nhs.uk/
https://www.londonleadershipacademy.nhs.uk/
https://www.leadershipacademy.nhs.uk/
https://www.leadershipacademy.nhs.uk/
https://www.leadershipacademy.nhs.uk/
https://www.leadershipacademy.nhs.uk/
https://www.fmlm.ac.uk/
https://www.fmlm.ac.uk/
https://www.rcemlearning.co.uk/foamed/being-a-fat-controller/
https://www.rcemlearning.co.uk/foamed/being-a-fat-controller/
https://www.rcemlearning.co.uk/foamed/being-a-fat-controller/
https://www.rcemlearning.co.uk/foamed/being-a-fat-controller/
https://emj.bmj.com/content/35/3/186
https://emj.bmj.com/content/35/3/186
https://www.rcemlearning.co.uk/foamed/time-management/
https://www.rcemlearning.co.uk/foamed/time-management/


Maximal Gains

The Pareto principle suggests that 80% of our time 
is spent doing things that give us 20% of the results. 
This means that if you pick the low hanging fruit and 
do the easy things well, you’ll get great results – 
giving IV fluids to someone with sepsis doesn’t take 
long, but the results are instantly noticeable. Identify 
the 20% that will give you 80% of the results, and 
start with that.

It also means that you don’t have to change 
everything at once. Aim for marginal improvements 
– you don’t need to reduce the time taken to collect 
all the equipment for a cannula from three minutes 
to one – but three to two is still an improvement.

Quality Improvement

If something takes a long time to do, have a look at 
how you can improve it. Make your emergency 
department lean and productive as part of a Quality 
Improvement Project. If you’re not sure where you 
waste your time, write a waste diary – every time 
you are wasting time, write it down. 2 minutes to IT, 
3 minutes with the computer re-booting, 5 minutes 
looking for the majors keys – it all adds up. Once 
you know what the important problems are, you 
have the power to change them by resolving the 
inefficiencies in the system. 

Easy examples of changes include:

– Encouraging staff to use the induction app, and 
updating your department details.
– Move trust guidelines to a shared network so they 
are accessible from all computers.
– Speak to IT to get commonly accessed pages 
unlocked.
– Have set policies for who keeps the keys – eg 
resus keys are always with the nurse in charge of 
resus.
– If instillagel is in the cupboard at one end of the 
department, and the catheters are at the other end 
of the cupboard, why not move the stock around 
(with discussion).

Eisenhower Priorities

When faced with a million things to do, employ the 
Eisenhower Priority matrix. Most of us probably 
already do this in principle, but this video is a good 
way to remind us how it should be done.

!
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Multi-produce and Record

Try and make everything you do outside work count for more than one thing. The how I work smarter series by 
ALIEM has lots great tips on how to do this. When reading your background work for your CTR, turn that work 
and research into an e-learning module or podcast. Share your audit literature review.

Try to make the most of a bad situation

Your mandatory training might be dull, but instead of learning facts, learn about people. Have a look about the 
trainer – why is it a bad presentation? Are they forgetting to tell a story? Or do they not know their audience – 
look for the silver lining, and learn from everyone else.

Be Nice

10% of our happiness is controlled by the outside world, which means that 90% of it is controlled by ourselves. 
Smile at people, smile at yourself. Invest in your social network. Notice when people are unwell. It saves time in 
the long run – it is harder to be difficult about a referral that is made by a friend. On occasion, I’ve even sent 
some sweets in the pod to the laboratory staff – it was much appreciated, even in a tertiary hospital!

Being happy is also really important, and there’s a great book, reviewed on ALIEM that talks about the effects 
of being positive and happy. It even talks about how if you think you’re loosing weight, you’re more likely to 
loose weight!

If you’re rude, you reduce the productivity of the rest of your team, and can cause harm – your team will no 
longer be as helpful, motivated, creative, flexible or productive.

Nip Problems in the Bud

If a patient seems unhappy with what you’ve said, confront it. It is quicker to solve the problem there and then, 
than waiting for the bloods, and the problem escalating, or answering a complaint letter. Likewise, if a relative is 
shouting and complaining, it is often quicker for you to de-escalate the situation yourself, rather than leaving it 
to other members of the team.

Avoid Nocebo

I know I have a personal interest in avoiding nocebo, and have created a podcast on it already, but it really 
does save you time. If you tell a patient the paracetamol might work, of course it wont – and then you’ll have to 
prescribe something else, and someone will have to make up and give something else. If you tell a patient 
morphine normally makes people feel sick, they want to be normal, so of course they’ll start to feel queasy. This 
also goes for saying I’m sorry before you take some bloods – apologising makes it seem bad.
Part of this is to manage your patients and their expectations. Develop some key phrases to help like in the 
short while we have together or we dont have long, so lets start with.
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Another part of this is to share the mental model. Human factors type people love leaders to share their 
thoughts with the rest of the team, but when you are the only Clinician, remember the patient and their relatives 
are part of the team. Talk through why you are reaching your conclusions – it saves time at the end.

Practice Less is More

Sometimes, the hardest thing in medicine is not doing something. It’s harder to say you won’t give IV fluids to 
the drunk patients than it is to give them. But in the long run, the time savings for the whole team, are worth it. 
Know what interventions, especially time heavy ones like radiology and IV medications, aren’t necessary.

Sit Down More

Use FOAM
 
Using FOAM saves lots of times – why re-invent the wheel when someone else has already done what you 
want? Register your projects online, and find new people to collaborate with.

References/further reading:

! 1! Sarah Christie: Effective time management skills for Doctors
! 2! NICE: Case studies on Quality Improvement
! 3! EMBlog: A very basic primer on time managment
! 4! PonderingEM: Pondering paeds: Bloods, sweats and tears
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