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E 77 “Just a Routine Operation”
:w X “Have you ever made a mistake?”
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Flin, Mitchel, “Safer Surgery: Analysing Behaviour in the Operating Theatre”, Ashgate, 2009
Bromiley, “Have you ever made a mistake?”
Bulletin of the Royal College of Anaesthetists, 2008
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e situation awareness YR

e decision-making ERIRTE

e communication OAIa = /7r—3y

e teamwork F—LT—2

e leadership ) —5 —,yJ

e personal limitation management
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Flin, Safety at the Sharp End, A guide to Non-technical Skills, Ashgate, 2008
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Illustrated by Tomo Ikejiri



2)=2429

BRAFREREFOMULOER

> B DIRREREZE DS
>AZ2 =5 —23 7R85

Event

S

Time



—\®

TA47)—J425

F—LTIRYIRS

— A5 FEL LV o=

— A DSIFELDE D T=H
- RlE. ES5T5HH

>BEDER
PEZFADITL—L"~ADRDOE
>REIDT=HI1Z

Event

Time



TA42)—2427 12D Tips
2

. FABE D) A —LIRBD) A —M, T4 —
I4 D F— LT —DRHAHEBHEZT D
W—ILELTEERE T S

L TA) =40 F 5= e A THE
MRIRIEZE5

C F—L A=A N— B TF—LT—H
IEREZFHSESICERIT S
 TATN)=D4 T DEEDIETURIZDINT,
F—L)—A—45HEI 5

Salas, Debriefing Medical Teams: 12 Evidence-Based Best Practices and Tips
The Joint Commission Journal on Quality and Patient Safety, 2008;34(9)
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