ORIGINAL RESEARCH
Comparison between Simulation-based Training and Lecture-based
Education in Teaching Situation Awareness
A Randomized Controlled Study
Alfredo Lee Chang1, Andrew A. Dym2, Carla Venegas-Borsellino1, Maneesha Bangar1, Massoud Kazzi1,
Dmitry Lisenenkov1, Nida Qadir1, Adam Keene1, and Lewis Ari Eisen1
1
Division of Critical Care Medicine, Department of Medicine, Montefiore Medical Center of Albert Einstein College of Medicine, Bronx,
New York; and 2Albert Einstein College of Medicine, Bronx, New York

Abstract
Rationale: Situation awareness has been deﬁned as the perception
of the elements in the environment within volumes of time and space,
the comprehension of their meaning, and the projection of their
status in the near future. Intensivists often make time-sensitive critical
decisions, and loss of situation awareness can lead to errors. It has been
shown that simulation-based training is superior to lecture-based
training for some critical scenarios. Because the methods of training to
improve situation awareness have not been well studied in the medical
ﬁeld, we compared the impact of simulation vs. lecture training using the
Situation Awareness Global Assessment Technique (SAGAT) score.
Objectives: To identify an effective method for teaching situation
awareness.
Methods: We randomly assigned 17 critical care fellows to
simulation vs. lecture training. Training consisted of eight cases on
airway management, including topics such as elevated intracranial
pressure, difﬁcult airway, arrhythmia, and shock. During the testing
scenario, at random times between 4 and 6 minutes into the
simulation, the scenario was frozen, and the screens were blanked.
Respondents then completed the 28 questions on the SAGAT scale.

Sample items were categorized as Perception, Projection, and
Comprehension of the situation. Results were analyzed using SPSS
Version 21.
Results: Eight fellows from the simulation group and nine
from the lecture group underwent simulation testing. Sixty-four
SAGAT scores were recorded for the simulation group and 48 scores
were recorded for the lecture group. The mean simulation vs.
lecture group SAGAT score was 64.3 6 10.1 (SD) vs. 59.7 6 10.8
(SD) (P = 0.02). There was also a difference in the median
Perception ability between the simulation vs. lecture groups (61.1 vs.
55.5, P = 0.01). There was no difference in the median Projection
and Comprehension scores between the two groups (50.0 vs. 50.0,
P = 0.92, and 83.3 vs. 83.3, P = 0.27).
Conclusions: We found a signiﬁcant, albeit modest, difference
between simulation training and lecture training on the total SAGAT
score of situation awareness mainly because of the improvement in
perception ability. Simulation may be a superior method of teaching
situation awareness.
Keywords: situation awareness; simulation-based training;
lecture-based training; airway management; intensive care
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The concept of situation awareness was
introduced by Oswald Boelke during World
War I as a method for gaining advantage
over an enemy (1). This concept was
revived in the 1980s, particularly in the

aviation industry. Situation awareness is
deﬁned as the ability of an individual
to maintain an adequate internal
representation of the status of the
environment in complex, dynamic

circumstances (2). Measures of situation
awareness have correlated with
performance in ﬁghter pilots, in that pilots
with lower observer ratings of situation
awareness during a combat scenario had a

Lee Chang, Dym, Venegas-Borsellino, et al.: Randomized Controlled Study of Teaching Situation Awareness

529

ORIGINAL RESEARCH
greater number of errors when compared
with pilots with highly rated situation
awareness (3). The complexity, dynamism,
high information load, and risk in the
medical ﬁeld are comparable to those seen
in the aviation industry.
Medical errors are a combination of
human and system errors. These can occur
at any step of patient management,
including diagnosis, treatment, and
prevention (4–6). To prevent errors,
the practitioner must be able to perceive
important information (level 1),
comprehend events (level 2), and project
the course of future events (level 3). These
are the three hierarchical levels of situation
awareness for maintaining an adequate
awareness of the situation as described by
Endsley (Figure 1) (7).
A review by Reader and coauthors (8)
using the Anesthetist Non-Technical Skills
behavioral marker system in the critical
care environment found that a large
proportion of the contributory factors
underlying critical incidents could be
attributed to nontechnical skills. Lack of
situation awareness accounted for 20% of
those events. These numbers attributed to
loss of situation awareness could have been
subject to reporting bias and may be even
higher in practice (8).
In the ﬁeld of critical care medicine,
where decisions must often be made quickly,
the failure to achieve optimal situation
awareness may lead to preventable errors
and patient harm. To date, there is scarce
evidence in the literature regarding an
effective way to teach situation awareness to
health care providers (9).
Simulation-based training has been
shown to be superior in teaching technical
and nontechnical skills across multiple
medical specialties (10–14). We

Level 1:
Perceive

Level 2:
Comprehend

Level 3:
Project

SITUATION
AWARENESS

hypothesized that simulation training
would be superior for teaching situation
awareness when compared with lecturebased teaching alone.
Some of the results of this study have
been reported previously in the form of an
abstract (15).

Methods
Study Overview

We conducted a single-center, randomized
controlled trial of two training methods. The
study was approved by the institutional
review board of Monteﬁore Medical Center
and Albert Einstein College of Medicine
(Bronx, NY); all subjects gave informed
consent before participating in the study.
Location and Participants

The study took place in the Simulation
Center at Monteﬁore Medical Center, a
primary teaching hospital of Albert Einstein
College of Medicine in Bronx, NY. We
included critical care fellows at the
beginning of the year of fellowship training.
Rotation schedules permitted 17 of our 27
critical care fellows to participate in the
study (Table 1). They were randomly
assigned to simulation-based training with
a computerized patient simulator (n = 8) or
to lecture-based training (n = 9) for skills in
management of the critically ill patient in
various situations. The lecture also covered
the standard concepts of situation
awareness (Figure 2).
Simulation-based Training

The simulator (SimMan Laerdal Medical
Corporation, Wappingers Falls, NY) is a
human-sized, high-ﬁdelity mannequin. The
mannequin can replicate realistic patient

• Perception of data and environmental elements
• “WHAT?” What is going on?
• Meaning and significance of situation
• “SO WHAT?” How is it relevant to current situation?
• Projection of future states and events
• “NOW WHAT?” What will happen next?

• All 3 levels contribute to complete Situation Awareness

Figure 1. Hierarchical levels in achieving situation awareness (7).
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features, such as palpable pulses, chest wall
excursions, audible breath sounds, different
airway views and can simulate patient
speech. Vital signs and images during the
simulated scenarios were displayed on a
bedside monitor. An experienced critical
care faculty member operated the
mannequin. The simulated scenarios
consisted of eight cases, including shock
(septic, obstructive, and cardiogenic),
hypoxic respiratory failure (severe adult
respiratory distress syndrome, cardiogenic
pulmonary edema, and endotracheal tube
dislodgement), elevated intracranial
pressure, difﬁcult airways (neck abscess,
angioedema, and airway management in
pregnancy), and malignant arrhythmias,
focused on critically ill patients.
Each simulated scenario was run for
approximately 20 minutes and was followed
by a debrieﬁng of 10 minutes, with a total
simulation time of 5 hours per participants.
During the scenario, one of the critical care
faculty acted as an impartial nurse who
provided the team with the medications
and equipment requested by the study
participants. The nurse followed the
instructions of the team members only. The
study participants assumed the roles of team
leader, airway manager, and team helpers,
and rotated among the various roles.
Lecture-based Training

The group assigned to lecture training
received an initial 2-hour lecture session,
which covered a general approach to the
critically ill patients in scenarios similar to
the ones used in the simulation training, but
without any actual hands-on interactive
simulation training. In addition, the
concepts of situation awareness were
reviewed, and strategies to maintain
situation awareness during emergencies
were discussed.
Testing Procedures

Eight new simulation scenarios were
presented independently to both groups of
participants. The scenario began when a
critical care faculty member acting as a
nurse went outside the simulation room to
call the testing group in as ﬁrst responders to
an emergency situation. The participating
team chose which team roles each of the
participants were to assume, on a rotating
basis, with each participant fulﬁlling each
role (leader, airway, and helper) for at least
one of the eight scenarios.
AnnalsATS Volume 14 Number 4 | April 2017
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Table 1. Demographics of participants
Participants

Sex
Male
Female
Year
Junior
Senior
Specialty
IM/Pulmonary
IM/Renal
IM/Cardiology
IM/Critical care
IM/Pediatrics
Emergency
medicine

Simulation-based Training
(n = 8 in total)

Lecture-based Training
(n = 9 tested)

5 (62.5)
3 (37.5)

7 (77.7)
2 (22.3)

7 (87.5)
1 (12.5)

3 (33.3)
6 (66.7)

4 (50)
0
1 (12.5)
0
1 (12.5)
2 (25)

5 (55.6)
1 (11.1)
0
1 (11.1)
0
2 (22.2)

Definition of abbreviation: IM = internal medicine.
Data are presented as n (%). Adapted by permission from Reference 33.

At a random time between 4 and 6
minutes into the simulation, the scenario
was frozen, and the patient monitors were
blanked. Participants then ﬁlled out the 28item modiﬁed Situation Awareness Global
Assessment Technique (SAGAT) scale
(16–19), which included questions testing
for perception, comprehension, and
projection of the situation (Table 2). For
categorical variables, an answer was considered
correct when it agreed completely with
the observer. For continuous variables, the
answer was considered correct if it was

within a 10% variation of the true value
noted by the observer.
Outcome Measures

An overall situation awareness score was
collected as per the SAGAT scale. The 28
questions from the SAGAT scale were
further classiﬁed into the three aspects of
situation awareness to individually evaluate
perception, comprehension, and projection
by two independent research staff. A third
research staff member served as a tiebreaker
for disagreements.

Overall Study Design

17 Critical Care Fellows enrolled
and randomized to 2 groups

ST group (n=8) underwent
8 simulated training
cases focused on
critically ill patients

LT group (n=9) underwent
2 hour lecture
on management of the
critically ill patient

Both groups (n=17 total) then underwent
testing with 8 new simulated scenarios
of the critically ill patient

Situation Awareness was measured
using the SAGAT Scale
Figure 2. Study protocol. LT = lecture-based training; SAGAT = Situation Awareness Global
Assessment Technique; ST = simulation-based training.

The primary outcome of the study was
the overall SAGAT score in the simulation
training vs. the lecture training group.
Secondary outcomes measured were the
difference in each hierarchical level of
situation awareness (Perception,
Comprehension, and Projection) in the
simulation group vs. the lecture training
group, change of situation awareness score
during the progression of the cases, and
difference in situation awareness by roles.
Statistical Analysis

SAGAT scale data was analyzed using
SPSS, version 21 (IBM, Armonk, NY).
Demographic and baseline characteristics of
the participants were summarized by mean
and SD for continuous variables and by
numbers and percentages for categorical
variables. The primary outcome of average
SAGAT score was compared between the
groups using a two-tailed t test. Secondary
outcomes of medians in each domain were
compared between the groups using the
Mann-Whitney U test. A P value <0.05 was
considered statistically signiﬁcant.

Results
Seventeen fellows consented to participate
in the study. Eight fellows underwent
simulation-based training, and nine fellows
underwent lecture-based training and
testing (Table 1). Sixty-four SAGAT scores
were recorded for the simulation group,
and forty-eight SAGAT scores were
recorded for the lecture group.
Regarding the primary outcome, a
statistical difference was found in the overall
mean SAGAT score for the simulation
group 64.3 6 10.1 (SD) vs. the lecture
group 59.8 6 10.8 (SD), P = 0.02 (Figure 3).
None of the subjects were able to obtain a
perfect score. In the secondary outcomes
analysis, the situation awareness score
tended to decrease slightly in both groups
as cases progressed (Figure 4).
When the SAGAT score was divided
into the three hierarchical levels of situation
awareness, the perception ability score was
higher in the simulation vs. the lecture
group (61.1 [IQR, 16.7] vs. 55.5 [IQR, 22.2],
P = 0.01). However, there was no difference
in the median projection or comprehension
scores between the two groups (50.0 [IQR,
50.0] vs. 50.0 [IQR, 50.0], P = 0.92, and 83.3
[IQR, 16.7] vs. 83.3 [IQR, 33.0], P = 0.27)
(Figure 5).
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Table 2. Modiﬁed SAGAT (Situation Awareness Global Assessment Technique) scale
SAGAT Query

Level of Situation
Awareness

Part A
Was the patient adequately pre-oxygenated?
What is the current heart rhythm?
What is the current heart rate?
Has the rhythm changed over the last 2 min?
What is the current oxygen saturation?
Has the oxygen saturation gone up over the last 2 min?
How long (in minutes) has the patient been receiving
100% oxygen?
What is the current blood pressure?
What medications have you administered thus far?
What are the total doses of medications administered
thus far?
Are the patient’s responses consistent with the
medications given?
Does the patient need more medication?
How will the blood pressure develop in the next minute?
How will the oxygen saturation develop in the next
minute?
How will the heart rate develop in the next minute?
How long (in minutes) has this scenario lasted thus far?
Part B
How long (in seconds) did the intubation take from the
time the intubation device was picked up to the time the
airway was secured?
How did the heart rate change during intubation?
What is the current heart rate?
What is the current heart rhythm?
How did the oxygen saturation change during intubation?
What is the current oxygen saturation?
What has happened to the oxygen saturation since
intubation?
Is there symmetrical chest wall movement?
Is there good air entry to both lung ﬁelds?
Has the patient’s hypoxemia responded as expected after
intubation?
Is the patient’s airway secure at present?
What do you expect to happen to the oxygen saturation
over the next few minutes?

Comprehension (level 2)
Perception (level 1)
Perception (level 1)
Perception (level 1)
Perception (level 1)
Perception (level 1)
Perception (level 1)
Perception (level 1)
Perception (level 1)
Perception (level 1)
Comprehension (level 2)
Comprehension (level 2)
Projection (level 3)
Projection (level 3)
Projection (level 3)
Perception (level 1)
Perception (level 1)
Perception
Perception
Perception
Perception
Perception
Perception

(level
(level
(level
(level
(level
(level

1)
1)
1)
1)
1)
1)

Perception (level 1)
Comprehension (level 2)
Comprehension (level 2)
Comprehension (level 2)
Projection (level 3)

Definition of abbreviation: SAGAT = Situation Awareness Global Assessment Technique.
Modified SAGAT scale questions classified with hierarchical levels. Adapted with permission from
Reference 33.

When the SAGAT score was analyzed
by speciﬁc team roles, there was no
difference in the leader, airway, or helper
roles in the total SAGAT scores (64.2 [IQR,
6.3] vs. 60.7 [IQR, 12.5], P = 0.23; 57.2 (IQR,
20.5] vs. 60.7 [IQR, 13.4], P = 0.61; and 62.6
[IQR, 16.96] vs. 58.9 [IQR, 14.3], P = 0.11
between the simulation and lecture groups,
respectively). There was no difference in the
three hierarchical levels of situation
awareness between the leader and member
roles within each group or training method,
but there was a difference in the perception
ability in the helper simulation vs. the
helper lecture training groups (66.7 [IQR,
16.7] vs. 55.6 [IQR, 20.8], P , 0.01).
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Discussion
Although the concept of situation awareness
has been gaining momentum in the past
3 decades in other industries, its importance
to the health care industry has been relatively
underappreciated. Since the introduction of
the concept of situation awareness to the
medical ﬁeld of anesthesia (20), several
studies have demonstrated the importance
of this concept in the health care industry
(8, 21–33). Moreover, a recent systematic
review concluded that more research
is needed to establish the most
effective method of teaching situation
awareness (9).

Our study suggests that simulationbased training is superior to lecture-based
training when teaching situation awareness
to critical care fellows, as assessed using
simulated clinical scenarios. We have also
found higher perception scores in the
simulation training group. These ﬁndings
are similar to the study by Häsel and
colleagues (34), in which 59 senior medical
students underwent a simulated patient
scenario involving postpartum septic shock.
The situation awareness and clinical
performance scores were compared among
groups undergoing simulation training, a
symposium on crew resource management,
or no intervention. The investigators found
that the simulation group had a better
overall situation awareness score with an
improvement in perception ability, but
there were no difference in overall clinical
performance. In comparison to the Häsel
study (34), our study had an active control
to ensure that both groups had familiarity
with the concepts and practical applications
of situation awareness.
In the aviation industry, failure to
correctly perceive the situation (level 1) was
the leading cause of errors when situation
awareness was lost (35, 36). A recent review
of 200 cases of critical incident reports in
anesthesia and critical care medicine
showed that situation awareness errors
were distributed more homogenously
among the three levels, with slightly higher
rates on failure to perceive (level 1) (37).
It is unclear whether the improvement
in perception ability (level 1) seen in our
study could lead to improvements in
comprehension (level 2) and projection
abilities (level 3), but it is logical to believe
that clinicians who perceive better will be
able to make better decisions. Indirect
evidence of this is provided by a study by
Brady and associates (38). In their study,
they created a system of care in which
frequent patient screenings for clinical
deterioration were designed to increase
situation awareness and lead to a reduction
of unplanned intensive care unit transfers.
Unfortunately, Brady and coauthors (38)
did not directly measure the improvement
in total situation awareness or the
improvement in the different levels of
situation awareness. However, they were
able to show indirectly that improving
overall situation awareness led to a
reduction in undesired outcomes.
We believe that the superiority of
simulation-based training when compared
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Training Groups
Error Bars: 95% CI

Figure 3. Comparison of overall Situation Awareness Global Assessment Technique (SAGAT) by
training method (P = 0.02). CI = confidence interval; LBT = lecture-based training; SBT = simulationbased training.

with lecture-based training in teaching
situation awareness could be a result of
various factors. First, it is known that
simulation training is a more efﬁcient and
effective teaching method when imparting
medical knowledge and teaching
communications and procedural skills.
This could be true for teaching situation
awareness as well. Second, it is possible
that a failure of random assignment could
have played a role in this small study,
resulting in the simulation training group
having higher baseline situation
awareness skills. Baseline SAGAT scores
could have resolved this issue; however,
they are not available because we wanted
to prevent repeat testing bias. Because
there were more senior fellows in the
lecture-based training group who were

SBT

80
% TOTAL SAGAT SCORE

more clinically experienced, any bias in
baseline abilities would probably have
favored this group.
Third, repeat testing bias could have
been present, potentially leading to higher
test scores as cases went by. However, the
data show that total SAGAT scores actually
went down over time, possibly caused by
fatigue, because it was observed in both
groups. This should be explored in future
studies. Fourth, the simulation group had
more exposure to the simulator than did
the lecture group. However, both groups
had .15 hours of simulation training
from prior educational endeavors, so
neither was truly novice. Before the
testing started, neither group was
aware of which scale would be used
for testing.
LBT

70
60
50
40
30
20
10
0

1

2

3

6
4
5
CASE NUMBER

7

8

ERROR BARS: 95% CI

Figure 4. Comparison of hierarchical levels by training method (P = 0.01). CI = confidence
interval; LBT = lecture-based training; SAGAT = Situation Awareness Global Assessment
Technique; SBT = simulation-based training.

When situation awareness scores were
compared by team role, there was no
difference by role within a given training
team. When each team role was compared
across the two training groups, there was no
difference in the situation awareness of the
leader or the airway role in either group.
However, the helpers in the simulation
group did have better perception ability
compared with the helpers in the lecture
group. This could mean that the helpers in
the situation group were more attentive to
the surroundings, which could have led
to a positive effect on overall situation
awareness. This could be a noteworthy
ﬁnding, because it highlights the importance
of each team member during a stressful
scenario. It is to be hoped that effective
communication would improve team
situation awareness and reduce errors. This
would require further study in light of the
multiple comparisons performed in this
study.

Strengths and Limitations

This study has several strengths. First, this
is a novel study that directly compares
simulation-based vs. lecture-based training
for teaching situational awareness in
multiple critical care scenarios. Second,
unlike a prior study (34), we chose
individuals experienced in the critical care
environment, rather than novices. Third,
both groups were tested using the same
high-ﬁdelity simulator, thereby subjecting
them to the same testing standards. Fourth,
participants annotated their own SAGAT
scores, eliminating observer variability and
subjectivity and providing real-time
evaluation of situation awareness. Many
scales rely on subjective observations of
situation awareness, but the SAGAT scale
has objective values (Table 2).
Our study has several limitations. The
study was performed in a single center, and
its external generalizability has not been
proved. The SAGAT score questionnaire
has more questions testing perception
ability than those testing comprehension
and projection. The true effect of
simulation vs. lecture training in the
latter hierarchical levels could be
underestimated. Because ours is a
multidisciplinary fellowship, the critical
care fellows had different training
backgrounds (emergency medicine,
internal medicine, pulmonary medicine,
nephrology, and cardiology), and we did
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participate in the study because of
scheduling conﬂicts (night ﬂoat, vacations,
or away electives). Although it is unclear
how they would have affected the results,
we believe that they would not have made a
difference because their absence was a
result of scheduling only and not because of
any inherent characteristics of the subjects
or subject choice. Finally, although
differences in the SAGAT scores were
statistically signiﬁcant, the differences were
modest in magnitude and thus of uncertain
practical consequence.

100.00

% SAGAT Score

80.00

60.00

40.00

20.00

0.00

Median Perception Score
Median Comprehension Score
Median Projection Score
Median Perception Score
Median Comprehension Score
Median Projection Score

Conclusions

SBT

LBT
Training groups
Error Bars: 95% CI

Figure 5. Mean Situation Awareness Global Assessment Technique (SAGAT) scores over time by
training groups. CI = confidence interval; LBT = lecture-based training; SBT = simulation-based training.

not have sufﬁcient numbers of participants
to compare situation awareness among
backgrounds and how that may affect
situation awareness. Although this was a

randomized trial, it was not double blinded
because the learners were aware of the
group to which they were assigned. Ten
critical care fellows were not able to

References
1 English D. The air up there. New York, NY: McGraw-Hill Professional;
2003.
2 Endsley MR. Design and evaluation for situation awareness
enhancement. Proceedings of the Human Factors Society 32nd
Annual Meeting; Santa Monica, CA: Human Factors and Ergonomics
Society; 1988.
3 Hartel CEJ, Smith K, Prince C. Deﬁning aircrew coordination.
Presented at the Sixth International Symposium on Aviation
Psychology. April 29–May 2, 1991, Columbus, OH.
4 Drews FA, Musters A, Samore MH. Error producing conditions in the
intensive care unit. Advances in Patient Safety 2008;5:1–5.
5 Garrouste-Orgeas M, Timsit JF, Vesin A, Schwebel C, Arnodo P,
Lefrant JY, Souweine B, Tabah A, Charpentier J, Gontier O, et al.;
OUTCOMEREA Study Group. Selected medical errors in the
intensive care unit: results of the IATROREF study: parts I and II.
Am J Respir Crit Care Med 2010;181:134–142.
6 Garrouste-Orgeas M, Philippart F, Bruel C, Max A, Lau N, Misset B.
Overview of medical errors and adverse events. Ann Intensive Care
2012;2:2.
7 Endsley MR. Toward a theory of situation awareness in dynamic
systems. Hum Factors 1995;37:32–64.
8 Reader T, Flin R, Lauche K, Cuthbertson BH. Non-technical skills in the
intensive care unit. Br J Anaesth 2006;96:551–559.
9 Graaﬂand M, Schraagen JMC, Boermeester MA, Bemelman WA,
Schijven MP. Training situational awareness to reduce surgical errors
in the operating room. Br J Surg 2015;102:16–23.
10 Cook DA, Hamstra SJ, Brydges R, Zendejas B, Szostek JH, Wang AT,
Erwin PJ, Hatala R. Comparative effectiveness of instructional design
features in simulation-based education: systematic review and metaanalysis. Med Teach 2013;35:e867–e898.

534

Our study adds to the scarce literature on
the effective teaching of situation awareness.
We found that simulation-based training
is superior to lecture-based training for
learning overall situation awareness because
it improves perception ability. Further
research should be conducted focusing
on the clinical impact of improving
situation awareness and on the effect of
comprehension and projection using other
scales. n
Author disclosures are available with the text
of this article at www.atsjournals.org.

11 Semler MW, Keriwala RD, Clune JK, Rice TW, Pugh ME, Wheeler AP,
Miller AN, Banerjee A, Terhune K, Bastarache JA. A randomized trial
comparing didactics, demonstration, and simulation for teaching
teamwork to medical residents. Ann Am Thorac Soc 2015;12:
512–519.
12 Drews FA, Bakdash JZ. Simulation training in health care. Rev Hum
Factors Ergon 2013;8:191–234.
13 Kory PD, Eisen LA, Adachi M, Ribaudo VA, Rosenthal ME, Mayo PH.
Initial airway management skills of senior residents: simulation
training compared with traditional training. Chest 2007;132:
1927–1931.
14 Shapiro MJ, Morey JC, Small SD, Langford V, Kaylor CJ, Jagminas L,
Suner S, Salisbury ML, Simon R, Jay GD. Simulation based
teamwork training for emergency department staff: does it improve
clinical team performance when added to an existing didactic
teamwork curriculum? Qual Saf Health Care 2004;13:417–421.
15 Chang AL, Dym A, Venegas-Borsellino C, Bangar M, Kazzi M,
Lisenenkov D, Qadir N, Eisen L, Keene A. A comparison of simulation
training versus classroom-based education in teaching situation
awareness: randomized control Study. Chest; 2015;148:461A–461A.
16 Endsley MR, Sollenberger R, Stein E. Situation awareness: a
comparison of measures. Presented at the Human Performance,
Situational Awareness and Automation: User Centered Design for the
New Millenium Conference. October 15–19, 2000, Savannah, GA.
17 Endsley MR. Measurement of situation awareness in dynamic systems.
Hum Factors 1995;37:65–84.
18 Wright MC. Objective measures of situation awareness in a simulated
medical environment. Qual Saf Health Care 2004;13:i65–i71.
19 Endsley MR. A comparative analysis of SAGAT and SART for
evaluations of situation awareness. Presented at the 42nd Annual
Meeting of the Human Factors and Ergonomics Society. October 5–9,
1998, Chicago, IL.

AnnalsATS Volume 14 Number 4 | April 2017

ORIGINAL RESEARCH
20 Gaba DM, Howard SK, Small SD. Situation awareness in
anesthesiology. Hum Factors 1995;37:20–31.
21 Risser DT, Rice MM, Salisbury ML, Simon R, Jay GD, Berns SD. The
potential for improved teamwork to reduce medical errors in the
emergency department. The MedTeams Research Consortium.
Ann Emerg Med 1999;34:373–383.
22 Blandford A, William Wong BL. Situation awareness in emergency
medical dispatch. Int J Hum Comput Stud 2004;61:421–452.
23 Flin R, Maran N. Identifying and training non-technical skills for teams in
acute medicine. Qual Saf Health Care 2004;13:i80–i184.
24 Hogan MP, Pace DE, Hapgood J, Boone DC. Use of human patient
simulation and the situation awareness global assessment
technique in practical trauma skills assessment. J Trauma 2006;61:
1047–1052.
25 Flin R, Yule S, Paterson-Brown S, Maran N, Rowley D, Youngson G.
Teaching surgeons about non-technical skills. Surgeon 2007;5:
86–89.
26 Saner LD, Bolstad CA, Gonzalez C, Cuevas HM. Measuring and
predicting shared situation awareness in teams. J Cogn Eng Decis
Mak 2009;3:280–308.
27 Cooper S, Kinsman L, Buykx P, McConnell-Henry T, Endacott R,
Scholes J. Managing the deteriorating patient in a simulated
environment: nursing students’ knowledge, skill and situation
awareness. J Clin Nurs 2010;19:2309–2318.
28 Reader TW, Flin R, Mearns K, Cuthbertson BH. Team situation
awareness and the anticipation of patient progress during ICU
rounds. BMJ Qual Saf 2011;20:1035–1042.
29 Singh H, Giardina TD, Petersen LA, Smith MW, Paul LW, Dismukes K,
Bhagwath G, Thomas EJ. Exploring situational awareness in
diagnostic errors in primary care. BMJ Qual Saf 2012;21:30–38.

30 Stubbings L, Chaboyer W, McMurray A. Nurses’ use of situation
awareness in decision-making: an integrative review. J Adv Nurs
2012;68:1443–1453.
31 Fore AM, Sculli GL. A concept analysis of situational awareness in
nursing. J Adv Nurs 2013;69:2613–2621.
32 Shelton CL, Kinston R, Molyneux AJ, Ambrose LJ. Real-time situation
awareness assessment in critical illness management: adapting the
situation present assessment method to clinical simulation. BMJ
Qual Saf 2013;22:163–167.
33 Stratton A, Furey A, Hogan M. The effect of sleep deprivation on a
resident’s situational awareness in a trauma scenario. J Orthop
Trauma 2014;28:e160–e163.
34 Hänsel M, Winkelmann AM, Hardt F, Gijselaers W, Hacker W, Stiehl M,
Koch T, Müller MP. Impact of simulator training and crew resource
management training on ﬁnal-year medical students’ performance in
sepsis resuscitation: a randomized trial. Minerva Anestesiol 2012;78:
901–909.
35 Jones DG, Endsley MR. Investigation of situation awareness errors.
Presented at the Eithth International Symposium on Aviation
Psychology; April 24–27, 1995, Columbus, OH.
36 Jones DG, Endsley MR. Sources of situation awareness errors in
aviation. Aviat Space Environ Med 1996;67:507–512.
37 Schulz CM, Krautheim V, Hackermann A, Kreuzer M, Koch EF,
Wagner KJ. Situational awareness errors in anesthesia and critical
care in 200 cases of a critical incident reporting system. BMC
Anesthesiology 2016;16:4.
38 Brady PW, Muething S, Kotagal U, Ashby M, Gallagher R, Hall D,
Goodfriend M, White C, Bracke TM, DeCastro V, et al. Improving
situation awareness to reduce unrecognized clinical deterioration
and serious safety events. Pediatrics 2013;131:e298–e308.

Lee Chang, Dym, Venegas-Borsellino, et al.: Randomized Controlled Study of Teaching Situation Awareness

535

