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Call out your answers!

Plant an acorn to grow an ?...

Not “Ribbit”! — the noise a frog makes is a?...

To revive the fire give it a?... Everyone join in!
Light a cigarette so you can?...

If they don’t have Pepsi do they have?...

Make them laugh tell a?...

Need to mend it if it’s ?...

Remove a stain giveita?...

The white of an egg is called the?...

The white of an egg is called the?...
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We get Human Factors wrong

... some published healthcare
papers refer to ‘human factors’,
yet point to the ‘failures’ of
menrcernand oo forprimany e people as the underlying cause

Paul Bowie®® and Shelly Jeffcott®

Medical Directorate, NHS Education for Scotland, Glasgow, UK; ®institute of Health and Well-Being, University of Glasgow, Glasgow, UK;
“MHS Lothian, Edinburgh, UK
" E =
ABSTRACT KEYWORDS - |
In the second paper of this series, we provide a brief overview of the scientific discipline of human Human factors; ergonomics; a S al I ‘ e a I S ‘ O I I rar O
primary care; patient safety; I

factors and ergonomics (HFE). Traditionally the HFE focus in healthcare has been in acute hospital ary :
settings which are perceived to exhibit characteristics more similar to other high-risk industries jsal'w.'mpmwem'
; o - . N ucation & training ] L]
already applying related principles and methods. This paper argues that primary care is an area
which could benefit extensively from an HFE approach, specifically in improving the performance S ‘ I e n ' e a n ‘ O l I n e r ro l l ‘ IVe
and well-being of people and organisations. To this end, we define the purpose of HFE, outline its
three specialist sub-domains (physical, cognitive and organisational HFE) and provide examples

of guiding HFE principles and practices. Additionally, we describe HFE issues of significance to - -
primary care education, improvement and research and outline early plans for building capacity O r a Va' I C I n g p atl e n t S a ety

EDUCATION FOR PRIMARY CARE, 2016 .
e Taylor & Francis

and capability in this setting.




Article 5

No one shall be subjected to
torture or to cruel, inhuman or

orture. UNIVERSAL
egrading treatment or
punishment. D E C L A R AT I O N

Article 6

Everyone has the right to
recognition everywhere as a
[person]before the law.

‘People make mistakes. ‘

Sim\et



http://www.un.org/en/universal-declaration-human-rights/

Human Factors, also called Ergonomics ...

... an evidence-based
HUMAN scientific discipline and
FACTURS design-driven systems

profession that uses a
approach to achieve two
closely related outcomes of
(performance and wellbeing.|

SimN\el



Beyond the fact that both may result in
harm to another, a crime and a mistake

are not alike.

In spite of the lack of intent to do
any kind of harm, nurses and
other health care workers were
not only blamed for errors that
occurred in the workplace but

criminally charged No Mens rea - ‘a guilty mind’
Y Jed. No Actus reus — ‘a guilty act’

No concurrence between the 2

The Journal for Nurse Practitioners - JNP Volume 7, Issue 9, October 2011
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ldentified 85 doctors charged
with manslaughter since 1795.

Relatively high in the mid-19th
century and interwar years,
dramatic increase since 1990.

60  acquitted

22  convicted

3 pleaded guilty
Mistakes 37

Slips 17

Alleged violations 16

JOURNAL OF THE ROYAL SOCIETY OF MEDICINE Nolume 38 Junag 006

Doctors charged with manslaughter in the course of
medical practice, 1795-2005: a literature review

R E Ferner  Sarah E McDowell

J B Soe Moo 006,98 0-014

SUMMARY

Objectives: To guantify the numbser of doctors charged with
mansiaughter in the course of legitimate medical practice and to
classify cases, as mistakes, slips (or lapses), and vioktions, using
a recognized classification of human efror system,

Design: We searched newspaper databases, Medling,
Embase, and the Wellcome library catalogue to identify relevant
cases from 1795 to December 2005,

Setting: Medical practice in the United Kingdom.

Main outcome measure: MNumber of doctors charged with
mansiaughter in the course of medical practice.

Results: We identified 85 doctors charged with manskughter
since 1785, The number of doctors charged was relatively high in
the mid-19th century and the inter-war years, and has
dramatically increased since 1990, Sikty of the doctors were
acquitted, 22 were comvicted, and three pleaded guilty, Most
doctors were charged as a consequence of mistakes (37) or slips
{17}, and a minority because of alleged violations (16).
Conclusions: The number of doctors prosecuted for man-
slaughter has risen steeply since 1990, but the proportion of
doctors convicted remains low. Prosacution for deliberatoky
wiolating rules is understandable, but accounts for only & minority
of these cases, Unconscious ermors—rmistakes and slips {or

charged with manslaughter in the course of medical practice
from the 1.'.'4:'|J,r 19h l.:l_'.ll'l.ll]'.'r' 1o the |1nr1;~.51'.nl. tl.a:,r.

SEARCH STRATEGY

We scarched The Times Digital Archive (1795 1985), The
Scotsman Digital Archive (1817 1950, and the Lexis Nexis
(1985 December 2005) databases using the text words
doctor, anaesthetist, or surgeon and manslaughter, to id.v.ntir}f
relevant newspaper articles and case law reports, W also
scarched Medline (1955 December 2005) and Embase
(1974 December 2005) using the text word manslaughter.
In addition, we searched the titles and abstracts of the Lancet
(1823 December 2005) l!ll".{:'ll'l]llil.'.ﬂ":f' using the text words
manslaughter, assizes, criminal court, or verdict. Fimally, we
carried out a search of the Wellcome library catalogue using
t]'lﬂ': ﬁ[‘.ar{:}l t.l:h‘n mfﬂﬁjﬂ-”gﬁm, wl'ﬂ.:“.: inlili‘nlaliun 4111
potentially relevant cases was incomplete, we also hand
scarched the indexes of the Lancet and the BMJ for the year
during which a case was tricd. A previous article® was
limited 1o errors in mlhlilllﬁh'l‘illg anacsthetics or pl‘:'.m.'rﬂ:-
ing or giving medicines in the years 19701999, Here we
extend the search to include all medical practitioners
charged with manslaughter from 1795 2005, We divided

the cases we  identified, Hif{'.lll‘l:‘hllg o a I'l'lfllg‘rl'i'r.lttl
2 sl s M ©E 9T - - @ . 2




Latent

A design error in a machine,
misleading advice in a
protocol etc. waits until
someone Is unlucky
enough to discover it.

Slip

Imperfect performance — not
doing precisely what you
intended to do.

Lapse
Mistake — not remembering
correctly and doing it
wrong.
Violation

Deliberate rule-breaking for
some perceived
advantage.

Simiet




“Typoglycemia”

Aoccdrnig to a rseearch at Cmabrigde Uinervtisy, it
deosn’t mttaer in waht oredr the Itteers in a wrod are,
the olny iprmoetnt tihng is taht the frist and Isat ltteer be
at the rghit pclae. The rset can be a toatl mses and you
can sitll raed it wouthit porbelm. Tihs is bcuseae the

huamn mnid deos not raed ervey lteter by istlef, but the
wrod as a wlohe.

Sim\et



NEW YORK TIMES BESTSELLER
“Sapiens U hles the higgest guestions of Muory snd of e modem

Homo Sapiens Communicate e e e s

s hor of Gane, Germa

You don't say, Sherlock!

Yuval Noah Harari

RE = dapiens

A Brief
History of
Humankind

H




“First & last letters matter most”
Cardiac Arrest

Atropine
Adrenaline
Amioderone
Adenosine

Sim\et



“Please Be Vigilant”

[ didnt read
the Label
carefully

“Knowing what | know now, how |
wish | had been more vigilant then.”

S
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Human Centred Design

The fool doth think he Is wise, but the wise man
knows himself to be a fool.”

Wm. Shakespeare “AS YOU LIKE IT”




MOST HEALTH®
PROFESSIONALS

SAY INFUSION PUMPS ARE
NOT DIFFICULT TO USE

But because designers have not taken
on-board the way in which medical staff
actually use the equipment,

with a large variety of pumps.,

soveral different sizes of syringes,

no standards for the design of user panels,
and scores of different interfaces,

the potential for inadvertent dosage errors
is significant.

Design for Patient Safety 2004



Affordance

“The behaviour you are seeing is the behaviour you have
designed for (whether intentional or not).” Joshua Porter 2009.

What a user can do with an object based on user’s capabilities.

Affordance is not a “property” like a physical object or a User
Interface - Is defined in the relation between the user and the object.

N https://www.interaction-design.org/literature/topics/affordances
Sim\et P gn-org P
<



Human-Centred Design for interaction
?Does it:

Suit the user’s task & skill level

Make clear what is going on and what the user should do
| Conform with expectations|

Support learning

Enable the user to be in control of the interaction

Have error tolerance — forgiving of errors

Have customisable interaction and presentation to suit the user

ISO 9241-210 Ergonomics of human-system interaction

Sim\et



The Science of Human Factors:
Separating Fact from Fiction

“Human error in medicine, and
the adverse events that may
follow, are problems of
psychology and engineering, not
of medicine.”

JW Senders In:

“Human Error in Medicine”
Bognor MS (Ed.)
Hillsdale, NJ 1994

N
S mNet Russ AL, et al. BMJ Qual Saf 2013;22: 802-808.
<
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The science of human factors:

separating fact from fiction

Alissa L Russ,"*** Rollin J Fairbanks,>®7 Ben-Tzion Karsh,*®
Laura G Militello,? Jason J Saleem,"%*'® Robert L Wears''-'?

ABSTRACT

Badkground Interest in human factors has
inereased acros healtheare communities and
institutions 2s the value of human centred
design in healthcare becomes increasingly clear
However, as human factors is becoming more
praminert, there is growing evidence of
confusion about human factors sdence, both
anecdotally and in scientific literature. Some of
the misconceptions about human fadors may
inadvertently create missed opportunities for
healthcare mprovere it

Methods The objective of this articke is to
deseribe the sentific discipline of human factors
and provide common ground for partnerships
between healthcare and human factors
COMmMmunities.

Results The primary gesal of human factors
scence is to promote efficiency, safety and
effectieness by improving the design of
technologies, processes and work systems.

As deseribed in this artide, human factors alsa
provides inght on when training i likely (or
unlikely) Lo be effective for improving patient
safety. Finally, we outline human facters specialty
areas that may be particularly elevant for
improving healthcare delvery and provide
eampls to demonstrate their value.
Conclusions The human fadtors eoncepts
presented in this artide may foster
interdisciplinary collaborations Lo yield new,
sustainable solutions for healthcare quality and
patient safety

INTRODUCTION

“Human error in medicine, and the
adverse events that may followg are pro-
blems of psychology and engineering,
not of medidne.'”

Medicine is devoted to human health and
healing, but the science behind why
errors occur, and how to reduce the
likelibood of preveneble harm to indivi-
duals, are well described in human
factors  literature, Human factors—a

science at the intersection of psycholog
and engineering—is dedicared to designd
ing all aspecs of a work system o
support human performance and safery]
Human factors, also known as ergonoms
ics, uses scientific methods to improve
system performance and prevent acciden-
tal harm.* The goals of human factors in
healthcare are rwofold: (1) support the
cognitive and physical work of healthcare
professionals™ and 2) promote  high
quality, safe care for patients.?
Human factors knowledge has been
d as a promising 1 with
which to improve healthcare delivery,®”
yet this body of knowledge remains
largely untapped. The reasons for this are
not fully known Gurses et al® posit that
safety effors have been sluggish due ro
the inadequate integration of human
factors prnciples and methods  inro
healthcare. Their article provides valuable
rec d. s o | the
uptake of human facors. In addivion, we
believe that common misconceptions
about human factors may slow the inte-
gration of human factors into healthcare
and hinder healthcare improvement. The
term ‘human factors” itself can be mis-
leading and may result in fundamental
misunderstandings. Ir appears thar several
misconceptions about human  factors
science are beginning to take root in
peer-reviewed medical literature.®'* For
example, some papers refer to ‘human
factors’, yet point to the ‘failures’ of
people as the underlying cause of adverse
events or broken healthcare delivery pro-
cesses, ' 4 srance thar s conmary m
human factors science and counterpro-
ductive for advancing patient safery™” *!
Other literarure describe the applica-
ton of human factors for specific
applicarions or select healthcare andi-
ences.™ ¥ The goal of this paper is ©
provide a general introduction 1 human

Charles A Vincent BMJ Vol 299 November 1989



It is common for people who are particularly prone to cognitive biases to believe they
are good decision makers*

“The human understanding when it has
once adopted an option...draws all
things else to support and agree with
it. And though there be a greater
number and weight of instances to be
found on the other side, yet these it
either neglects and despises...In
order that by this great and pernicious
predetermination the authority of its
former conclusions may remain
iInviolate.”

Francis Bacon, Novum Organum 1620

0 ‘ *Jill G Klein (BMJ 330, 2 April 2005 781 - 783)
Simiet
%



Emotion or Logic?

 l H/I-/N KING : “fast” thinking, intuitive System_1, which governs
; most decisions most of the time

FAST .o SEOW “slow” thinking System 2, which comes into play
for careful evaluation (e.g. to solve a complicated

maths problem).

[ =

Kahneman discusses two “selves,” which can be

DANIEL understood as an experiencing self that lives in the
moment and a remembering self that is more

evaluative and draws on the memory’s storage of
KAHNEMAN past experiences.

Sim\et


https://www.supersummary.com/thinking-fast-and-slow/index-of-terms/#209263
https://www.supersummary.com/thinking-fast-and-slow/index-of-terms/#209264

Why Me? We need a lot more whys than that - WISE UP!

“The Human Completes The System* Peter Buckle

“The pursuit of safety is not so »
much about preventing|(isolated| | - \ T —
faillures, either human or
technical, as about making the '
system as robust as is
practicable in the face of its
human and operational hazards”

Prof James Reason

Sﬂm} piet

*




Achieving the culture we need—one of learning, trust,
curiosity, systems thinking, and executive responsibility—will

be immensely difficult.

Medical error: the second victim
The doctor who makes the mistake needs help too

Wlwn I was a house officer another resident
failed 1o identily the clectrocardiographic
signes of the pericardial  amponade that
would rush the patient (o the operating room late that
night. The news spread rapidly, the cse med repeatedly
before an inoredulous jury of peers, who returned a
summary judgment of incompetence. T was dismayed by
the lack of sympathy and wondered secretly if 1 could
have made the same mistake—and, like the hapless
resident, become the second victim of the error,
Strangely, there is no place for mistakes in modern
medicine. Socicty has entrusted physicians with the: bur-
den le':mcIrr.sranding ard rlc:ill'ng with illness. A |1hwgh
it is ofien said that “doctors are only borman,”
technological  wonders, the  apparent  precision of
laboratory tesis, and innovations that present angible
images of illness have in fact created an expectation of
perlection. Patients, who have an undersiandable need
1o comsider their dociors infallible, have colluded with
doctors to deny the existence of error, Hospitals react 1o
every error as an anomaly, for which the solution is o
ferret out and hlame an individual, with a promise that
“it will never happen again” Paradosdacally, this approach
has diverted  attention from the kind of systematic

736

Sim\et

improvements that could decrease ervors. Many errors
are built into existing routines and devices, setiing up the
unwitling physician and patient for disaster.  And,
although patients are the first and obvious victims of
medical mistakes, doctors are wounded by the same
errors: they are the second victims.

Virtually every practitioner knows the sickening
realisation of making a bad mistake. You [eel singled
out and exposed—secized by the instinet 1o see il anyone
has nodiced. You agonise aboul what 1o do, whether 1o
tell anyone, what 1o say. Later, the event replays itsell
over and over in your mind. You question your compe-
tenee bt fear ht:ing dizcovered. You know you should
conless, but dread the prospect of potential punish-
ment and of the patient’s anger. You may beoome
overly attentive to the patient or family, lamenting the
failure o do so earlier and, il you haven't told them,
wondering if they know'®

Sadly, the kind of unconditional sympathy and sup-
port that are really needed are varely forthcoming,
While there is a norm of not criticising,' reassurance
from colleagues is ofien grudging or qualified. One
reason may be that learning of the Bilings of others
allows physicians to divest their own past errors among

pH12

Ry 0

EM] VOLUME 320 18 MARCH 3000

Nurses, pharmacists, and other
members of the healthcare team
are also susceptible to error and
vulnerable to its fallout. Given the
hospital hierarchy, they have less
latitude to deal with their mistakes:
they often bear silent witness to
mistakes and agonise over
conflicting loyalties to patient,
Institution, and team. They too are
victims



Safety at the Sharp End (2008)

While organisational culture is a key determinant of
workplace safety, it is also essential to focus on the
non-technical skills of the system operators based
at the ‘sharp end’

The cognitive, social and personal resource skills
that complement technical skills, and contribute to
safe and efficient task performance.

Situation Awareness
Decision-making
Communication
Teamwork
Leadership
Managing Stress
Coping with fatigue

Sim\et

S SAFETY
VAT THE

SHARP END

i A Guide to Non-Technical Skills

»-
RHONA FLIN
PAUL O'CONNOR

MARGARET CRICHTON




Vosper, H., Bowie, P., Hignett, S. (2017) 12 tips for embedding Human Factors

and Ergonomics principles in healthcare educational curricula & programmes
Medical Teacher https://www.tandfonline.com/doi/abs/10.1080/0142159X.2017.1387240

Design &% g

288

Social Organisational

' manageamaeant
sCiences : .
%
g Engineering -y

Psychology

FPhysiology

MEDICAL

MEDICAL TEACHER, 2017 TEA{‘ HE R Taylor & Francis
https/doi.org/10.1080/0142150X 201 7.1 387240 4 T s Crm

TWELVE TIPS [ M check for updates

Twelve tips for embedding human factors and ergonomics principles in
healthcare education

Helen Vosper® (&), Sue Hignett” (® and Paul Bowie™® (®

*School of Pharmacy and Life Sciences, Robert Gordon University, Aberdeen, UEK; hDESign School, Loughborough University,
Loughborough, UK; “Medical Directorate, NHS Education for Scotland, Glasgow, UK; “College of Medical and Veterinary Sciences,
Institute of Health and Wellbeing, University of Glasgow, Glasgow, UK

ABSTRACT

Safety and improvement efforts in healthcare education and practice are often limited by inadequate attention to human
factors/ergonomics (HFE) principles and methods. Integration of HFE theory and approaches within undergraduate curricula,
postgraduate training and healthcare improvement programs will enhance both the performance of care systems (productiv-
ity, safety, efficiency, quality) and the well-being (experiences, joy, satisfaction, health and safety) of all the people (patients,
staff, visitors) interacting with these systems. Patient safety and quality improvement education/training are embedded to
some extent in most curricula, providing a potential conduit to integrate HFE concepts. To support evolving curricula and
professional development at all levels - and also challenge prevailing “human factors myths and misunderstandings” — we
offer professional guidance as "tips” for educators on fundamental HFE systems and design approaches. The goal is to fur-
ther enhance the effectiveness of safety and improvement work in frontline healthcare practice.



Human factors in anaesthetic practice. Part 2: clinical
implications
S. Lomax’, K. Cﬂt{:h]:)‘cﬂe-2 and J. Sutcliffe”*

‘Rug,ra] Surrey Foundation Trust, Guildford, UK and Medical University of South Carolina, Charleston, USA

*Corresponding author: j sutcliffel@nhs net

Keywords: ergonomics

Key points

e The field of human factors (HF) it not new to
anaesthetic practice.

» The importance of clinical expertise should not
be underestimated.

« Human factors engineering offers a range of tools
and concepts to better understand the causes of
acecidents beyond "human error’.

s Understanding the interactions of the different
components of a system will help deliver safe
effective care.

e Clinicians can easily apply basic HF engineering
principles to improve their ability to deliver
effective care.

Temperature, humidity
Leadership, safety culture, . d o
cost | safety trade-offs, lighting, acoushc§. YlSlbl'lty,
: - layout, proximity,
incident analysis 3
workspace ergonomics

Organisation Environment

Tasks
Task analysis,
reliability analysis, Design, automation,
redesign, protocols, integration, procurement
checklists

(ALSO: Human Factors in Anaesthetic Practice I: Facts & Fallacies BJAED 2023, etc)




Social Ostracism

“The threat of social ejection probably acts
as a powerful form of social control.”

“For all our bluster and posturing ... social
pain hurts us all about the same ...

initial effect doesn’t appear to make much
difference at first.

The variance is in how we cope.”

“ ...more than a metaphor. It actually hurts.”

Sim\et
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‘Fantastic ... Inspiring and essential’
CHARLES DUHIGG AUTHOR OF THE POWER OF HABIT

7 1EN
TYPES .
HUMAN

i

Who We Are and Who We Can Be
DEXTER DIAS

‘A game changer. Think Sapiens and triple it’
JULIA HOBSBAWM




Borderline Tolerated Con

ditions of Use

The
solution

_— Initial Safe Space of

space—" |

Action

Rules, protocols,
in-depth defences,
barriers

Market demand

Expected safe
space of action
as defined by
IUWS CII"Id
professional
standards

o

Technology

80% 100% percentage of medical staff

Individual and social forces

T—— s

Violations and migrations in health care: a framework for understanding and management

alberti, C Vincent, Y Auroy, G de Saint Maurice

S"‘nmt%f Health Care 2006;15
2

(Suppll):i66-i71. doi: 10.1136/gshc.2005.015982



“Snow Car”







/" SITUATION AWARENESS
Individual Qutcome

SITUATION MONITORING

Individual Skill

K’SHARED MENTAL MODEL
Team Outcome
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"Homo Sapiens have evolved to do everything they can
with their big brains to avoid having to use them.”




Ak,

Sim\et

Just as medicine understands
more about disease than health,
so the safety sciences know more
about what causes adverse events
than about how they can best be
avoided.

Reliability comes from many
timely resilient human
adjustments producing safety as a
“dynamic non-event”






Achieving the culture we need—one of learning, trust,
curiosity, systems thinking, and executive responsibility—will
be immensely difficult.

Medical error: the second victim
The doctor who makes the mistake needs help too

Wlwn I was a house officer another resident
failed 1o identily the clectrocardiographic
signes of the pericardial  amponade that
would rush the patient (o the operating room late that
night. The news spread rapidly, the cse med repeatedly
before an inoredulous jury of peers, who returned a
summary judgment of incompetence. T was dismayed by
the lack of sympathy and wondered secretly if 1 could
have made the same mistake—and, like the hapless
resident, become the second victim of the error,
Strangely, there is no place for mistakes in modern
medicine. Socicty has entrusted physicians with the: bur-
den le':mcIrr.sranding ard rlc:ill'ng with illness. A |1J'1wgh
it is ofien said that “doctors are only borman,”
technological  wonders, the  apparent  precision of
laboratory tesis, and innovations that present angible
images of illness have in fact created an expectation of
perlection. Patients, who have an undersiandable need
1o comsider their dociors infallible, have colluded with
doctors to deny the existence of error, Hospitals react 1o
every error as an anomaly, for which the solution is o
ferret out and hlame an individual, with a promise that
“it will never happen again” Paradosdacally, this approach
has diverted  attention from the kind of systematic

736
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improvements that could decrease ervors. Many errors
are built into existing routines and devices, setiing up the
unwitling physician and patient for disaster.  And,
although patients are the first and obvious victims of
medical mistakes, doctors are wounded by the same
errors: they are the second victims.

Virtually every practitioner knows the sickening
realisation of making a bad mistake. You [eel singled
out and exposed—secized by the instinet 1o see il anyone
has nodiced. You agonise aboul what 1o do, whether 1o
tell anyone, what 1o say. Later, the event replays itsell
over and over in your mind. You question your compe-
tenee bt fear ht:ing dizcovered. You know you should
conless, but dread the prospect of potential punish-
ment and of the patient’s anger. You may beoome
overly attentive to the patient or family, lamenting the
failure o do so earlier and, il you haven't told them,
wondering if they know'®

Sadly, the kind of unconditional sympathy and sup-
port that are really needed are varely forthcoming,
While there is a norm of not criticising,' reassurance
from colleagues is ofien grudging or qualified. One
reason may be that learning of the Bilings of others
allows physicians to divest their own past errors among

pH12

Ry 0

EM] VOLUME 320 18 MARCH 3000

Nurses, pharmacists, and other
members of the healthcare team
are also susceptible to error and
vulnerable to its fallout. Given the
hospital hierarchy, they have less
latitude to deal with their mistakes:
they often bear silent witness to
mistakes and agonise over
conflicting loyalties to patient,
Institution, and team. They too are
victims



Errors in medicine

Errors are common

The causes of errors are known

Errors are by-products of useful cognitive functions

Many errors are caused by activities that rely on weak aspects of cognition

a M 0 D kE

Errors can be prevented by designing tasks and processes that minimize dependence
on weak cognitive functions

6. Systems failures are the “root causes” of most errors

Lucian Leape,“Error in Medicine” JAMA 1994




“It is though, highly probable that
from the very beginning, apart from
death, the only ironclad rule of
human existence has been the

Law of Unintended Consequences.

.. we are notably bad at assessing
risk, especially long-term risk ...”
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5. Patient safety incident response standards including training requirements.

Organisations should use this guidance, together with relevant local information, to
inform and maintain the corresponding sections of their local policy and plan as
needed.

Figure 1 provides an overview of the framework and associated documents.

Figure 1: Overview of the Patient Safety Incident Response Framework
documentation

Patient Safety Incident Response Framework

Compassionate
engagement and
involvement of
those affected by

Application of a
range of system-
based approaches
to learning from

Considered and
proportionate
responses to
patient safety

Supportive
oversight focused
on strengthening
response system

Classification: Official

NHS

England

Publication approval reference: PAR 1465

SEIPS quick reference guide and work
system explorer

Version 1, August 2022

Healthcare is a complex socio-technical system

Healthcare is complex because it is highly variable, uncertain, and dynamic.

Healthcare is a socio-technical system because it is characterised by multiple

invalving patients,
families and staff

patient safety patient safety incidents functioning and
incidents incidents improvement
Supporting documentation
Engaging and Guide to responding proportionately to patient

safety incidents

Oversight roles and
responsibilities

following a patient

specification

safety incident

Response tools, templates and guides

v ¥

Patent safety incident response standards

! PSIRF preparation guide .

Patient safety incident response policy [template]

Patient safety incident response plan [template]
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interactions between various components, both human and technological.:

What is SEIPS?

SEIPS is a framework for understanding outcomes within complex socio-technical
systems.

Figure 1 provides an overview of the System Engineering Imitative for Patient Safety
(SEIPS) framework, combining SEIPS 2.0" and SEIPS 1012. The figure It describes how
a work system (or socio-technical system, left) can influence processes (work done,
middle), which in turn shapes (right).

The SEIPS framework acknowledges that work systems and processes constantly
adapt (see arrows in Figure 1).

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-
guick-reference-and-work-system-explorer-v1-FINAL.pdf

https:/www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/



Clinical Human Factors Group: chfg.org

“Human Factors are organisational,
individual, environmental, and job
characteristics that influence
behaviour in ways that can impact
safety...”

230 12,000 24,000

Avoidable hospital deaths per Avoidable hospital deaths per Serious incidents reported to
week year NHS per year
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- There May be trouble ah aad ||

All site visitors please note
that while there is:

e Moonlight S ove
e Music e Romance

It is advised that you:

e Dance

e Face the music

Thank Youl!
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