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Healthcare

‘Medical care is extremely complex and this coupled with
inherent human performance limitations even in skilled,
highly motivated individuals ensures there will be mistakes’



Incidents reported to NRLS
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Chart 1: Incidents reported from Oct 2003 - Mar 2012, and average
proportion of Organisations submitting per month
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Errors of diagnosis in Paediatric Practice
Singh et al Pediatrics 126(1);70-9 (2010)

1000 doctors

54% diagnostic error at least 1-2
times per month

45% diagnostic errors that
harmed patient 1-2 times per
year

Failure to gather information
from history , examination or
chart review

Inadequate care coordination or
team work




Human Factors

What are they?

Why are they important?

What can we do about
them ?




Human Factors

The science of human performance

‘Enhancing clinical performance through an understanding of
the effects of team work, tasks, equipment, workspace,
culture and organisation on human behaviour and abilities
and application of that knowledge in clinical settings’






Hospitals reveal 750 'should never happen’
blunders
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in England's hospitals over the past four years, 3 BEG elated Stories

investigation has fownd,



Never Events

The “never events” list 2012/13




Patient outcome by type of 'never' event,
2004-2010
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Baseline | Checklist P value

Cases

3733 3955 .

Death

1.5% 0.8% 0.003

Any Complication

11.0% 7.0% <0.001

SSI

6.2% 3.4% <0.001

Patient Safety Alert
15 January 2005

Alert

WHO Surgical
Safety Checklist

In June 2008, the World Health Organization
(WHQ) launched a second Global Patient
Safety Challenge, "Safe Surgery Saves Lives’
to reduce the number of surgical deaths
across the waorld.

The goal of the inftiative is 1o drengthen the commitment of chnical staff

1o addmss calety msues within the surgicsl setting, This includes improving
anasithetic salety praciices, srsuring cormect site surgery, svaiding surgical e
afectiors and improving communication within the team,

A e 961 of salety chedks has been dentdfied in the fbarm of a WHO Surgacal
Saltety Checklst for use in any operating theste environment. The checkist B a
taod far the relevant dlinscal teams to improve the safety of surgery by reduing
ddeaths and complisations,

A study of the chacklst in nearly 8,000 surgical patients, published in the hew
England Jounal of Medicine, showed & reduction in deaths and complications.”

The National Patient Satety Agency (NPSA), in collabaration with 2 mubti-
prefessional expart relerence group, has adapted the checklist for use in
England and Wales (see overlealy. This chedisl contsing the cone content
but can be adapted localy o bor speclic spacishies through usual elirieal
governance procedures.

ialised countries, major complications are reported to acour in 3-16%
atient surgical procedures, with permanent disabity or desth rates of
approximately §.4-0.8% 7 In England and Wales, 129,219 incdents relating 1o
surgical specaltiss were seported o the MPSAY Reporting and Leatning
System in 2007 with the falk: dugress of harm:

National Patient
Safety Agency

Mational Reporting
and Learning Service

Action for the NHS

For IMMEDIATE ACTION
Iy Chief Executive Officers:

Deadlines
* Action undenway: 2 February 2009
* Action plan to be agreed and
actions started: 1 June 2009
= all actions 1o be completad:
1 Febmuary 2010

‘Organisations are required to;

1) Ensure an executive and a
clinical lead are identified
in order 10 implement tha
surgical safery chacklist
within the organisation.

2) Ensure the chacklis: is compistad
for every patient undergaing a
surgical procedure (induding
Iocal anaesthesial.

3) Ensure that the use of the
checklist i entered in the dirscl
notes or electronic record by
@ regisiered member of the
team, for example, Surgeon,
Anaesthetist, Nurse, ODR

Ho harm 20,368

Low hamm 39.919 TI:;U.E“EEI::&,
Unplanned 2.4% 1.8% 0.047 L 2 agﬁrw.
Reoperation it L




WHO Surgical Safety Checklist PR .

Mational Reporting and Learning Service
(adapted for England and Wales) e e

SIGN IN (To be read out loud) TIME OUT (1o be read out loud) SIGN OUT (To be read out loud)

Before Induction of anaesthesia Before start of surchal intervention Before any member of the team leaves
for axample, skin Inds the operating room

Has the patient confirmed hisrher identity, site, procadure Have all team members Introduced themsehves by name and role? Reglstered Practitioner verbally confirms with the team:

and consent? [ Yes [] Has the name of the procedure been recorded?
[ es Surgeon, Anaesthetist and Ragistered Practifionar | Ha:i ithbeen cnnfitrrned that ilnirrlilmen;:, swal_bs -
= ﬁ“e s“mmi lte marked? wﬂﬂlh' (Dﬂ“m‘. and sharps counts are complate Lor N apphcable

Hawve the spedmens k=en labellad

{induding patiert name)?

Is the anaesthesla machine and medication check completa? Hawe any equipment problems been identified that
[] Yes Anticipatad critical events resd to be addressed?

[ Yesnot applicable [0 what is the patient’s narme?
[] What precedure, site and position are planned?

surgecn:
i Surgeen, Anaesthetist and Reglstered Practitioner:
DR P PR N [] Haw much blaod loss is anticipated? [[] What are the key conoe’:.:sgfor recovery and
Knewn allergy? [] Are there any specific equipment requirements management of this patient?
D Ne or special investigations?
[ tes [] Are there any critical or unexpected steps you
DIfflcult alrway/asplration risk? want the team to know about?
O e Anaesthetlst:
[ ‘*es, and equipmentiassistance available ] Ar: therehany patiert specificdmncems?
What is t tient’s ASA ?
Risk of >500ml blood loss (7mlvkg In children)? [ EWherts dhe putint s 854 ol -
[] what monitaring equiprment and other specific
[] he lewvels of support are requirad, for example blood?
\: (=] Yes, and adequate I accessifluids planned ) MUrse/ODP:
Has the sterility of the instrumentation besn confimmed B - f
D o Edhiator T This checklist contains the core
|:| Are there amy squipment issues or concerns? {j{)ntent f{}r E ngland d nd Wa IE‘S

Has the surglcal stte Infection (551) bundle been undertaken?
[] Yesinct applicable
» Antibictic prophyl axis within the last 80 minutes

PATIENT DETAILS » Patient wanmning
# Hair remowal
Last name: + Glycaemic control
First nama: Has VTE prophylaxis been undertaken?

[ Yesinet applicable

Date of birth:

NHS Number:" [ vesnet applicable

Is essentlal Imaging displayed?

J www.npsa.nhs.uk/nrls

®Htha NHS Numbear s nat immed ataty allable, 3 temporany number shoulkd be wsad urtl s




CHFG

elinical hurman
factors group

Never?

Thk repoir, drawn up by the Climical Human Focers Group, looks ar ming evong
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Never Events

Contributory Factors

Failure to mark site correctly
Unfamiliar environment
Time pressure

Staff changes

Interruptions

lllegible writing
Abbreviations



Never Events

Human Factors

Lack of situation awareness
— Operating table facing in opposite direction
— Two patients with the same name
Poor decision making
— Pt anaesthetised before site marked
— Proceeding with task when uncertain
Failure of teamwork
— Failure to speak up when checklist not followed
— No support for less experienced members
Weak Leadership
— Arriving Late
— Relying on memory
— Not briefing the team



Human Factors in Healthcare

Universal

Contribute to the majority of
adverse events in healthcare

Independent of knowledge and
technical skill

Rarely accounted for in the
design of systems and facilities

Current approach to safety is
highly dependent on vigilance
and hard work

Hospitals reveal 750 'should never happen'
blunders
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Investigation has faund.



Safety Critical Industries

Organisational attention to Human Factors
Investigation of accidents includes Human Factors analysis
Staff are trained in Human Factors, Leadership and Teamwork

Equipment, processes and systems are designed on Human Factors
principles

R&D activities are directed towards improving safety & include specialists
in human factors

Regulators and advisory bodies employ human factors specialists to inform
on strategy and direction.



Human Factors Training

Healthcare

Human factors experts?
Cognitive psychologists?
Educationalists?

Sociologists?

Non healthcare safety experts?

Healthcare experts




skill acquisition

Technical




Simulation




STeLl mobile operating theatre




Fit to fly?

or

Safe to provide healthcare ?

» Basic qualification
— Human performance
 Employment
— 5 day CRM training
— Simulator 12 x 4hrs

— Safety equipment and procedures
« CPD

— Twice yearly simulator testing
— CRM 3yrly
— SEP annually

— Route check annually with human
factors de-brief




Non Healthcare Expertise




Human Factors
Design For Safety
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Figure 2. Package Labels WITH Tall Man
Lettering. Image provided courtesy of ISMP.



Human Factors
Design for Safety

55 Anesthesia Shadow Board - After .

oS Anesthesia “Shadow Board” - Defore




Human Factors

Design for Safety -Operational Status at a Glance




Human Factors
Design for Safety - Standardisation
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Human Factors
Not Designed for Safety
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Patient Safety and Human Factors

Het Oogziekenhuis Rotterdam

Lessons from aviation @

—

Patient | Fear Reduction
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g sarvice systiem check out Resour box
= points | ca
Travaller Manag
ameant




Het Oogziekenhuis Rotterdam

Wrong side surgery
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Rotterdam Eye Hospital

Patient Checklist

Patient empowerment @

. Al'zs patient healt u een regierol bij de behandeling aan i-

wy ogen Gebrulk daarom deze checkdijst om bif
vertrek vast te stellen of v vol deende informatie heelt
onivangen

Oe wolgends informatie heb ik gekregan en bagrepsn
{kruis aan):

U0 Heuding=advies (en eventuss| hulpraiddal)

g Bescherming van hat oog

g Lesefregels (wat mag ik weal'niet dosn)

o Druppelen (zelf druppelen of met hulp)

U0 Instructie voor gebruik van medicijnen ook
pijnstilling en evt. andare cogmedicijnen dis ik al
gebruik)

O Infermeatie over mogelijke Klachten

g Wat & doen bij spaedgewvallen

U0 Het recapt dat ikvoor de operatie al entvangen
heb is gecontrolesrd

O Ik heb esn brief over het retinaforum ontvangsn
O Visitekaartje van de retina telefonische helpdask
O o Vervolgafspraak (dag na de operatie
groepsveor ichting en afsprask retinachinrg)

Wragen dis & nog most selen voor & het ziskanhuis
varlaat:



Regulation & Commissioning for Safety

Organisational & professional values and behaviours

Support for safety culture

Human Factors indicators and metrics for Q|

Measures of current evidence based human factors related ‘safe practice’

Requirements for human factors training — individual , team &
organisational



Patient Safety and Human Factors

Organisational Issue

Core element of training for all healthcare staff

Fundamental to design of equipment, systems and processes
Funding must be directed towards research and development

Regulation must ensure Human Factors are central to high quality
healthcare
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