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Learning Objectives

At the end of this session, participants will be able to:

1. Recognize core concepts of Human Factors and High Reliability.

2. Understand the potential for synergy when Human Factors and High Reliability
concepts are incorporated together in health care settings.
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Human Factors Defined

“Human Factors are organizational, individual, environmental and job
characteristics that influence behaviors in ways that can impact safety....
... In clinical and health care contexts, that means that lives are at stake.”

Ref: https://chfg.org/what-are-clinical-human-factors/

Human Factors makes it easy to do the right thing and hard to do the wrong
thing, through design of the interface between persons and their environment.
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Human Factors Applied
—— [
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More Human Factors Applied

T
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The Swiss-Cheese Model

Organizational Influences

Unsafe Supervision

Preconditions

Ref: https://www.hfacs.com/hfacs-framework.html
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Human Factors
Analysis and
Classification
System (HFACS)

Ref: https://www.hfacs.com/hfacs-framework.html

Organizational
Influences
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https://www.hfacs.com/hfacs-framework.html

Human Factors Analysis and
Classification System (HFACS)

American Journal of Medical Quality

The Human Factors Analysis g&}‘.ﬁ‘iéfi’:?ﬂ‘l‘;;?cwnf
. . ledical Quality
Classification System (HFACS) Repis e s
Applied to Health Care o oeasegsl 431623
®SAGE

Thomas Diller, MD,MMM,"** George Helmrich,MD,' Sharon Dunning, BSN, MBA,'
Stephanie Cox, RN, MPA,' April Buchanan, MD,"* and Scott Shappell, PhD>*

Retrospective application to 73 RCAs — inconclusive
Prospective application to 105 RCAs — see results
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Unsafe Acts: Routine Violations and Decision Errors

Preconditions: Communication

Supervision: Failed to Enforce Policies/Procedures

Organization: Inadequate Staffing
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Violations - Routine
Violation of policy/procedures/standard of care
Failure to assess patient

Failure to monitor patient 34
Inadequate/untimely doi Errors - Decision
Inadequate risk assessment
Taking short Critical-thinking failure

Caution/warning ignored or misinterpreted

Wrong response to urgent/emergent situation

Inadequate report provided

Misinterpretation of information

Selected incorrect procedure

Failure to prioritize task

Inadequate work pre-planning

Exceeded ability (i.e., competency)

Improper use of instrument, equipment, PPE, and/or materials
Use of defective instrument, equipment, PPE, and/or materials
Inadequate maintenance of equipment/supplies

Disabled guards, warn

Use of equipment/instrum
Delivery of care
Failed to secure equ
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HFACS Applied to Health Care (Findings)

Personnel Factors - Communication / Coordination / Planning

Inadequate communication between providers
Failure to warn/disclose critical information
Inadequate communication during handoff

Failed to use all available resources

Inadequate communication: between workgroups
Lack of teamwork

No or ineffective communication methods
Confusing/conflicting directions

Inadequate communication: staff & patient/family
Failure in leadership (no one in charge)

Inaccurate information provided

Verification techniques not used

Lack of a plan of care

Inadequate communication: leadership/provider
Confusing/conflicting orders
Lack of discharge planning

Personnel Factors - Fitness for Duty
Inadeguate rest/sleep

Lack of physical fitness

Inaccurate information provided

Preconditions for Unsafe Acts - Personnel Factors

er of 1

imes |

a2

3
fentife|

70

a0 50



Supervision

Inadequate Supervision

Inadequate mentoring/ cozching/instruction
Inadequate oversight

Inadequate training

Failed to communicate policies/procedures

Failure to Address a Known Problem

Failed to initiate corrective action

Failed to ensure problem was corrected
Failed to review and revise a policy/procedure

Inappropriate Planned Operations

Failure to match staff competency with the task Resource Management

Inadequate staffing
Budgetary constraints
Human resources practices

Supervisory Violation
Failed to enforce polides/procedures
Authorized hazardous operation

Organizational Climate
Inadequate policies

Chain of command
Organizational culture / values

Organizational Processes
Strategic risk assessment
Corporate procedures
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HFACS Applied to Health Care (Findings)

Organizational Influences

13

B Number of
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Action Hierarchy

(for High Reliability
Solutions to Root

Cause Analysis Findings)

Ref: Root Cause Analysis and Action (RCA?) — Improving Root Cause Analyses and Actions to
Prevent Harm, National Patient Safety Foundation (2015)
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Action Category

Example

3 g Architec plant | Replace revolving doors at the main patient entrance into the building with
Actions changes powered sliding or swinging doors to reduce patient falls.
New devices with usability Perform heuristic tests of outpatient blood glucose meters and test strips and
testing select the most appropriate for the patient population being served.
Engineering control (forcing | Eliminate the use of universal adaptors and peripheral devices for medical equip-
function) ment and use tubing/fittings that can only be connected the correct way (eg.,
IV tubing and connectors that cannot physically be connected to sequential
compression devices or SCDs).
Simplify process Remove unnecessary steps in a process.
di on on the make and model of medication pumps used throughout the
or process institution. Use bar coding for medication administration.
Tangible involvement by Participate in unit patient safety evaluations and interact with staff; support the
leadership RCA? process; purchase needed equipment; ensure staffing and workload are
balanced.
Intermediate | Redundancy Use two RNs to independently calculate high-risk medication dosages.
Actions Increase in staffing/decrease | Make float staff available to assist when workloads peak during the day.
inworkload
Software enhancements, Use computer alerts for drug-drug interactions.
modifications
Eliminate/reduce Provide quiet rooms for programming PCA pumps; remove distractions for
distractions nurses when programming medication pumps.
Education using simulation- | Conduct patient handoffs in a simulation lab/environment, with after action
based training, with periodic | critiques and debriefing.
refresher sessions and
observations
Checklist/cognitive aids Use pre-induction and pre-incision checklists in operating rooms. Use a checklist
when reprocessing flexible fiber optic endoscopes.
Eliminate look- and Do not store look-alikes next to one another in the unit medication room.
sound-alikes
Standardized communica- Use read-back for all critical lab values. Use read-back or repeat-back for all ver-
tion tools bal medication orders. Use a standardized patient handoff format.
Enhanced doc Highlight name and dose on IV bags.
communication
Weaker Double checks One person calculates dosage, another person reviews their calculation.
Actions Warnings Add audible alarms or caution labels.
New d to check IV sites every 2 hours.
memorandum/policy
Training Dy the hard-t with hidden door during an in-service
training.
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Problem-
Solving
Decision
Tree

Ref: Presbyterian Healthcare Services,
Daily Management System, 2021
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Problem

Identified

Problem-Solving Decision Tree

Is the goal well-defined,
communicated, and aligned with
organizational priorities?

Is a standard process defined and
documented?

Is workforce trained and competency
verified?

Is standard process confirmed to be
operating as designed?

Is problem within scope of team to
solve?

-

Examine goal-setting and
alignment

Standardize on current best
known method

Train using Tell / Show / Do /
Reivew

Improve operations

management using data,
huddles, observations

Well-understood - Somewhat Complex / Not
Simple / Known understood / Solution undersood / Solution
Solution? unknown? unknown?

Improvement Model /

PDSA Improvement A3
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5 HRO Principles ’
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Managing the Unexpected* Y | : ‘
Preoccupation with Failure — how can it fail? 4
Deference to Expertise — who knows best?

Reluctance to Simplify — avoid workarounds
Sensitivity to Operations — leading indicators

Commitment to Resilience — psychological safety

*Managing the Unexpected, Sutcliffe, K., Weick, K., Wiley Publ., 2015
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Standard Work

Tying shoes
can save lives

How to Tie Our

Shoes

UCLA Legendary Coach John
Wooden
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Healthcare Standard Work

Check lists (performed correctly)

Perineal/Foley catheter care

Bundles/Change Packages

CAUTI Prevention Bundle/Change Package

Four Eyes On

Two team members perform a function in partnership

Specialists in processes/procedures

Develop specialized skills for consistency of execution by selected team members
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People Perform Work

How many attributes
are capability-based?

How many attributes
are character-based?
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Success

Success i peace of mind that is a direct result of
self-satisfaction In knowlng you did your best to become
the best you are capable of becoming,
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The Pyramid of Success
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19 system of shared accountability where
organizations are accountable for the systems
they have designed and for responding to
employee behaviors in a fair and just manner. ¥y
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Just Culture Principles

Values-supportive system of shared accountability

Organizations are accountable for:
» Systems design

» Responding to behavior of employees in a fair and just manner

Employees are accountable for:
 Quality of their choices

» Reporting errors and system vulnerabilities (near misses, safety risks)
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Just Culture

At-Risk

Human Error :
Behavior

Unacceptable d
Risk Knowledge Purpose
Behavior

ou;;“?;ﬁ?;fble Ou:oPIr)c:?feTsny “The Gamble” “Me First” “Rage”
Unintended A choice where Conscious Knowingly A purpose to
conduct: where risk is not disregard of a causing harm cause harm
the actor recognized, or substantial and (sometimes (never justified)
should have is mistakenly unjustifiable justified)
done other that believed to be risk of harm
what they did justified

All Independent of the Actual Outcome
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Communication
and Resolution e
Pro g rams Disclosure
1
|dentification
* Tra nsparency of CANDOR System

. Event Activation
* Disclosure

* Reconciliation

Investigation
and
Analysis

Agency for Healthcare Research and Quality (AHRQ),
Communication and Optimal Resolution (CANDOR) model
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HRO
Models

Evidence Brief:

Implementation of High
Reliability Organization
Principles

May 2019

Prepared for: Authors:

Department of Velerans Affairs Stephanie Veazie, MPH
Velerans Health Administration Kim Peterson, MS
Health Services Research & Development Donald Bourne, MPH
Service

Washington, DC 20420

Prepared by:

Evidence Synthesis Program (ESP)
Coordinating Center

Portiand VA Health Care Sysiem
Porlland, OR

Mark Helfand, MD, MPH, MS, Director

US Department of Veterans Affairs.

Evidence Brief: Implementation of HRO Principles

EXECUTIVE SUMMARY

Objective: To systematically evaluate literature on frameworks
for high reliability organization (HRO) implementation, metrics
for evaluating a health system’s progress towards becoming an
HRO, and effects of HRO implementation on process and patient
safety outcomes.

Key Findings

We identified 5 common HRO implementation strategies
across § frameworks. Based on those, the Joint
Commission’s High Reliability Health Care Maturity
Model (HRHCM) and the Institute for Healthcare
Improvement’s Framework for Safe, Reliable, and
Effective Care emerged as the most comprehensive, as
they included all 5 strategies, contained sufficient detail
to guide implementation, and were the most rigorously
developed and widely applicable.

The Joint Commission’s HRHCM/Oro™ 2.0 is the most
rigorously developed and validated tool available for
evaluating health care organizations” progress on
becoming an HRO; however, it has some conceptual gaps
that may be addressed by incorporating metrics from
other evaluation tools.

Multicomponent HRO interventions delivered for at least
2 years are associated with improved process outcomes
(g, staff reporting of safety culture) and patient safety
outcomes (g, serious safety events). However, the
overall strength of evidence is low, as each HRO
intervention was only supported by a single fair-quality
study.




Framework for
Safe, Reliable and

Effective Care
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Culture

Psychological Accountability
Safety

Leadership

Engagement of
Patients & Family
Transparency

Reliability Continuous

Learning

Learning System

Measurement
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The HRO
Journey:
Change
Management

a.02
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Awareness - Of the need for change

Desire - To participate and support the change

Knowledge - On how to change

Ability - To implement desirec Unleash Intrinsic Motivation

Tapping into sources of intrinsic motivation
galvanizes people’s individual and
collective commitment to act.

Reinforcement - To sustain t Adapt in Action

Acting can be a
motivational experience
for people to learn and
iterate to be effective.

Co-Design People-
Driven Change

Those most affected by
change have the greatest
interest in designing it in
Activate ways that are meaningful
and workable to them.

| >]|~[o]>

People’s
Agency

Co-Produce in
Authentic Relationship
Change is co-produced when
people inquire, listen, see, and
commit to one another.

Distribute Power

People can contribute
their unique assets to
bring about change
when power is shared.
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Create Vision
and Build Will

Driven by

High Impact o

Community 1. Person-centeredness Be consistently person-centered in word and deed
Leadershi apabil
p Capability Results
2. FrontLine Be a regular authentic presence at the front line
O r a ety Engagement and a visible champion of improvement

—
Shape Culture
5
Engage Across Boundaries 3. Relentless Focus Remain focused on the vision and strategy

"
Swensen S, Pugh M, McMullan C, Kabcenell A. High-impact Leadership: Improve Care i )
Populations, and Reduce Costs. Cambridge, MA: Institute for Healthcare Improvement, [IFI TIPS e oerey Require transparency about results, progress,

aims, and defects
-

Encourage and practice systems thinking and
collaboration across boundaries

5. Boundarilessness

In Collaboration with
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Leading High Reliability Starts with |
Leader Standard Work ]

Thursday

Leader Standard Work March Tuesday Wednesday

3/19/2023 |5 Work Days this WeeH Warch 13 - March 17, 2023
Monthly Min MY JU JL AU SE LSW Interruptions

Your Name

Goals Stz Notes

Weekly Min 1

Notes and Action Iltems

[

Huddle Communication

Mon

Tues

2X/Month 12+ s

Thurs Priorities/Projects Priorities/Projects Priorities/Projects Priorities/Projects Priorities/Projects
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Tying Shoes Saves Lives

Apply a Change
Management
method for Lead for Safety
implementation of
the improvement

Use a standard
method to

Develop a process
for identifying
determine the
improvement
approach

Human Factors
when things:

*Go Wrong
*Go Right

™ aS PRl = 2
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