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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. 



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.

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


Human Factors Applied



More Human Factors Applied



The Swiss-Cheese Model

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

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


Human Factors 

Analysis and 

Classification 

System (HFACS)

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

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


Human Factors Analysis and 

Classification System (HFACS)

Unsafe Acts: Routine Violations and Decision Errors

Preconditions: Communication

Supervision: Failed to Enforce Policies/Procedures

Organization: Inadequate Staffing

Retrospective application to 73 RCAs – inconclusive
Prospective application to 105 RCAs – see results



HFACS Applied to Health Care (Findings)



HFACS Applied to Health Care (Findings)



Action Hierarchy 

(for High Reliability 

Solutions to Root 

Cause Analysis Findings)

Ref: Root Cause Analysis and Action (RCA2) – Improving Root Cause Analyses and Actions to 
Prevent Harm, National Patient Safety Foundation (2015)



Problem-

Solving 

Decision

Tree

Ref: Presbyterian Healthcare Services, 
Daily Management System, 2021



(HRO)



Managing the Unexpected*

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

Preoccupation with Failure – how can it fail?

Deference to Expertise – who knows best?

Reluctance to Simplify – avoid workarounds

Sensitivity to Operations – leading indicators

Commitment to Resilience – psychological safety



Standard Work

Tying shoes 
can save lives



Healthcare Standard Work

Perineal/Foley catheter care

Check lists (performed correctly)

CAUTI Prevention Bundle/Change Package

Bundles/Change Packages

Two team members perform a function in partnership

Four Eyes On

Develop specialized skills for consistency of execution by selected team members

Specialists in processes/procedures



People Perform Work

How many attributes 
are capability-based?

How many attributes 
are character-based?



Just Culture, defined

A 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.

“
”



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)



Just Culture

Human Error

Unintended 

conduct: where 

the actor 

should have 

done other that 

what they did

Knowledge

Knowingly 

causing harm

(sometimes 

justified)

A choice where 

risk is not 

recognized, or 

is mistakenly 

believed to be 

justified

At-Risk 

Behavior
Purpose

A purpose to 

cause harm

(never justified)

Unacceptable 

Risk 

Behavior

Conscious 

disregard of a 

substantial and 

unjustifiable 

risk of harm

Console Coach Discipline Discipline Discipline

All Independent of the Actual Outcome

“Me First”
“Our Inescapable 

Fallibility”
“The Gamble” “Rage”

“Our Propensity

to Drift”



Communication 

and Resolution 

Programs

• Transparency
• Disclosure
• Reconciliation

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



HRO 

Models



Framework for 

Safe, Reliable and 

Effective Care



The HRO 

Journey: 

Change 

Management



High Impact 

Leadership

(for Safety)



Leading High Reliability Starts with

Leader Standard Work



Tying Shoes Saves Lives

Develop a process 
for identifying 
Human Factors 
when things:

•Go Wrong

•Go Right

Use a standard 
method to 

determine the 
improvement 

approach

Apply a Change 
Management 
method for 

implementation of 
the improvement

Lead for Safety
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Thank You شكرا
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