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To Err is Human

* Landmark report in the development of safety culture

* Every year, between 44,000 and 98,000 patients die from
preventable medical errors in hospitals in the United States

*  Most mistakes in the healthcare industry are systemic by
nature

* Reducing the number of preventable medical errors requires
a change in approach
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Safety culture

Daily Aviation Security
Control Checklist

Conduct aviation security controls to ensure the security measures at all stages of aviation operations
have been met. Find the digital versien of this form and mere at
hitps:www fulcrumapp.comiapps/daily-aviation-security-control-checklisi-app.

* Healthcare is about people

° Itis human nature to make mistakes

Check-in Counter

F Risk assessment on passenger behavior by check-in or agent's staff

*  We need to help prevent human Ow Ow  Ow

¢ Passenger's |D or passport checked by check-in or agent’s staff
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Surgical Safety Checklist (@) berdheclth | Patient Safety

lly when check in

- Instructions, rules, and checklists

ate (label bag, label cabin bag,

. . . . {with at least nurse and anaesthetist) (with nurse, anaesthetist and surgeon) {with nurse, anassthetist and surgeon) In k
- Learning from our mistakes (incidents) . i
.
(m) mrlmﬁnmm o g’meﬁnnd\m sponge and needle

- Safety culture: openness and Bimmmmm— 0 £
transparency, non-punitive practices ..:fz.,,....m e

O What are the critical or non-routine steps?

O How long will the case take?

O What is the anticipated blood loss?

To Anaesthetist:

D Are there any patient-specific concerns?

To Nursing Team:

O Has sterility (induding indicator results)
beenmn.ﬁ'wi?ul?

O Are there aquipment issues of any coneems?

Thic checklist is not intended to be comp itions a al @ encour: vk o ©WHO 2000




Fukushima nuclear accident (March 11-15, 2011)

Earthquake (magnitude 9.0)

Nuclear reactors shut down automatically
Emergency reactor cooling systems were
activated

Tsunami (waves up to 13-14 m high)

Loss of external power supply
Failure of most emergency diesel generators

Impossible to cool the nuclear reactors actively
Unavailability of station status readings

Explosions in blocks 1, 3, and 4

Threat of explosions in blocks 5 and 6




Fukushima nuclear accident (March 11-15, 2011)

Context: lack of instructions * lack of communication® restricted data
hazardous working conditions * unclear consequences of decisions taken

Decision: drilling ventilation holes in the roofs of blocks 5 and 6 for cooling
and to prevent the threat of explosion

The contractor refused to perform the work for safety reasons

The work is assigned to employees who have not been to the nuclear
power plant before and did not know how to complete the task

The employees who were assigned the job happened to meet the director " e = ‘ w il
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of a local construction company, with whom they had a long-term working -
relationship

The director, who was familiar with the equipment, volunteered to take
the job

The director and the employees completed their work successfully




Lessons learned

* It's impossible to anticipate everything

* One can't develop instructions for everything

* In some cases, people are the only source of proper non-standard solutions in crisis situations




Paradigm shift

Safety | Safety i
Human error Safety risk
2 ) 4
Safety risk Non-standard human solution
“People” are the “elements “People” are “a resource necessary
threatening system safety” for system flexibility and resilience”

h Controversy?



Safety | Safety II

Task: Task:
Prevent possible Prevent possible
problems in the future problems in the future

A person helps
the system prevent

‘ an error

The system helps

a person prevent ‘

an error

Safety | and Safety Il complement each other




Safety | and Safety Il principles

Traditional
safety uses a
small portion of
the total
experience base

1

Planned
Outcome

What about the
99.999% of the
time in which

things go right?
/ Do we understand
why success is the

rule and not the
exception?

Unwanted outcomes

Reduce risk by learning
everything possible from
when things go wrong
(Safety 1)

>

Positive Surprises

Focus on success by
performing and repeating the
actions when things go right
(Safety Il)




How to put this into practice?

What went right?

Analyse not only mistakes but also positive aspects, especially in serious incidents

What was done wrong? What was done right?
The value of understanding your daily workflow

Follow instructions clearly Adapting to a specific situation
(“work-as-imagined”) (“work-as-done”)

h “Safety is not about the absence of negatives; it is about the presence of capacities”



Case stud
The secret second handover Y
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Goal: Reduce the time for transferring a patient from an ambulance to staff in the emergency
department

Optimization (“work-as-imagined”): Unified process of patient handover
Paramedics take the patient to the designated room and return to the route
Regulatory procedures and protocols

In reality (“work-as-done”): additional "secret" handover of a patient from paramedics to
emergency department staff outside of mandatory protocols
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Case stud
The secret second handover Y

It’s not necessary — there are standard
protocols
It's a waste of time
This delays the flow of patients
Other patients are waiting for the
ambulance

I'm responsible for this patient
Just a piece of paper isn't enough
| want to pass on all clinically

important information

I'm responsible for this patient
I need all clinically
important information

This is important for patient
safety

Who's right?




The secret second handover

It’s not necessary — there are standard
protocols
It's a waste of time
This delays the flow of patients
Other patients are waiting for the
ambulance

I'm responsible for this patient
Just a piece of paper isn't enough
| want to pass on all clinically

important information

I'm responsible for this patient
I need all clinically
important information

This is important for patient
safety

Case study

Decision: Paramedics decide on an additional handover individually based on their

experience and depending on the specific state of the patient

System flexibility




Safety | Safety Il

Patient safety is assessed by the Patient safety is assessed based on the
frequency of unwanted outcomes situations where it is present
N N
We define safety by its absence, We focus on day-to-day work,
rather than by its presence which usually goes right

-



Conclusion

“We work in a complex system, not a factory”

It is important to switch the focus from preventing things going wrong
to purposefully enabling them to go right

* It is necessary to reconcile work-as-imagined and work-as-done

* The principles of a safety culture are very important: fairness, openness,
transparency of leadership decisions, a culture of non-punishment, and

continuous training

Healthcare workers create safety every day

u Let's build a system that supports them
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