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The Definition of Quality and
Approaches to its Assessment

The Dark

Ages

Complaints and litigation

Research into medical accidents: a case of negligence?

C A Vincent

Public of medical accid is growing, as is on ing and it
the rapidly rising rate of litigation and the correspond-  medication errors. The authors
ingincrease in defence society subscriptions testify.' In - discussing the actoal errors are vt
many activities —for example, aviation, road and rail  nurses, ™"

travel, industey —errors and accidents are the obiect of
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1999

TO CARIS HUMAN

The focus on counting and
reducing Preventable Adverse
Events

« National Adverse Event Studies
* Reporting systems
 AE analysis

CAHO-ISQUA



The gospel of a
prescriptive vision of

» Safety is following the rule
* Evidence-Based Medicine

* A search for Compliance

The example of the exhausting battle of Hand Hygiene

AwncLes

Effectiveness of a hospital-wide programme to improve compliance

with hand hygiene

Ousier Piier, Stéphare Hugonnet, Sephan Murtarh, Pritoe Mosougs, Vakine Sauvar, Sytve Tovvenes,
Thormas VPerreger, e mambers of the Infiection Controd Programane

Summary

Hond fygere preverts coss adecton
hasotan. but complimon with mecomimended (nstrc
comwnonly poor. We sttempted 1o promets hard fyghene by
wplemerting A hosplalwide  gogawwe. wih special
emphasis o beGvide. wobohimsed hand dinecton W
meagirad nosocamial nfectons in paralel.

ars i

Msthods Wo Monitord e cwral coMpRance Wit Tend
IYEKNG OUing OUtinG PAISNt S3rT In 3 10SCHING NOSORS! IN
Geneva, Seteriand, Dofore and dunng ImpeMEntadon of o
rondyers campagn. Seven hospRaiwde obsenational
sneys were dom twoe gy iom Oscembur, 1694, 1
Decwrber, 1907, Secondiy OWOOTS INGASINS Wees
rosocomil infection rates . atack rates of meticliborecsaet
SoanyRcoccus Mrews (MASA), ard consamimion of deeina
dsinfectan

Findings We chserwnd rove than 20000 opportsbies for
hand tygione. Carelance improved progre ssivedy Wom 4% in
1954, 0 G6% In 1957 (000011 Afthough rccurse
rondwashing with 3080 and waler remained stabie, e«
of Fana dairfoction substantisly moressed dunng the study
oeniod (0<0-001), Ths 105Ul was uncrianged after dustent
for krown fak TRCUNR OF POOr ANEIONCE. HANC Mpend
PN SEVACAATY MONE MUMSAS 37 AFNING ARSI
DUt somaned poor AmOrg Aoctor. D the sae perod
overall nasocormie Infrction cecremsed (prevaence of 16-9% in
1954 10 8.9% In 1998, p=0-04). MRSA tansenission rates,
decrased (210 1 097 siodes per 10000 pstiert-
pO001L and the consurgtion of akoholbesed hand:
A inCrtaset from 54 L per 1000 pationtdays
between 1993 and 1998 (p<0-001).

Intorprotation The campoign peodaced 8 sustamss
OIOVIMONL ¥ COMDIANCE with KENd MLENO, SNCIING with
0 7ROUCERN OF NOSOO0REM BHOCU0NS N0 MRSA TRINGIIHSIon
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COMIDADA 16 0 INENABE I Compiance

Lancot 2000; 366 130712
Sce Cammentary page 1290

Introduction

Hand hygene, either by hanSwushing
remaing the single mos_mporta o peevent
nosocomial infecioas! The importance of thiv smple
procedure v not suficiendly roongrased by beahbecrs
workers (HCWs)” and poor comgliance has been
docomented  rrpeatnsdly** Although  some  provioas
mtervencons to improve compliance bave been successiul,
oone has achicved lsting meproverncnt. = Tha stustion
Jed 10 the crestion of 3 Handwishing Laisca Groug' m the
UK in 1997, whose misston & “to modity the behaviour of
HCW)s 10 produce susained improveress in complisnce
with agreed handwushing standards and so improve the
quality of patient care™.!

T o boxpical, we documented Sappointing levl of
hand bygiene coenplisace and ideneified severul sk facues
fie noncomplience’ The obwerved reluon bemeen
ped woekiad and reduced comaplsnce
motion of bedside hand  disinfecuc
crmsuming than bandwashing, may
Hener, we anplomented  hospitalw

tand dimfectian,

large

encen,
Switzertarsd, and the v Handwehing
facibtics are mailable cverywhicre with onc 1o theee smbs i
cvery patient's room together with wnmedicated soap and
paper toweks

The band hygicne gromotin programme suried in
Januiry 1995 afler a baseline survey.” The met prominent
component was 8 visual display with AJ-sze oolour posters
that emphasted the mportance of Mand-deansng,
pasticulirly hand disinfection, snd perfornance feedback.
The posters were displayed i 250 stratepc areas wishin the
mtituton, previowsly deotied by visting the wards and
cummim areas with seniar purses. Location criteria were
meaximal visbilky during dully wock snd during tranet
within the hossaal

Special Issue

Improving Adherence to Hand Hygiene Practice:
A Multidisciplinary Approach

Didier Pittet
University of Geneva Hospitals, Geneva, Switzerland

Hand hygiene prevents cross-infection in hospitals, but health-care workers' adherence 1o guidelines
is poor. Easy, timely access 10 both hand hygiene and skin protection is necessary for satisfactory hand
hygiene behavior. Alcohol-based hand rubs may be better thantraditional handwashing as they require less
time, act faster, are less irritating, and contribute to sustained improvement in compliance associated with
decreased infection rates. This article reviews bamiers to appropriate hand hygiene and risk factors for
noncompliance and proposes strategies for promoting hand hygiene.
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Violafions and migrations in health care: a framework for
understanding and management

Systemic Migration to Boundaries iR,
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Learning from other industries

Anesthesiology ASA 1-2

Grafts Most wards, geriatrics
E -
2 O O O - 2 O 1 O |¢;'l|lergency DL Radiotherapy Biology

Oncology Scheduled Surgery Blood transfusion

Medical risk

(average)

Road Chartered | Civil Aviation g
- - (%]
Traders in safety Flights | Scheduled flights ; %
the global Mining | Construction industry i 3 3
marketplace . 5T
Hymalaya roa 2
- - 1 ' o
mountaineering Drlllmg Off shore Railways (Europe) : g_
Professional Fire fighting | Transformation industry i ;*

Fishing |

Oil & gaz industry (total) Nuclear Industry |
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Very unsafe Unsafe Safe Ultra safe risk



Learning from Academy and cognitive ergonomics

2000-2010




Safer drug
management

* Moving towards
standardized
concentrations

* Reengineering for
safety

 Educate
e Reconciliation
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SIGN IN (To be read out loud)
Before induction of anaesthesia

Has the patient confirmed his/her identity, site, procedure
and consent?

O Yes

Is the surgical site marked?

[C] Yestnot applicable

Is the hesi hine and medication check L

WHO Surgical Safety Che

(adapted for England and Wales)

TIME OUT (1o be read out loud)

Before start of surgical intervention
for example, skin incision

Have all team members introduced themselves by name and role?
[] Yes
Surgeon, Anaesthetist and Registered Practitioner
verbally confirm:
What is the patient’s name?
What proceuder, site and position are planned?

O ves
Does the patient have a:
Known allergy?
No
Yes
Difficult airway/aspiration risk?
No
[:] Yes, and equipment/assistance available

Risk of >500 mi blood loss (7 mi/kg In children)?

No
LH Yes, and adequate I\ access/fluids planned

PATIENT DETAILS

Last name:

Anticipated critical events

Surgeon:
How much blood loos is anticipated?

B Are there any specific equipment requirements
or special investigations?

[:] Are there any critical or unexpected steps you
want the team to know about?

Anaesthetist:

B Are there any patient specific concerns?
What is the patient’s ASA grade?
What manitoring aquipment and other specific
leveks of support are required, for example blood?

Nurse/0DP:

[] Has the sterility of the instrumentation been confirmed
(including indicator resuits|?

Are there any equipment issues or concerns?

National Patinet Safety Agency
National Reporting and Learning Service

SIGN OUT (To be read out loud)

Before any member of the team leaves

Registered Practitioner verbally confirms with the team:

[[] Have the spacimens been labelled

D Have any equipment problems been identified that

the operating room

Has the name of the procedure been recorded?

Has It been confirmed that instruments, swabs

and sharps counts are compléete (or not applicable]?
(including patient name|?

Need to be addressed?

D What are the key concerns for recovery and

Has the surgical site infection (SSI) bundle been undertaken?
] Yes/not applicable

© Antibiotic prophylaxis within the last 60 minutes

© Patient warming

® Hair removal

* Glycaemic control

First name:

Date of b

Has VTE prophylaxis been undertaken?
[] Yes/not spplicable

NHS Number

Is tial imaging displ, ?

\D Yas/not applicable

Pracedure:

X

Surgeon, Anaesthetist and Registered Practitioner:

management of this patient? )

This checklist contains the core
content for England and Wales

www.npsa.nhs.uk/nrls

 Check-list
* Briefings
* Distractions

Erganamicy St
Vol 49, Nos. 56, 15 Aprit-15 May 2006, 59604 @ v Ay

Measuring intra-operative interference
from distraction and interruption observed
in the operating theatre

AN HEALEY®, N, SEVIYALIS and C. A, VINCENT
Clinical Safety Research, Imperial College, University of London. Tpartment of

Biosurgery and Techne 100h Floor QEQM, §1 Mary's Hospital, Pracd Sireel,
Paddington, Londoa W2 INY, UK

CAHO-ISQUA
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Fatigue among physicians + Another field

directly inspired by
aeronautics and the
regulation of fatigue
among crews

Ramals of Internal Medicin [ Armcrs

Changes In Hospiial Mortality Assoclated with Residency Work-Hour
Regulations

posed- 11 J0T0_ w Ammihb CAS o Coxtste Mas- e 4 ¢ OGS @ 179 rekrn in e rstdve b for

* Excessive working
time, lack of
recovery culture

-----
Coac e Ulieakon Proeed + Melkoea Ipterd Ly st 8 0 abiie, Howda

Fafimtz: 110 0 il ek ko fop 30 o el T4 ORI The - et e oot WS -

R i 1 DA Dt 1 B MOk TS o e e o

* Here again,
The NEW ENGLAND .
JOURNAL of MEDICINE ambivalent results

ESTAR LISHAD | RIS

Effect of Reducing Interns’ Weekly Work Hours
on Sleep and Attentional Failures

CAHO-ISQUA



Safer A decade of considerable efforts spent on
commun | Cati on improving teamwork and communication
]

¢ Recommendations

teamWO r k an d e Transfer of CRM from Aviation
coordination + Simulation

Jourial w QUALITY ua PATIENT SAFETY

N

I National Patient Safety Goals e \.

* Inindustries which operate continuous processes, continuity
A Model for Building a Standardized — js majintained across shifts changes via shift changeover,
20 15 Hand-off Protocol Wi L e

R briefings and communications

Article-at-a-Glance

Baciground: The Joue Corsmison lias mads s

apprvacit o a i . ~. S
i e The Joint Commission
Mrthe: AR mnrcenve (M-mInIEs WrrEhop (hand — 20 > =
TSl ol T 50 ) s i Journal on Quality and Patient Safety
dardized process fur ihe andodl /21 create a chocklist
mumiber of different sourees ard sudies which sest uf eritical patlnl coment, and (%] plan for dissemin. VT QalIE 1a7.o04 A 4 ANy
that handnfSs aw often chanirtermad by FomEmUrBeIE taem et g, TEAMWORK AND COMMUNICATION | VOLUME 43, ISSUE 4, P197-204, APRIL 01, 2017

Cenchisnn: To duts, T of L mestcency progrims by
L COnnEslon pankepated Analvesi of Mese rubocols denonsriled
atons Nalgeal  lbal gy vartab e sl el

spectile Althongh all disdpines roquimd u vesbal
hanedaff, because of compoting demands, verbnl comme-

b 10 0 g i, T e e, i ks Shannon L. Marlow, MS = Ashley M. Hughes, PhD » Shirley C. Sonesh, PhD = ... Amanda L. Woods, BS «

A Systematic Review of Team Training in Health Care: Ten Questions

taiiures and enwrmomental bamem =
The skl 15 als (ke suby

of profisstonal regorsiitiity was soaned e and
Ml et Wi Thx: cxuse K Claudia Hernandez, BS = Eduardo Salas, PhD ~ = « Show ail authors
We o, abent Uk wore ssgnod 80 offer team
mEmhers i Ml Gmely e af a postenll res-
el Ty St Posdend sty howr Pesinctions ), N rosalls
et et Burnaly ot W anyon. The ound Published: February 18, 2017 * DOI: https:/doi.org/10.1016/.jcjq.2016.12.004
uff elinie facilialod the nmeparstion of “loset-Soop”
oammmbeston by Toquirmg that foilow-p on these
tiesbi B vyt L e otk onl] o,

Distssben: Thiss kil Tr st aod mplemens
o eans be applicd to ofteer hualth care seltings.
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The requirement for an
effective safety culture

SECOND fOITION

UNERBELTED

Transparency | €
Prosconason T Defarence
wih Falom

A shared

awareness of
the most
important risks

Resilient Performance in an
Age of Uncertainty

Learning

Serntanity

A culture
) of transparency |
i

KARL €. WEICK AND
KATHLEEN M. SUTCLIFFE

1
o,
.

.
-

BETTER RISK

Adopt a Learning Generative
MANAGEMENT

culture
(R. Westrum)

Management
leadership and
the involvernent

An integrated

culture, everyone
is involved

of workers

Constant
attention to the
three pillars

CAHO-ISQUA

A sensible
bala?ce I:;rn-ﬁen
safety by the
rules and safety

taking
initlathve

Pathological
Informationis hidden

Messengers are 'shot"

Responsabilities are
shirked

Bridging is
discouraged

Failure is covered up

New ideas are crushed

Bureaucratic

Information may be
ignored

Messengers are
tolerated

Responsabilityis
compartmented
Bridging is allowed
but discouraged

Organizationis just
and merciful

New ideas create
problems

Generative

Informationis actively
shought

Messengers are
trained

Responsabilities are
shared

Bridging is rewarded

Failure causesinquiry

New ideas are
welcome



Outline

2. The switch to a systemic vision of care




2015

ST

A turnlng point IS emerging from
2015

' Patient safety is becoming more

complex as we tackle a rapid
change in the issues and
complexﬂy of the healthcare
system

® -
CAHO-ISQUA

2020
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Healthcare needs to change
The transition time iIs painful O BT

not enough

« Healthcare systems are undergoing transformation at
unprecedented levels.

* Inless than 20 years, the world’s Fopulation has climbed from 6 to 7,7B bill
(+25%). Nearly 20% additional patients, more chronic, more fragile

 Hospitals and healthcare systems have not changed at the

same speed. The knowledge and technology of care has changed at a high
speed but not the taskforce and human resources.

 Progresses are made at zero cost, with the imperative of changing,
and changing again for reallocating means, resources and finances.

 The GPD per c_:aﬁita for medical affairs cannot change that much since it
was already high before the last revolution.

* Needless to say, medical workers are affected by these
revolutions, continuously pushed to adapt.

- It is even greater challenge for Quality and Safety since these Ry — B
dimensions of care are only supposed to go one way, always owi————
more, and are not supposed to be opened for any s st
compromise and adaptation. e e g T e W

CAHO-ISQUA 17



What are the most
Important changes?



A cascade effects on the conceptual approach of Quality
and Safety

» The need to move from a primarily event-focused, acute
system to a longitudinal, life-course perspective.

. Families of safety interventions
» Profound consequences for how we conceptualise safety
and quality and reprioritize human factors.

Optimising
Strategies
 Safety no longer be described in terms of episodic risk
suppression, but in terms of controlling acceptable risk Mo
over time in both the short and long term. — Strategies

d Solutions for optimizing Quality & Medical efficiency
(proposing the best of the medical knowledge) not equal
to solutions optimizing Safety (controlling risks in a
greater variety of medical settings, including smalli

isolated hospitals, home care, community care)

O A need to reconceptualize the very nature and use of
Quality and Safety standards of the 21thcentury, their
interpretation and role in system changes and progress,
and all related Human factors priorities

CAHO-ISQUA 19



Half-life of medical
knowledge now below 6 yrs I yaitite knowledge in
in most Specialties Nuclear Industry : 17Yrs

* Half-life knowledge in
Aviation Industry: 13Yrs

ARTICLE ‘ Annals of Internal Medicine - . = " ‘, : ‘i '“‘:I;‘ w (] H a If-life knOWI edge in

How Quickly Do Systematic Reviews Go Out of Date? A Survival

e e et o s e Healthcare Industry: 5,5Yrs

often advocated as the best "
inical decisions and health care i aae o deochuteng chakeal puactix gadabase.

e B | * Half life knowledge in

that are sufficiently imporant to warrant updating systermatic re
view

Software industry: 2,6Yrs

of dnug, device, or procedure
Frandomized, controfled triab.
e the need for updatng were made with-
it experts.

ematic reviews directly
redevant to clinical practice, s for updating cccurmed frequently
and within & relafively short me.

new information aboat harm, and ¢ Arn oo Med X - W ST Median life span of a cohort of
reported findings that would affect cinical decision making. For ashor P : Bxcellence clinical

P L e———

Phil Aldervon®, Toni Tun
Zovel T4 Oy Rowes, Pl P Shautieas MY 41
wand Ainglon
Pt i 16 Chter 3000

CAHO-ISQUA




The move to patient journey

Consequences for Human factors and
patient safety

5
b/
KEY
POINTS

* Change the time scale

* New focus
 Transitions of care
* Primary care and Home care

« Adopt a System vision

CAHO-ISQUA
21



Poor
Access

AEs

associated
with poor

care

EDITORIAL

Safety in healthcare is a moving

target

Charles Vincent,! Rene Amalberti?

Safety in healthcare is a constantly moving
target. As standards improve and concern
for safety grows, we come to regard an
increasing number of events as patient
safety issues. In this respect, healthcare
differs from almost all other safety-critical
industries. What we regard as harm in, for
instance, civil aviation remains the same
whatever advances may occur in aviation
technology or practice. In contrast, innov-
ation and improving standards in health-
care alter our conceptions of both harm
and preventability.

drug events in the community that cause
admission to hospital, polypharmacy and
general harm from overtreatment.” All
these, in the past, might have been regret-
ted, but now receive greater attention by
being viewed under the safety umbrella.
The perimeter of safery is, therefore,
expanding. This is welcome for patients
as it reflects rising standards and aspira-
tons. However, the shifting perimeter
does present problems, both conceptual
and practical. The definiton of harm
seems increasingly difficult to pin down

AEs associated
with the Care
environment

Poor shared
information and
partnership with
patients

Incredible
errors
Never
events

22



CORONAVIRUS CRISIS

India’s health centres are facing staff

C h ron I C Staff S h O rta ge shortage as coronavirus cases
impacts chronic continue torise
organizational factors e

Arunabh Saha, Indlaspend.com & Surbhi Bharadwaj, IndiaSpend.com

Reduction in salaries, |late payments and fear of infection are

g 01, 2020 - 01:30 pm

» Working under staff and material
constraints is becoming the norm
around the world, with few

exceptions
— Weekend mortality for emergency admissions.
Too many hospital A large, multicentre study
?,%?:::f:;iﬁ;mgm P Aylin, A Yunus, A Bottle, et al.

y The IaCk Of personnel accelera‘tes ol s Gual Saf Health Care published online January 28, 2010

doi: 10.1136/gshc.2008.028639

fatigue , disrupts teamwork, and
concentrates the care on its technical
aspect, to the detriment of a more
global care of the person

BMS 2016:354 14860 doi: 10.1135/bm|.1 4860 (Publishad 22 Seplomber 2018) Page 1 of 2

EDITORIALS

 The COVID crisis further
aggravates the problem

Shortage of healthcare professionals in China

Urgent action is needed to increase recruitment and improve staff retention 1o cope with the rising
demand for healthcare

Qing Wu PhD student, Li Zhao postgraduate student, Xu-Chun Ye professor

Mursing School, Second Miltary Madical Uinivarsity, Shanghal, 200433, China

CAHO-ISQUA



The COVID 19 crisis as a demonstration
of the need for changes
Adaptation & coping mechanisms

Demonstration of the medical professional’s
power to adapt, evolve and thrive, even in
these times of unprecedented crisis.

» Incredible solidarity and creativity.

« Family medicine put at the centre of the
health care system, even among countries
with a health care system that traditionally
has been hospital centred.

* Promoting community cohesion and building
strong neighbourhoods

« Social media used to mobilise people to take
action.

* Impact and reorganisation of teamwork

CAHO-ISQUA



pportunities and challenges for telehealth within,
1d beyond, a pandemic

> COVID-19 pandemic is unlike any previous that disinfect areas without any
\demic. The ubiquity of international travel, the ease  been introduced into hospitals

ansmission of the virus, and symptom variability — response to the pandemic. For

-ulted in an unprecedented rate of spread. The has led to improved cor

| —— —

emedicine
ndia

* |T infrastructure,

\\\\ * Three key areas
W
f

Organizational routines

v ’ and workflows

— \ Interactional work of a
| video consultation.

L

)
U — T — l\

The ”Se Of CAHO-ISQUA
Telehealth during
the COVID-19 crisis

« COVID-19is acting as a
trigger for a sharp uptake of
teleconsultations across
European countries

 Telehealth as a solution to
difficult medical access is not
new

« But conditions for generalization
not met before the COVID-19
« Poor quality
* Internet & digital divide
« Payment scheme
« Confidentiality

25



A five-step strategy and actions through which PS
and QI staff can meaningfully contribute during a
pandemic

1. Strengthen the system by assessing readiness, gathering evidence,
setting up training, promoting staff safety and bolstering peer
support.

2. Engage with citizens, patients and their families so that the

solutions are jointly achieved and owned by both the healthcare
providers and the people who receive care and in particular the
citizens who are required to undertake preventive interventions.

3. Work to improve care, through actions such as the separation of
flows, flash workshops on teamwork and the development of clinical
decision support.

4. Reduce harm by proactively managing risk to both COVID-19 and
non-COVID-19 patients.

5. Boost and expand the learning system, to capture improvement
opportunities, adjust very rapidly and develop resilience. This is
crucial as little is known about COVID-19 and its impacts on patients,
staff and institutions.

Lessons for
Quality and
Safety at the
time of Covid-19

Editorial
COVID-19: patient safety and quality improvement skills
to deploy during the surge

Ney words: gusiity Improvemsnt, panent satety, pangemic, COVID-18

ANTHONY STAINES , RENE AMALBERTI,
DONALD M. BERWICK, JEFFREY BRAITHWAITE,
PETER LACHMAN, and CHARLES A. VINCENT




Outline

3. What impacts and what solutions with regard to
human factors




The challenge

* We know rather well the bricks of human
factors and patient safety and their
optimization

 Now you have to learn to use them to ride the
house In the storm



Facing a diverging process

OPTIMISED ADAPTATION OPTIMISED ADAPTABILITY

A demand for always more Q&S

« Safety as a moving target

: . . A system in trouble
« A growing prescriptive vision

Growing human factors &

. organizational problems
A rapid increase of the g P

medical demand and
care

« Chronic Staff shortages, Missing
material, overload

* More patients, more
fragile

» Lack of money

« Mushrooming recommendations
* More advanced

* N Ive impact on careers,
treatment techs egative Imp

motivation, burn out
» All aggravated by recurrent crisis

29



Escaping excessive and radical simplification in the
opposition of solutions

Optimizing science,
patients results and
cost/effectiveness

« CQI
 Evidence-Based Medicine
* Value-Based medicine

* Lean management

Optimizing workers
and system

adaptability to a wide
variety of contexts

« HRO
* Resilience engineering



MANAGE ADAPTATION

REDUCING THE DIVERGENCE BETWEEN OPTIMIZED ADAPTATION AND OPTIMIZED ADAPTABILITY

MAX BAR
OPTIMAL

ACCEPTABLE BAR +

Area of full
compensation

... W\CCEPTABLE BAR -

Growing risk
Partial compensation

MIN BAR
High risk

1: FULL COMPLIANCE TO
STANDARDS

2: COMPENSATIONS TO MAINTAIN
OPTIMAL SAFETY

. >
(OPERATIONALGOAL

A 4

3: END OF FULL COMPENSATION

CAHO-ISQUA 31



Use the full repertoire of interventions
strategies In combination

Optimisation strategies Risk management strategies

Ensure best practice in prevention
are in place and being

implemented

Encourage compliance Adopt Best
Develop & update best standards Practices
Building competences

Restrain range of activity to than can be
properly policed

* Specify, share and respect no go
* Restriction of at-risk activities

Increase
Risk
Control

Accept intelligent adaptation to context
* Share situation awareness and risks in the
team
* Detect and recover errors
* Improve failure to rescue and team decision

Adapt and
recover

Optimize Human and

L Optimise
Organizational factors

working

making
* Improve working condltwf\s conditions  Adapt safety culture and interventions to
* Improve style of Leadership Miti the context (Ultra safe, HRO, Adaptive)
. itigate
* Improve working hours

* Improve utilization of skills
Share values among the team

Foresee and mitigate consequences of flaws
- Reportincidents and accidents
- Say thank you to acknowledge team effort and recovery

- Say sorry to clients
* Adopt new solutions redefining boundaries | y ¥ . | bl |
of playability, quality and safety - Invest on a just culture blameless

* Analyse risk associzgted w|th) 1¢S¢@2E|}1A 32

solutions

Innovate



Human factors keys to remain safe enough
while adapting to a large variety of contexts

Front line management ©Middle management

1. Short Briefings, Huddles at shift hand

over and anytime the context changes 1. Aplanning of work with an honest and

2. Leadership and teamwork relevant analysis of patients‘ specs
3. Alerting process 2. A permanent fight against organizational
4. Values discussion and dialogue silence
5. Enhanced Error detection and recovery 3. Awillingness to shorten as much as possible
6. Learning attitude, moments for day’s abnormal situations and their causes

lessons 4. ‘Moments’ dialogue organized on real working
7. Values celebration, recognition of conditions

workers, photos and service recognition 5. A permanent dialogue on autonomy, trust and

limitation of trust of front line managers

6. Moments celebration of good results and safe

work
CAHO-ISQUA



Take home wessaces | But

v" The field largely ‘directs’ the way of working: hazards,
local contexts, time constraints, financial constraints

v Itis sometimes necessary to navigate across safety
models to adapt at best to local contexts

v ‘Work as imagine’ needs to be designed with a rule-
based strategy, although accepting that hazards could
There is a non-end lead front line manager punctually adopting a more

managed-based strategy

pressgto v Navigating towards more managed-based strategy is not

improve safety at all easy or intuitive. It must be taught to managers

v" The more the usual model based on expertise and
managed-based safety, the more the need of a strong
safety culture
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