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“Industrial Thinking”

\

Illustration 42784970 © Phill Burrows | Dreamstime.com

Output focused

Safety = reliability

Bureaucratic constraint

People as components or product

Communication as transmission


https://www.dreamstime.com/stock-illustration-blinkered-middle-aged-man-wearing-blinkers-image42784970
https://www.dreamstime.com/phillburrows_info
https://www.dreamstime.com/

The Aim of Safety

That as few things as possible go wrong



No harm, no problem
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We make things
brittle...

when we don’t understand the
sources of
Adaptability and Innovation




Safety = Reliability




“Bureaucratic Safety”

* Proceduralised approaches to safety
e The demands of ‘bureaucratic closure’

* Rituals of verification e.g. audit




HIERARCHICAL MODEL
OF SOCIO-TECHNICAL
SYSTEMS
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(Rasmussen, 1997)

Blind to the Wider
Influences

You can't-- there's a certain there's a certain
altitude you can go to and then you can go no
Jurther. You certainly can't say, "Well, this is all
becanse the CEQO didn't decide to invest X
number of health bucks in... promulgating a just
culture in  the organization”. You  certainly
couldn't have ever said that.’



Could have... ﬁy

We discuss what
DIDN'T happen
rather than explain
what DID

Should have...

s

Ashamed © Maria Bobrova | Dreamstime.com
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Not Meeting the
Needs of those Harmed
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-

. Multiple Issues

~ Safety
Equity
Productivity
Quality Improvement
Burnout

Staff Engagement
Patient Experience

B




“When we fix the wrong thing for the wrong reason,
the problems continue to happen.

[t’s costly and demoralizing”

Brene Brown, Dare to Lead, 2018
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“"Work-As-Done”’
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Efficiency  Thoroughness

Hollnagel The ETTO Priciple: Efficiency Thoroughness Tradeoff 2009




How Safety Is Really Created

Acceptable outcomes A A

(successes) S

Performance
adjustments

Unacceptable outcomes N
(failures)

Hollnagel E. Safety-I and Safety-Il; the past and future of safety management 2014



The New Aim

That as many things as possible
go right
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1. A Move to System Safety




Better Health

for the
Population 2&&

=
o001
Improved Quad ruple

Provider Aim

Satisfaction

Lower Cost
Through
Improvement




2. Supporting the Conditions for Success

Are you Or usual
mfakmg success
failure

lecs .more




Understanding Work-as-Done

Teams

Equipment
Artefacts

Facilities
Relationships -
Culture




Thinking in Work Systems

WORK SYSTEM PROCESSES OUTCOMES

 Physical e Cognitive e Social/behavioral

/ Desirable \

Technology Distal

Professional Work

Person(s)

Collaborative

ProfessionalPationt Wark ’“Patient‘ Profess?onal Organizationalg

Internal

Environment .
Patient Work »

Proximal o

K Undesirable J
External

Environment A J ‘

e Anticipated or unanticipated e Short- or long-lasting e Intermittent or regular

ADAPTATION

Holden, R. J et al, (2013). SEIPS 2.0: a human factors framework for studying and improving the work of healthcare professionals and patients. Ergonomics, 56(11), 1669-1686



Human Factors/Ergonomics

...the scientific discipline concerned with the
understanding of interactions among humans and
other elements of a system...

to optimize human well-being and overall
system performance



Building HFE Capacity in Healthcare

WorkSafe

Memorandum of Understanding (MOU)

-

HFESNZ

Committee and PAB

Partnering agreement

\ 4

HASANZ

1

i WDP Establishment Group

Workstream 1
Competency
Framework

HFE Workforce Development
Governance Group (incl.

=D HASANZ)
Workstream 3
WOrkstrgam 2 Scholarships and
Education Mentoring

Workstream 4
Stakeholder
understanding / job
creation

f HEALTH QUALITY & SAFETY
COMMISSION NEW ZEALAND

¢/
e

HFESNZ

Hurman Factors and Ergonamics
Society of Mew Zealand

WORIK

NEW ZEALAND] e

He Kaupare. He Manaaki.

ﬂw He Whakaora.
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Do You Want To Know...

Normal functioning Acceptable outcomes
(compliance) (successes)

Unwanted transition
(sudden or gradual)

|

Malfunctioning Unacceptable outcomes
(non-compliance) (failures)

What was so different
about this case?

Acceptable outcomes
(successes)

Performance
adjustments

Unacceptable outcomes
(failures)

What was so usual
about this case?




Learning Reviews

How did that seem the
right thing

to do at the time?

Dekker A Field Guide to Understanding Human Error 2014



Local Rationality

People do things that make
sense to them, given

their goals,
understanding of the situation |,
and '

focus of attention

at that time.




Meeting the Needs of All Those Harmed

Restorative Practice B ot

IN RESTORATIVE JUSTICE




Adverse Events Policy Review 2022




a. Building Resilient Systems



t’s not about
individual
resilience...

Lora Zombie (lorazombie.com)



Resilience is a System Capacity...
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Anticipation Response

Knowing what Knowing what Knowing what Knowing what

to <—T> to e to > has
EXPECT LOOK FOR DO HAPPENED

\Monitor‘ing / Learning




7
Diverse teams~



Anticipatory Action

Hinges on building a shared
understanding of:

 The current situation?

* What should happen?

* What might happen?

 What will we do if things
change?




A Change in Communication




Data for Resilience

What to measure?

Data for who?

Data for what?

Building understanding?



Leadership

* Goals, not tasks

* Creating the space for adaptive work

* Balancing creativity and constraint

Bridging Power Practices in Collective Leadership Carroll B, (in press)
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Command

A traditional top-down structure. The
connections that matter are between
workers and their managers.
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Command of Teams
Small teams operate independently
but still within a more rigid

superstructure

Team of Teams

The relationship among teams
resembles the closeness among
individuals on those teams.

Gen Stanley McChrystal Team of Teams 2015



... building the relationships between teams.

» Safety System Leadership Ropu
e Quality Forum
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Resilient Healthcare Thinking

Outcome focused

Safety as the ability to match conditions
Balancing creativity and constraint
People as the purpose

Communication as co-construction




chorsley@n ‘ddlemore €0.NZ




