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% REDUCTION IN
RGICAL
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cost of $11 per patient
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) safety concepts used in commercial aviation |
uld be used more widely in healthcare

underlying themes: counterheroism, common
owledge, ergonomics

xasons why these concepts may face resistance
»m doctors

amework for assessing the cost-effectiveness



SAFETY
INCEPTS




I = WD T\ NI\ | \J

ad-and-Do
laesthetic equipment

ycklist) G
allenge-and- é‘
spond (WHO Surgical

ety checklist) O

le memoire (VA
dical Team Training) 6




MANAGEMEN I

st airline disasters
iIsed by failures of

nmunication, leadership
| teamwork

)ts must demonstrate
npetency in CRM

est iteration of CRM
reat and Error
hagement) may be




aft crew gathers for a joint safety
Ing because alternatives such as
e boards or individual messages

inferior (since staff would be
vare of who knew what)

2alth care, joint briefings could be
ired before ward rounds, clinics

/d focus on relevant NPSA Rapid



REQUIREMENTS

its are entitled to minimum safety

allations (fire cover, navigational
5 etc.) 24 hours a day

lents admitted at the weekend
'e a higher adjusted mortality

lent safety authorities should
dlicize what provision is to be
iected and who to call or email




~ must refrain from all
essential activity, such as
ting or reading a

spaper, during the critical
ses of a flight.

travention of the rule
icated in many aviation
sters

ning required on how not to a‘-
ravene the rule



btain and first officers

rrnate between flying and
1-flying pilot

>raft are safer when being

vn by the less experienced
pilot

rnation already happens in
ne surgical teams, but more
pe on ward rounds etc.




itching from an Airbus to a

2ing plane takes months of
-aining for a pilot

ne standardisation in
\Ithcare already: cardiac arrest

number, single drug chart in
les eftc.

oortunities for further
ndardisation: trolleys, sterile




ck access recorder; voice
order; and crash recording

en first introduced, pilots
cely resisted them but now
tinely record over 300
ameters, often with live

xaming to an analysis centre on
ground

1logies with hospital monitors
| voice recording hospital
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FOR | RAINING

nes arrange, pay for, and
ity-assure, all training
'SEes.

nes arrange shifts so that
s can attend, and pilots face
rictions if they miss or fail a
'Se

ing the team accountable
‘orces the message that



- 1970s junior pilots addressed
ors as “Captain”, “Sir” or “Ma’am”
10w only first names used

ence for making the change:

ane Is safer when junior pilot flying
/erse correlation between social
crarchy and airline safety

of first names promotes a culture
re all staff are comfortable



ria ror a period at the end or the 1Y9US. vvhen we think o
crashes, we think, oh, they must have had old planes. Tl
ave had badly trained pilots.

Vhat they were struggling with was a cultural legacy, that
1 culture is hierarchical. You are obliged to be deferential

'your elders and superiors in a way that would be
Jinable in the U.S.

the case study of a very famous plane crash in Guam of
1 Air. They're flying along, and they run into a little bit of
, the weather’s bad. The pilot makes an error, and the cc

t correct him. But once Korean Air figured out that their
m was cultural, they fixed it.”




REPORTING

A Aviation Safety Reporting System

dilot reports an unsafe situation PARRR <revimravsmeieabiosen
n 10 days, s/he is issued an ASRS
ber, then all identifying information

yved, the report is analysed and
ons are publicised anonymously

> authorities later take enforcement
)n then ASRS number provides



RULE

1govers adversely affect
jospatial skills, dexterity,
nagerial skills and task
npletion

hly publicised rule in aviation:

laximum & units alcohol in the
4 hours before duty and



sign the system so that the user finds it difficult or
possible to make a mistake




s to correct human errors as they occur
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PROTECTION

Of limits on the controls of an aircraft

prevent the pilots from commanding !
vigorously that the plane exceeds its
tural or aerodynamic operating limits ¥

rates the pilots to act decisively e.g. |
ing the nose up without fear of
ng

ogies: oxygen in COPD, fluid

crnitatinn in haart failiiran anAd
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1straints on individuals to discourage them
n devising makeshift adjustments in
ponse to hazards and adverse events

mote a less deferential, less hierarchical |
‘kplace:

enior staff feel less pressured to make ad
oc adjustments in response to system failures

unior staff feel less awkward about raising



ues or information that not only are known to memt

1 group but also are known to be known, and are
wn to be known to be known, ad infinitum

2r a rule has become common knowledge, if one
mber of the team is seen violating that rule, then th
er team members feel "authorised” to bring this to
:ntion of the violator, whereas previously they migh
'e felt less confident in doing so



ence of designing products, processes, systems
1 environments that take explicit account of the

»abilities and behaviours of the people who wil
yract with them

signs that aim to prevent human errors caused b
Jetfulness, lack of experience, sloppiness,

;understanding, or inattention due to fatigue, stre
vork overload



Counterheroism Common Knowledge Ergor
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1zed no-faulr reporting » .
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lerheroism: Downplays the role

\cIsive, autonomous decision-
ng in the face of uncertainty

1o0n Knowledge: Expands the
) of people who share the
yssional knowledge base

iomics: Feel powerless to
Jate any design changes

Have we
gone too far
in translating
ideas from
aviation to
patient
safety?

James Rogers thinks that
attemptsto learn from aviation
are ignoring fundamental
factors in healthcare, but
David Gaba argues that much
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nite demands placed on health
e budgets

ety initiatives must provide
ter value than competing
dical interventions

rginal safety benefit must be
ater than the marginal cost



oenefits of a safety initiative depend on:
Frequency of the error being prevented
Severity of the error being prevented

Effectiveness of the intervention in mitigating the
safety threat

Value society places on safety in that context



s of safety initiatives are
\logous to the implementation
ts of taxes:

compliance costs
Administration costs
Behavioural distortion costs

« Evasion
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ockpit

10n of

Low (simple procedure thar rakes
only a few minutes per
operation to complete)

Moderate (behavior change)

High (time in preparing and

conducting briefings)

High (more antisocial working
paccerns)

Moderate (behavior change)

High (involves significant

Low (training has been shown ro
be straightforward; educational
materials are available
centrally; and copies of the
checklist cost only a few cents
per patient. Overall cost has
been estimated as $11 per
patient) (Semel et al. 2010).

High (organizing, paying for,
auditing, and scheduling CRM
training)

Moderate (preparation of briefings
and notifications; audic trail of
signed briefings)

High (employ additional staff and
out-of-hours supplements)

Moderate (cost of vests,
foot-operated signals, wasted
time of cleaning staff not using
noisy floor polishers etc. while
waiting for ward round to
finish, etc.)

Moderate (junior doctors may be

Staff might try to compl
checklists for every op
a single batch at the s
operating list.
Surgical and anesthesi
might dispense with ¢
safeguards that they p
used (Vats er al. 2010/

Peer pressure not to folle
approach; complacenc
“team’” 1s in charge, sc
individuals are less ale
threars.

Briefing skipped or perft
a perfuncrory way,
overcautious decision |
might also be bad for

Reclassification of patien
being less acutely unw

No one instigates the ste
cockpit rule, and thost
are treated as “overcau
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itself alter the culture of healt
care teams”
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