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Human Behaviors

Action Action
based on Description

Skill Sensory- Minimal conscious Hanging IV
motor skills attention, routine medication
Rule Rules, Map familiar situations If the flow is too
If..... then with appropriate slow, check
course of action blockage, or

extravasation

Know- Active Formulate goal, Alternative
ledge analysis of analyze environment, treatment plan,
situation generate plan
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Types of error |
o Behavior
Cognitive Stage Level
. Rule/ .
Planning Knowledge Mistake
Storage Skill Lapses
Execution Skill Slips
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Errors: Knowledge- and Rule-based

- Knowledge-base errors:

* e.g. giving a medication without establishing
whether the patient is allergic or not.

 Rule-based errors:
* Misapplication of a good rule (e.g. injecting a
medication into the non-preferred site)

- Application of a bad rule or the failure to apply a
good rule (e.g. using excessive doses of a drug).
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Error: Skill-based

- Skill-based errors:

* Errors in the performance of an action

- Slip through an erroneous performance (e.qg.
choosing the more familiar ‘chlorpropamide’
instead of ‘chlorpromazine’)

- Lapse through an erroneous memory (giving a
drug that a patient is already known to be allergic
to).

- Technical errors are the result of a failure of a

particular skill (e.g. in the insertion of a cannula)
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Human Error Management SIS
Based on the Skil ification of Jens and the Generic Error Modeling System of James Reason
© 2007 Healthcare Performance Improvement, LLC.
Skill Based Rule Based Knowledge Based
Activity Familiar, routine | Problem solving in a known Problem solving in new,
Type acts that can be |situation according to set of unfamiliar situation for
carried out stored “rules,” or learned which the individual
smoothly in an principles knows no rules —
automatic requires a plan of action
fashion to be formulated
Error Slips Wrong rule Formulation of incorrect
Types Lapses Misapplication of a rule response
FumblesEZR Non-compliance with rule
Error Self checking - | Educate if wrong rule; Think a Stop and find an expert
Prevention | stop and think second time if misapplication.
Themes before acting Non-compliance - reduce
burden, increase risk
awareness, improve coaching
culture
Error 1:1000 1:100 3:10 £06:10
L’robability
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- Address root causes

- Make designs more intuitive

- Make wrong actions more difficult
- Make incorrect action correct

- Make it easier to discover error

“Telling people to be more careful doesn’t work”
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Iarify current knowledge of the process.
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- A control measure designed to prevent harm to
people, buildings, organizations, communities.
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People don’t do what they are told,
....... they do what they believe in. ...
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Evidence of change starts to

move the culture

from one of fear

to one of participation
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e
To Err is Human
To cover up is unforgivable
To fail to learn in inexcusable
Sir Liam Donaldson, Chief Medical Officer, England
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