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The Science of Human Factors & Ergonomics  

 
 
 

Extensive research and application  

and evolving at a rapid rate  

 

Conversations for Safety  



 
Human Factors definition 

Human factors encompasses all of those factors that can influence 
people and their behaviour.  
 
In a work context, human factors are the environmental, 
organisational and job factors and individual characteristics which 
influence behaviour at work. 
 
Clinical Human Factors Group. 2009 
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Clinical human factors :  
  
“ enhancing clinical performance through an understanding of 
the effects of teamwork, tasks, equipment, workspace, culture 
and organisation on human behaviour and abilities, and 
application of that knowledge in clinical settings”. 

  
 

Catchpole K (2010)  

www.chfg.org 
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Human Factors/Ergonomics....... An organising principle



Background/ Setting the Scene 

Kohn 1999 Donaldson 
2000 

Francis 
2013  



  

 

 
Berwick Review 2013 : a response 
to Francis  
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There are two primary choices in life;  

to  accept  conditions as they exist or 

accept the responsibility for changing 

them  

 

Denis Waitley  

 

 

November 2013 



The Francis report (2013) and its legacy 



Why a focus on Human Factors is important? 
 
•Setting the organisational culture  
 
•Support for front line clinical teams 
 
•Not just about patient safety  
 
•Assurance 
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Setting the Example  
 
•Open, transparent approach 
 
•Profile of patient safety and quality 
 
•Support for staff to speak out 
 
•Roles and relationship  
 
•The human impact 
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Context of Healthcare 2017/18 
 
• The Legacy of  Mid Staffs Inquiry  
 
•Contradictions and Challenges 
 
• NQB Concordat  for Human Factors in Healthcare  
 
• Health Investigation Branch – Just Culture  
 
•  Human Factors Informed Policy  
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Unacceptable variation in quality 
of  patient experience and 

clinical outcome   
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patients and families….. 
the human impact 
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Safety Culture: Why human factors 
matters more than ever to better 
patient safety 
• Dr Ian Randle, managing Director, Hu-Tech 

Human Factors 
 



















































Mersey Care 
TDA Board to Board 

 
Safety culture and the role of 
human factors in building 
system approaches to safety 
 
Beatrice Fraenkel 
Chairman 



Our footprints 
 



About Mersey 

Care 

Serve a 

population of 

11m in 

North West 

England and 

beyond 

1 of 

3  

Provider

s of  

high 

secure 

services 

Working in 
partnership 

97% 

Of all 

contacts are 

in the 

community 

GOOD 

Largest 

provider  

of  LD 

forensic 

secure care 
 

Circ 5K  

STAFF 

MEMBERS 

At 31 March 2016 



We are striving for 

perfect care 



NHS organisations are complex human 

systems and this has to be recognised in order 

to achieve sustainable improvements in patient 

care.  



How have we reflected human factors in 

our approach? 

1. Focus on supporting improvement at the point of care – how 
are things at our point of care and how can we support 
improvement? 

2. Co-production with service users and staff – assume many 
people have the answer and that together we can craft a 
solution; using design thinking approach 

3. A just and learning culture – abandoning fear and blame as a 
tool for improvement, and trusting the good will and intentions 
of our staff 
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Peer 

support 

workers 

with lived 

experience 

‘Part of the 

team’ 

Duty of  

candour 

2. Co-production with service users 
and staff 
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1. Focusing on point of care means offering practical 

quality improvement support to clinical teams 
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Impact and Outcomes of our  

‘Perfect Care’ approach:   

No Force First   

Work Related Sickness  in Secure Division 

  Cost Cost Savings 

  

£242,069 

Jan – Dec 2015 £626,572 

Jan – Dec 2016 £384,503 

Trust-Wide Restraints  

  % Reduction 

  April 2015 465 

April 2016 294 

April 2017 220 53% 

 

- Improved Service User Experience 

 

- Reducing Restrictive Practice Guide 

 

- Reduction HSS Response Team Use 

 

- Shortlisted for Patient Safety Awards 
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2. Supportive Observation project 

impact   

 

• Written records clinically uninformative 
• Over 50 % initiated because of actual or potential harm to self 
• Systemic Change useful 
• Delphi Study 
• Reducing restrictive Practice  

 
• Data Capture Difficult+++ 

 

 

 

 

 

 Patient Hours 43,400 Staff Hours 49,836 = 

£891,177 

 

 

- A dilemma 
Preservation of life vs. Dependency 

 
“At first you hate it, then you get used 
to it, then you like it, then you can’t 
live without it” 
 
- A potential Solution 

Collaborative, Informed decision 
making 

8 patients no longer requiring 
constant observation 
potentially saving £586,200 
per year, 
However one patient 1011.99 
days – A dilemma 



Extract from “Just Culture – Balancing Safety and 

Accountability” – Sidney Dekker 

• bring out information about what should be 

improved to levels or groups that can do 

something about it; 

 

• allow the organisation to invest resources in 

improvements that have a safety dividend, rather 

than deflecting resources into legal protection and 

limiting liability; 

 

• Simultaneously satisfying the need to calibrate 

accountability with learning and improvement. 

3. Developing a just and learning culture 

First ask why and how, not who 



Just culture in practical terms 



Making a just and learning culture real for staff 

1 disciplinary process = £2500-£3000 

Reductions in disciplinaries in our secure division saved 

between £63,000-£112,000 


